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I. Appointment 
 
 On July 27, 2012, Governor Pat Quinn appointed Michael McCotter as Special 

Investigator of the Office of Inspector General (OIG) of the Illinois Department of 
Human Services (DHS). The task at hand was a comprehensive review of the 
investigative operations of the Inspector General’s Office.  This review of 
investigative procedures was to be accomplished to ensure that abuse and 
neglect reports are investigated swiftly and that confirmed cases are referred in a 
timely manner to the appropriate investigative authority. An additional 
assignment set forth by Governor Quinn was to review current policies of the 
office to better address and fulfill the office’s mission of protecting people with 
disabilities. 

 
II. Introduction 

 
The Office of Inspector General (OIG) for the Department of Human Services 
(DHS) was “created to investigate and report upon allegations of the abuse, 
neglect, or financial exploitation of individuals receiving services within mental 
health facilities, developmental disabilities facilities, and community agencies 
operated, licensed, funded or certified by the Department of Human Services.”   
In addition to those duties, the Office of Inspector General is also charged with 
investigating “alleged or suspected cases of abuse, neglect or financial 
exploitation of adults with disabilities living in domestic settings in the community 
under the Abuse of Adults with Disabilities Intervention Act.” 
 
As part of the statutory Adults with Disabilities Abuse Project, the OIG for DHS 
must immediately report the death of an adult with disabilities to the coroner or 
medical examiner, when it has reason to believe that abuse, neglect or 
exploitation may be a causative factor.  The agency must then cooperate fully 
with any subsequent investigation into the matter. In addition, if the OIG for DHS 
has reason to believe that a crime has been committed; the incident shall be 
reported to the appropriate law enforcement agency. 

  
On July 6, 2012, Illinois Governor Pat Quinn issued an Executive Order that 
strengthened the reporting requirements and protective services for Adults with 
Disabilities. This Executive Order acknowledges that the State has, “an obligation 
to protect its most vulnerable citizens from abuse, neglect and exploitation”; and, 
“adults with disabilities living in domestic settings throughout Illinois communities 



 3 

must be protected from being the victims of abuse, neglect or exploitation by 
others.” 

 
 By issuing the Executive Order, Governor Quinn further strengthened the existing 

statutory obligations under the Adults with Disabilities Intervention Act by 
requiring the OIG for DHS to: 

 
A.) For any death of an adult with Disabilities who is the subject of a pending 

complaint investigation by the DHS OIG, regardless of the circumstances, 
immediately report the matter to both the appropriate (1) law enforcement agency 
and (2) coroner or medical examiner. 

 
Such reports shall be in writing and, at a minimum shall contain information 
regarding, (a) the incident(s), victim(s), and subject(s), (b) the reporting of the 
incident to the DHS OIG, the DHS OIG personnel involved, and (d) as available 
and applicable, case numbers for the DHS OIG, law enforcement, and the 
coroner or medical examiner. The DHS OIG shall also maintain a copy of the 
report and shall document subsequent action, if any, by the appropriate law 
enforcement agency. 

 
B.) Between 30 and 45 days after reporting the death of an adult with disabilities who 

is the subject of a pending complaint investigation by the DHS OIG to the 
appropriate law enforcement agency, contact the law enforcement agency to 
determine whether any further action was taken.  If no further action was taken 
at the end of 45 days following the DHS OIG report, the DHS OIG shall notify the 
Office of the Illinois Attorney General, in writing. 

 
C.) In evaluating past cases, contact the applicable law enforcement agency to 

follow up on all death referrals made by the DHS OIG to a law enforcement 
agency under the AADIA since 2003. For all other deaths of an adult with 
disabilities who was the subject of a pending complaint investigation by the DHS 
OIG since 2003, the DHS OIG shall undertake a detailed review of each file to 
determine whether further DHS OIG action is required. 

 
III. Case Review Process 

 
 In keeping with the Governor’s direction, the Special Investigator undertook a 

comprehensive review of more than 61 original cases that were previously 
investigated and closed by the Office of the Inspector General since 2003. These 
cases involved the death of an individual with disabilities that occurred while in a 
domestic situation. An additional 11 newer cases were referred to the Special 
Investigator for an opinion during this review process. These additional cases 
were incorporated into the overall evaluation. This review was conducted with the 
goal of critiquing past cases for accuracy, completeness and, ultimately, to 
strengthen future investigative practices and methods. All reports from each 
incident were re-examined.  An opinion was formed, based upon investigative 



 4 

expertise, as to whether or not these cases were properly and completely 
investigated by the staff of the Office of the Inspector General. 

 
IV. Unit  Structure                 

 
There are a total of 6 Investigators assigned to this statewide unit. It should be 
noted that one investigator has dual responsibility as an Investigator and as the 
Investigative Team Leader. There is a Bureau Chief, who has overall 
responsibility for the unit and their case load. During the last fiscal year, the unit 
investigated a total of 1173 cases. This number represents a 29% increase in the 
number of cases investigated compared to the previous fiscal year. The unit has 
experienced an overall increase of 64% in the total number of cases investigated 
over the past five fiscal years. 
 
All personnel who are charged with assessing these types of cases and are 
currently assigned to the Office of the Inspector General were individually 
interviewed during this process. Questions were asked as to their specific job 
requirements and duties. I found the majority of these individuals to be very 
candid and forthcoming regarding their role as investigators for the Office of the 
Inspector General. It was also very apparent that each of the individuals was 
extremely passionate about both their work and the assistance provided to the 
individuals who depend on them for help. 
 
Investigators, upon being assigned a case will: 

 
1.) Verify that the victim was between the ages of 18 - 59 years when the                               

incident occurred; 
2.) The victim has a physical or mental disability; 
3.) The disability prevents the victim from seeking some level of protection                             

or assistance on his/her own; 
4.) The victim resided in a domestic living situation; and 
5.) The nature of the allegation constitutes abuse, neglect or financial                

exploitation. 
 
 In addition to the above requirements, the investigator will also; 
   

1.) Review the intake information and initiate the Investigative Plan; 
2.) Assess if there is an emergency situation; ensure the                               

victim is not at risk of death or great bodily harm. In the event of an 
emergency, the investigator will assess the risk within 24 hours.  

 
If it is determined that there is no emergency, the investigator will contact the 
complainant/victim to determine the threat level within 7 working days and submit 
an Investigative Plan within 3 days of that contact. As a rule, a final report 
regarding the allegation is due within 45 days, unless there are extenuating 
circumstances. Considering that each investigator carries a caseload of over 200 
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cases in a year, this time frame is not always practical. This practice should be 
reviewed as each case should be treated on an individual basis. 
 
The Investigative Plan is then submitted to either the Investigative Team Leader 
or the Bureau Chief who serve as reviewers for the Domestic Abuse Program. 
Reports are ultimately forwarded to the Inspector General or his designee for 
final review. 
  
Simple math indicates that each investigator carries a caseload of over 200 
cases for the year. They are required to use their own vehicles and provide their 
own insurance for these vehicles. They are reimbursed at the standard rate of 
$0.55 per mile for the use of their personal vehicle and required to provide their 
own auto insurance.  Reimbursements for vehicle usage and expenses are 
currently between 4 – 6 months behind. One investigator related that, even 
though he is assigned to the area in the southern portion of the state, he has 
been assigned cases in the past from as far south as Cairo to as far north as 
Peoria. This investigator related that during the past 2 years he has driven over 
60,000 miles in his personal vehicle. He is required, in emergency conditions, to 
make a face to face contact with the victim within 24 hours. Often, this is not 
logistically possible.  
 
It was apparent in my conversations with these individuals that, although they 
had been in their current positions for a number of years, none had received any 
recent formal training with regard to basic investigative practices from either the 
Department of Human Services or any other agency. If they are expected to do 
investigative work, they should be appropriately trained in this area.  It appears 
that each of these individuals has been relying on their basic human instincts and 
the experience gained from doing this type of work over a long period of time. 
 
Policies, directives and guidelines, past and present, were reviewed as part of 
the overall process of recommending any reforms deemed necessary to protect 
the individuals with disabilities. These directives have been updated and were re-
issued in conformance with the law prior to the onset of this investigation. They 
are reflective of the mandates outlined in the Governor’s Executive Order. 
 

 
V. Findings and Recommendations 

 
“It is the express intent of the General Assembly to ensure the health, safety and 
financial condition of individuals receiving services in this state due to mental 
illness, developmental disability, or both by protecting those persons from acts of 
abuse, neglect, or both by service providers”...” It is also the express intent of the 
General Assembly to authorize the Inspector General to investigate alleged or 
suspected cases of abuse, neglect, or financial exploitation of adults with 
disabilities living in domestic settings in the community under the Abuse of Adults 
with Disabilities Intervention Act.”  
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20 ILCS 1305/1-17 (a) 
 
As a result of the overall investigation of the unit designated to investigate and 
report upon the allegations of abuse, neglect and financial exploitation of adults 
living in domestic settings in the community, the following findings and 
recommendations are offered by the undersigned Special Investigator. 

 
 

FINDINGS 
 

The Special Investigator finds that the Office of the Inspector General for the 
Department of Human Services has a duty to provide a complete and thorough 
investigation of those cases that fall within its purview under Rule 51 (Adults with 
Disabilities Act) of the Administrative Code. It is the duty of the supervisors and 
investigators assigned to this unit to provide necessary services and protections 
to those individuals.  
 
As previously stated, a total of 72 death related cases were reviewed as part of 
this process. Errors or omissions were found in a number of these cases. These 
errors or omissions often consisted of a lack of notification to either the proper 
law enforcement entity or to the local medical examiner or coroner’s office. There 
were other instances where there was a total lack of any type of investigation. In 
my opinion, either errors or omissions were readily apparent in 20 of the 72 
cases that were reviewed. This computes to an error rate of 27.8%.   I am fully 
aware that notification to Law Enforcement and Coroner’s offices were not 
mandatory until the issuance of the Governor’s Executive Order. Prior to the 
issuance of this order, the standard for reporting to the local law enforcement 
agency was “if there was a reasonable belief that a crime had been committed”. 
This standard has since been changed by the issuance of the Governor’s 
Executive Order, making the notifications mandatory.  I do believe that in these 
types of cases, if there was even the slightest hint of abuse, neglect or financial 
exploitation of these victims, the investigator should have erred on the side of the 
victim and notified the proper investigative agency for additional follow up.   

 
In conjunction with this review, it was suggested that letters be sent to the 
various law enforcement agencies requesting their assistance in looking into the 
allegation that the individual’s death may have been caused by an act of 
criminality. I believe that this process was accomplished. It should be expected 
that there will be considerable resistance on the part of the law enforcement 
agencies to investigate these cases for a number of reasons. Among the reasons 
for their reluctance to open an investigation at this late date could include a lack 
of viable evidence gathered at the original scene, timeliness of the investigation 
and the absence of any witnesses or complainants.  

 
 Additional letters were to be sent to the Illinois Department of Public Health 

requesting the Death Certificates for all of the individuals named in this 
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investigation. These certificates should be included as a part of the final 
investigative file for the past cases and it is recommended that these documents 
be included in any future death case investigative file.  
 
The Bureau Chief is responsible for reviewing all Substantiated and 
Unsubstantiated cases.  He is inundated with cases and has absolutely no 
administrative help. His office has stacks of cases that have yet to be filed. It is 
unclear if he has a chance to do any more that a cursory review of the cases that 
come across his desk. He then forwards these cases up the chain of command 
to the Inspector General or his designee. 
 
Of the 5.5 investigators assigned to the unit, one has additional supervisory 
responsibilities and is based in Springfield.  She reviews cases that are classified 
as Ineligible, Resolved or Unfounded. This individual is also assigned cases of 
her own to conduct investigations. Although extremely competent, she is 
burdened with a heavy workload in addition to her management duties.  This 
should be reviewed. 

 
 

RECOMMENDATIONS 
 

1. Investigations vs. Assessments 
 

It is the opinion of this Investigator that the work of the investigators 
assigned to the Office of the Inspector General of the Department of 
Human Services is not, in the truest sense of the word, an investigation 
and, under the statute, it is not supposed to be. These investigators are 
basically conducting an assessment of the living conditions of the adults 
living in various domestic situations. The unit itself is complaint driven. 
They conduct visits to homes in response to complaints received by a 
hotline. They are charged with ensuring that selected services are made 
available to the victims, as needed.  If evidence of abuse, neglect or 
financial exploitation is suspected, they are to contact the appropriate 
law enforcement agency. If they determine that there is a need for other 
social services, they are to ensure that those services are made 
available to the victims.  If the investigation determines that it is 
necessary to remove the victim from an undesirable environment, they 
are to facilitate this move. Each investigator carries a substantial 
caseload and, when the original complaint is determined to be either 
substantiated or unsubstantiated, they move on to another case. They 
are required to submit findings in these cases within a certain time 
frame. This leaves no time for follow-up visits with the victim.   

 
The OIG should consider reassigning these Rule 51 investigators into 
the unit that is covered under the Rule 50 investigations. The Rule 51 
cases should be assigned to personnel who would have the time to 
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effectively manage a caseload that would ensure adequate services are 
provided to the victim. If this is not possible, additional investigative 
personnel should be hired to help reduce the overwhelming caseload. If 
the Rule 51 investigators are to stay in their current positions, 
consideration should be given to at least doubling the size of this 
investigative component. Additionally, adequate administrative personnel 
should be added to complement the field investigators. The investigators 
spend far too much time completing paper work. With increased 
administrative personnel, more time could be spent on site visits and 
providing services to the individual clients. There are far too many cases 
assigned to each investigator. You cannot expect the investigators to 
produce complete and thorough investigations under these conditions.       

 
2. Training 

 
 It was painfully apparent during this review that the investigators 

assigned to this unit were lacking in the area of training regarding basic 
investigative practices. They are relying on their common sense for 
adjudication of these cases. There should be training provided on at 
least a quarterly basis for these investigators regarding techniques and 
methods of investigations.  Additionally, a refresher course related to the 
fundamentals of investigations could be presented by members of the 
Illinois State Police for all investigators assigned to the OIG on a yearly 
basis.  

 
3. Better Documentation and Report Writing 

 
 Many of the cases reviewed by the Special Investigator were extremely 

hard to follow with regard to facts, dates, individuals, etc. The 
supervisory staff of OIG should better prepare the investigators in the 
area of report writing. In the various interviews, it became apparent that 
many of the investigator’s attempts to contact individuals, personal 
contacts with victims and offenders, medical personnel, etc., were 
accomplished but not detailed in the reports. These reports should be 
extremely detailed. They should be used to accurately document every 
detail of their investigation, regardless of how minute. The importance of 
good report writing should be stressed constantly. Reports should be 
critically reviewed by every supervisor in the chain of command. 
Incorrect or incomplete reports should be returned to the author for the 
proper corrections. 

 
4. Stronger  Emphasis on Critical Case Review 

 
 In many of the cases reviewed, it was obvious that a strong supervisory 

case review did not occur. A stronger case review process would have 
caught most of the glaring errors in these cases. The supervisors and 
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management team of OIG should have noted the obvious flaws in the 
investigations and returned the cases to the investigator for either further 
investigation or better documentation with regard to facts. It must be 
noted here that the heavy caseload that each investigator carries 
contributes to the poor documentation. This could be alleviated by either 
hiring additional investigators or the presence of a stronger 
administrative support team. 

 
5. Liaison with Law Enforcement, Local Sheriffs, State’s Attorneys, Coroners 

and Medical Examiners 
 
 In light of the issuance of the Governor’s Executive Order, there will 

obviously be more interaction with Law Enforcement, State’s Attorneys 
and Medical personnel throughout the state. The OIG should seek to 
establish a strong liaison with these agencies in order to establish 
policies and protocols for future interaction with these agencies. The 
investigators have related stories that they have found resistance when 
they attempted to make the required notifications to the Medical 
Examiner’s Offices and Law Enforcement agencies. A liaison could go a 
long way in helping to alleviate this issue by establishing relationships 
with the various entities. It would be important for the liaison to make 
these agencies aware of the provisions of the Executive Order and the 
overall functions of the OIG. 

 
6. Audit of Cases by the Auditor General 

 
 It is my understanding that the cases investigated under Rule 50 of the 

Administrative Code are routinely audited by the Auditor General of the 
State of Illinois on a yearly basis.  Apparently, that is not the case with 
the Rule 51 cases.  I would request that an audit of Rule 51 cases be 
accomplished on a yearly basis by the Auditor General. This, in addition 
to the implementation of critical review of cases by supervisory 
personnel, would theoretically have a profound affect on the number of 
cases that are improperly investigated. 

 
7. Death Review Teams 

 
This idea was first brought up by Ann Spillane, Chief of Staff for the 
Attorney General, at a hearing on this topic in late July. I believe that it 
has merit. It was suggested that multi-disciplinary teams, consisting of 
Coroners, Legal, Law Enforcement, a member from the OIG and any 
additional disciplines designated by the Secretary of the Department of 
Human Services, should be employed to review investigations involving 
any deaths that were due to abuse, neglect or financial exploitation. 
They would convene on a regular basis to review the work being 
accomplished by the Office of the Inspector General. They would then 
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render an opinion as to the validity, thoroughness and reliability of the 
investigations. This would provide both a transparency and a degree of 
professionalism to the investigations conducted by the OIG. 

 
8. Revisions of Policies and Directives 

 
 The Legislative Liaison and Policy Development Coordinator for OIG is 

currently reviewing all departmental directives to bring them into 
conformance with the Governor’s Executive Order. She has begun a 
systematic overhaul of all policies and procedures that relate to the 
investigation of cases involving the neglect, abuse or financial 
exploitation of individuals with disabilities that reside in domestic 
situations. I believe that this recommendation is well underway at this 
time. 

 
9. Quality Care Board 

 
 This board is advisory by statute. The civilian members are appointed 

and serve to “monitor and oversee the operations, policies, and 
procedures of the Inspector General to ensure the prompt and thorough 
investigations of allegations of neglect and abuse”. Thus far, they have 
had a limited role with regard to the investigations conducted by the OIG. 
They have reviewed a minimal number of redacted cases on a monthly 
basis. It is recommended that they be utilized on a far larger scale than 
is currently practiced by the DHS-OIG.   They would serve as “a fresh 
set of eyes” to review the investigative practices of the OIG.  

 
10.  Medicaid Fraud Unit (ISP) 

 
 In a number of the investigations of Rule 51 cases, Medicaid Fraud was 

either apparent or suspected. The Medicaid Fraud Unit of the Illinois 
State Police is a unit that deals directly with this type of criminal activity. 
They could assist the OIG in the investigation of patient abuse, neglect 
or financial exploitation. I believe that this unit could be a valuable 
resource for investigators and they should reach out to this unit for 
assistance and advice on these matters.      

 
 
 
 
 
 
 



 11 

   Office of the 
  Inspector General 
 
        Department of Human Services                                                                                                                
 

Case Reviews 
 
 
 
 
 
 
 

       Michael J. McCotter 
       Special Investigator 
 



 12 

DHS CASES 
 

 
   1512-265     Reese 
 
The client was admitted with sepsis and later passed away. The complainant in this 
case was a social worker from the hospital. There was no indication that this health 
professional was ever contacted by the OIG investigator. The investigator did call 
another social worker at the hospital after the client had passed away, but it was not the 
original complaining social worker.  Because these allegations had originated from a 
social worker who had personally interviewed the client, she should have been 
interviewed, regardless of the fact that the client had passed away.  There were 
unhealed fractures on her back that were caused by someone hitting the client.  This 
fact needed to be addressed.  
 
Recommendation:  This case should have been referred to Law 

Enforcement.  
 
Cause of Death:  Natural: Adult Respiratory Distress Syndrome, Sepsis & 

Septic Pulmonary Artery Thromboemboli.  Other 
Contributing Factors: Cirrhosis, Renal Failure & Chronic 
Obstructive Pulmonary Disease. 

 
 
 

   1512-371      Davis 
   
The client, a paraplegic, was her own guardian. She was taken to the hospital for 
treatment and denied that she had been mistreated, refused surgery and wanted to go 
home ASAP. The investigator in this case made at least five attempts to interview the 
client with negative results. The allegation was that the boyfriend/caregiver was 
neglecting the client. The complainant was an LPN at the doctor’s office of the client. 
She alleged that the client suffered from bedsores and that the boyfriend would not let 
the nurses into the house in order to treat her. Again, the caller was never interviewed 
by the investigator. As the client was her own guardian, she had the right to refuse all 
assistance.           
 
Recommendation:  This is a grey area as to whether the case should have 

been referred to law enforcement but the investigator, 
who stated in an interview that he did contact law 
enforcement, should have documented this contact in 
his report. 

 
Cause of Death:  Natural: Cardiopulmonary Arrest, Sepsis and Decubitus 

Ulcer. 
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   1511-063      Reese 

 
The client was in a nursing home, which does not fall under the purview of the OIG. On 
22 July 2010, he was taken to the Emergency Room at the local hospital because he 
was having some issues.  He was released to the custody of his mother on 23 July 
2010 and she then took him to his brother’s home, instead of returning him to the 
nursing home. On 24 July at 3:00 A.M., the client died of a malignant brain tumor at his 
brother’s home. The client was his own guardian and thus able to make his own 
decisions.             
 
Recommendation: Apparently, the client made a personal decision to die at 

home rather than in a nursing home. I find no                                                                 
wrongdoing on the part of Investigator in this instance. 

 
Cause of Death:  Natural: Epilepsy. Other causes; Panhypopituitarism. 
      

 
 
   1511-410      Ayala 
 
The client in this case was being cared for by a husband and wife team that were 
alleged to be illegal aliens. The cousin of this client became concerned that the 
caregivers were draining the victim’s bank account of approximately $60,000. The 
investigator did make contact with the complainant and, due to the nature of the 
allegation, ensured that law enforcement entities were involved in the case. The Postal 
Inspectors, local police and a private attorney were all aware of this situation.   
            
 
Recommendation:  I believe that the investigator extended himself in this 

case and ensured that the proper authorities were 
notified and active in the case.  

 
Cause of Death:  Died out of state. Trying to get Death Certificate. No Death 

Certificate was found by the Ill. Dept. of Public Health. 
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    1511-627      Reese 

 
This client was suffering from terminal lung cancer and was receiving hospice care in 
the home. The client’s son was caring for her and apparently not turning her in bed. She 
then developed bed sores due to his lack of care. When questioned, he stated, “Who 
cares? She is going to die anyway.”  The original call was received on 25 March 2011. 
The client died on 26 March 2011.                                                                           
 
Recommendation:  I believe that, because of the son’s attitude, a call 

should have been made to local law enforcement. 
Realistically, there is little that the police could do in this 
instance, but a call could have documented the effort. 

 
Cause of Death:  Natural: Lung Cancer   
 
 
 
 
 

 
   1511-742      Reese 
 
The client was discovered when the mother, the caregiver, called the Rockford Fire 
Department for assistance. The fire department discovered the client lying in a soiled 
bed with bed sores on his behind. He was taken to a local hospital on 6 May 2011 and 
later airlifted to an out of state hospital. He died there on 10 May 2011. The mother 
admitted that she was unable to properly care for the client. He suffered from flesh-
eating bacteria and necrotizing fasciitis.         
    
 
Recommendation:  Neglect would be difficult to prove as the client had 

lived with his mother for the past 33 years with no 
problems.   

 
Cause of Death:  Died out of state. Attempting to obtain Death Certificate. 
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   1510-145          Watson 
 
Social Worker (Complainant) alleges that the caregiver (boyfriend) was neglecting the 
client. He was the only caregiver. He was called to meetings on several occasions to 
discuss treatment but did not keep the appointments each and every time.   
     
 
Recommendation:  This case would be difficult to prove with regard to 

neglect, but an effort to involve law enforcement should 
have been made. 

 
Cause of Death:  Natural: Sepsis Syndrome, Right Breast Gangrene & Acute 

Respiratory Failure. 

 
 
 
 
 
 
   1510-259      Davis 
 
The client was her own guardian. Both the husband (accused) and the daughter stated 
that the client had given up on her life and refused to go for dialysis treatments for a 
renal condition. They both had tried to convince her to go to the hospital but with little 
success. An allegation of neglect was called into the OIG on 2 November 2009. The 
client died on 3 November 09. There were no previous incidents with the family.    
 
Recommendation:  I do not believe that, based on the facts presented, there 

would be any advantage to involving law enforcement in 
this case. 

 
Cause of Death:  Died out of state. Attempting to obtain Death Certificate. 
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   1510-306      Weigler 
 
On 18 November 2009, the client arrived at the hospital with a severe case of lice in her 
hair and eyebrows. She was suffering from acute renal failure. She had several 
abscesses on her neck that were filled with maggots, in addition to having MRSA. Her 
husband was the client’s sole caregiver and her power of attorney. The client passed 
away on 21 November 2009.          
 
Recommendation:  The assessment was stopped at this time, but it was 

correctly referred to the local police department for 
criminal investigation and possible charging due to 
neglect. 

 
Cause of Death:  Natural: Septic Shock 

 
 
 
 
 
   1510-624      Ayala 
 
The complaint was received by OIG on 9 April 2010. The client was interviewed by the 
investigator. The client stated that his wife hit him in the head with the hose from the 
vacuum cleaner when he attacked her. This action caused a slight laceration that 
required four stitches. The client indicated that he has become increasingly more 
aggressive lately, possibly due to the fact that his treatment plan now includes steroids. 
He had bruises from falling a few times. He indicated that he is much too large (over 
300 lbs) for his wife to pick up. There was no history of abuse with this client. He passed 
away on 17 May 2010 of terminal cancer.        
     
 
Recommendation:  There is no indication in these reports that a crime had 

been committed. The coroner’s office was not notified 
due to the fact that the client passed away while in a 
hospital. 

 
Cause of Death:  Natural: Perforated Diverticulitis & Astrocytome 
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   1510-679      Redmon 

 
The client possibly made a vague allegation of sexual abuse by her husband during her 
speech therapy session. The investigator made numerous attempts to interview the 
client to ascertain the validity of the therapist’s allegation. On one such attempt to 
interview the client, the investigator was unable to understand any words. The daughter 
of the client was present and she also was unable to understand her mother. The client 
entered the hospital on 10 June 2010 and passed away on 23 June 2010.  Her claims 
were never verified.            
 
Recommendation:  The investigator in this incident acted appropriately. She 

could have possibly made a telephonic notification to 
the local police department.  It is doubtful that they 
would open an investigation due to the fact that the 
client had expired and was unable to verify any alleged 
assault. 

 
Cause of Death:  Natural: Acute Systolic Heart Failure Exacerbation & 

Rheumatic Heart Disease. 
 

 
 
 
   1510-742      Ayala 

 
The client was admitted to the hospital due to a bone infection that went untreated for a 
considerable length of time. The husband/caregiver worked long hours and left his wife 
alone for extended periods of time. He refused to let other family members assist with 
her care. The client was admitted to the hospital on 26 May 2010 and passed away on 5 
June 2010.  
 
Recommendation:  The local police department should have been contacted 

due to the obvious issue of neglect by the husband. 
 
Cause of Death:  Natural: Acute Myocardial Infarct, Chronic, Coronary 

Insufficiency & Arterial sclerosis 
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   1509-054      Long 
 
The client was removed from the house by local paramedics on 24 June 2008, when 
they responded to a call of a woman down and unable to get up. The client suffers from 
an unknown medical condition and is an alcoholic. She was being cared for by her 14-
year old daughter and her son. The house was in deplorable condition and the client 
was removed to the hospital. She expired on 25 July 2008 from an unknown ailment.   
    
 
 
Recommendation:  The local coroner’s office was notified of the death by 

the investigator. Both the coroner and the local police 
department were investigating this case.    

 
Cause of Death:  Natural: Sepsis, Small Intestine Necrosis & Rotated               

Intestinal Volvulus 
 

 
 
 
 
   1509-282      Ayala 
 
This file contains very little information other than the complaint was made on 21 
November 2008 and the client died on 24 November 2008.  There is no indication as to 
how long the neglect had been occurring, where, conditions, etc.  It was alleged that the 
client’s companion refused to allow hospice workers access to him and caused him to 
miss several medical appointments. The client was supposed to be transferred to a 
nursing home but refused. He apparently died of throat cancer at the hospital.    
 
Recommendation:  This does not appear to be a criminal matter as the 

client was in his last days and apparently was resigned 
to his imminent death. 

 
Cause of Death:  Natural: Squamous Cell Carcinoma of Neck 
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   1509-335      Watson 

 
This morbidly obese woman was being cared for by her wheelchair bound husband and 
their son. The son, who was also vastly overweight, was admitted to a hospital and only 
released a few days prior to this complaint being filed.  Apparently, the son did not notify 
anyone that he was going into the hospital for an extended period of time in order to 
keep receiving funds that he was being paid by DORS as the primary care giver for his 
mother. By the time that he was released from the hospital, the mother was in a horrible 
state. She was taken to the hospital on 31 Dec 2008. She passed away on 3 January 
2009. A prior complaint alleging neglect had been lodged with the OIG in December 
2006.              
 
Recommendation:  The local police should have been, at the very least, 

notified due to the obvious neglect issues. It is doubtful 
that any criminal complaints would have been filed in 
this case. 

 
Cause of Death:  Natural: Sepsis, Respiratory Failure 
 

 
 
 
   1509-388      Watson 

 
The client was brought into the hospital on 26 Jan 2009, after a 911 call was placed by 
a cousin. She was suffering obvious signs of neglect and abuse. She had numerous 
scrapes, cuts and bruises on her body. She was emaciated and covered with feces. It 
was alleged that this abuse was caused by another cousin/caregiver. She passed away 
on 29 January 2009.  The coroner was notified by the investigator but they stated that 
they could not locate the body. The social worker stated to the investigator that the body 
probably never went to the coroner. The investigation was then closed.    

 
Recommendation:  Due to the abuse allegations, the police in addition to 

the coroner should have been contacted. When the body 
could not be located by either the hospital or the 
coroner, the investigator should have again contacted 
the local police. 

 
Cause of Death:  Natural: Septic Shock, Urinary Tract Infection 
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   1509-462      Reese 
 
The complaint was received on 2 March 2009. The client, who was HIV positive, passed 
away on 4 March 2009. There was an allegation of financial exploitation which was 
never investigated.     
 
Recommendation:  Even though the client passed away, the police should 

have been contacted in this case regarding the financial 
exploitation issue.    

 
Cause of Death:  Confidential. (?) 
 

 
 
   1509-494      Ayala 
 
The only additional action that I would suggest is that after the identity of the 
anonymous complainant was learned, she should have been contacted by the 
investigator, the inspection of the home and the interviews with the client, the home 
caregiver and the alleged offender seemed to refute the allegations. The complaint was 
received on 17 March and the client passed on 23 March 2009.     
   
 
Recommendation:  With the possible exception of one additional interview, I 

believe this case was handled properly. 
 
Cause of Death:  Natural: Multiple Sclerosis 

 
 
 
 
   1509-598      Davis 
 
The client entered the hospital on 8 May 2009 and passed away on 10 May 2009. Due 
to allegations of neglect, the Coroners Office was notified. The authorities were to be 
notified as to the neglect by the social worker at the hospital.       
 
Recommendation:  I believe that the investigator acted properly in this 

instance by ensuring the proper notifications were being 
accomplished. 

 
Cause of Death:  Natural: Clinical Sepsis due to Decubitus Ulcer 
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   1508-130      Pamon  

 
This complaint was received on 6 September 2007. The client passed from ALS on 19 
Sept 2007. The investigator did start an investigation but did not complete the task. The 
interviews with the principals seem to indicate that the abuse and neglect allegations 
were unfounded.              
 
Recommendation:  I believe that this case was handled in a correct manner. 
 
Cause of Death:  No record of death was found by the Ill. Dept. of Public 

Health. 
 
 

 
 
   1508-141       Ayala 
 
The client was admitted into the hospital on 3 Sept 2007 and passed away on 5 October 
2007 from complications due to MD. The investigator conducted interviews with the 
caregivers and family members. He was unable to substantiate any abuse or neglect. 
All indications seem to point to the fact that the client was well cared for in his home 
environment.             
 
Recommendation:  I find that this investigation was handled in the proper 

manner. 
 
Cause of Death:  Respiratory Failure & Muscular Dystrophy 
 

 
 
   1508-170      Pamon 

 
A former girlfriend called the OIG in order to document an allegation of abuse. The 
allegation was received on 28 September 2007. The victim passed away on 29 
September 07. Both the local police department and the local county coroner’s office 
were involved in this case. The coroner’s office issued a letter that the client died of 
congestive heart failure.            
 
Recommendation:  I believe that the investigator handled this case 

appropriately. 
 
Cause of Death:  Metastic Lung Cancer, Pulmonary Embolism, Anemia & 

Microcytic. 
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   1508-188      Reese 
 
The complainant felt that the client was living in deplorable conditions. The client was 
subsequently admitted to the hospital on 4 October 2007. He passed away on 11 
October 2007. The case was referred to the Coroner’s Office who felt that there was no 
evidence of neglect. They ruled that the client passed away from natural causes.  
     
 
Recommendation:  I believe that the investigator acted appropriately in this 

case as a notification to the coroner was accomplished. 
 
Cause of Death:  Sepsis, Bowel Perforation, Alcohol Abuse & Liver Failure. 

 
 
 
 
 
 
 
   1508-211      Pamon 
 
This case was received on 19 October 2007. The client passed away on 18 December 
2007. He was found in the basement of a home covered in feces and urine and living in 
deplorable conditions. Both the county sheriff and the coroner’s office were involved in 
the investigation. It was found that there was not enough evidence to substantiate the 
allegation of neglect. It is unclear by the reports if the client was in the hospital for the 
two months prior to his death or he returned home to these deplorable conditions.  
            
 
Recommendation:  This case was poorly documented and difficult to 

ascertain if the investigator ever inspected the house 
and interviewed any subjects prior to the client’s death.  

 
Cause of Death:  Pneumonia, Respiratory Failure & Cardio respiratory 
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   1507-028      Long 
 
The client is his own guardian and he consented to an assessment by the investigator. 
During the interview the client indicated that he was properly being cared for by his wife 
and that he had no issues with her. He had Stage 5 Cancer and had recently suffered a 
stroke. The allegation of neglect was made on 17 July 2006. The client passed away on 
23 July 06.              
 
Recommendation:  The investigator conducted a proper investigation and 

found no evidence of any wrong doing. 
 
Cause of Death:  Natural: Pneumonia, Cancer of Lung & Pneumoconiosis  

 
 
   1507-039      Cain 

 
On 19 July 2006 an allegation of neglect was reported to the OIG.  The client died of 
acute respiratory failure on 10 November 2006. The case was closed on 27 November 
2006.  The reports indicate that the investigator took no action for a considerable length 
of time.             
 
Recommendation:  It is inexcusable that this investigator did absolutely 

nothing in this case for more than four months. The 
absence of any type of investigation should have been 
caught by supervisors in the OIG. 

 
Cause of Death:  Sepsis, Pneumonia & Respiratory Insufficiency 
 

 
 
   1507-304     Bennett-Davis 
 
The client suffered from cancer. The allegation was that the husband was neglecting the 
client. The EMT reports that they interviewed the client and that she was reluctant to go 
to a hospital. She was finally taken. It appeared to them that she was capable of making 
her own decisions.             
 
Recommendation:  Because she died of malnutrition, dehydration and 

sepsis, the local police department should have been 
notified.  

 
Cause of Death:  Sepsis, Uterine Cancer & Vesicovaginal & Rectovaginal 

Fistula 
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   1507-323      Ayala 
 
This allegation was received on 26 December 2006. The client passed away on 28 
December 2006. It was alleged that the client’s daughter was failing to provide 
medication and was refusing to allow medical professionals to access the client.  I 
believe that, because the client passed away in the hospital, the investigator assumed 
that the coroner’s office would be notified by hospital personnel.     
  
 
Recommendation:  Regardless of the assumption that the hospital would 

notify the coroner, the investigator should have followed 
up with a phone call to the coroner’s office. 

 
Cause of Death:  Cardiopulmonary, Congestive Heart Failure, Sepsis, MRSA, 

etc. 

 
 
 
   1507-338     Bennett-Davis 
 
An unknown ER Doctor requested an investigation into the home. The client passed       
away before this could be accomplished. The client’s personal physician states that the 
client had been his patient for years and he had never suspected neglect.  The client 
died of pneumonia.             
 
Recommendation:  This case was properly investigated. 
 
Cause of Death:  COPD, Pneumonia & Malnutrition. 
 

 
 
 
   1507-363      Ayala 

 
The allegation is one of neglect. Neither the visiting nurse nor the investigator found any 
neglect issues when they inspected the home. They seemed to feel that all of the 
client’s needs were being met. The client apparently died of natural causes on 15 March 
2007.   
 
Recommendation:  This case was properly investigated. 
 
Cause of Death:  Sub acute Sclerosis 
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   1507-402      Ayala 
 
The allegation is neglect. The client was brought to the hospital on 2 February 2007 in 
poor health. The social worker suspected neglect. The client passed away on 5 
February 2007. The attending physician felt that the client died of natural causes. She 
also felt that this was not a coroner’s case and would not pursue it.     
   
 
Recommendation:  This investigation was completed properly. 
 
Cause of Death:  Sepsis, Hypoglycemia & Down syndrome. 

 
 
 
 
 
   1507-500      Ayala  
 
The complainant states that the client was brought into the hospital in a weakened state 
on 24 March 2007 and would like OIG to investigate conditions. The client died of 
multiple organ failures on 30 March 2007. Later, the social worker/complainant stated 
that the victim’s husband was very involved in her case and that there was no neglect 
issue.   
 
Recommendation:  This case was investigated properly. 
 
Cause of Death:  Pneumonia, Sepsis, Malnutrition. 
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   1507-514      Pamon 
 
The allegation was that the home health care worker either accidentally or on purpose 
scalded the feet of the client on 28 March 2007. This action required surgery and skin 
grafting. The client was in a coma. Because the client passed away on 31 March 2007, 
the investigation was terminated.  The local police department was notified after the 
victim passed away due to the possible criminal actions of the health worker. The health 
worker was later arrested in this incident.        
 
Recommendation:  This investigation was conducted properly. 
 
Cause of Death:  Hypertensive Cardiovascular Disease - Scalding burns to 

feet 

 
 
 
   1507-527       Pamon 
 
The allegation of neglect was called into the OIG on 5 April 2007. On 17 April 2007, the 
client was admitted to a nursing home. The investigator did absolutely no investigation 
of the neglect charges for those 12 days. The next action taken by the investigator was 
on 22 August 2007, a full four months after the complaint was filed. He contacted the 
nursing home by phone.  After ascertaining that the client had passed away, the 
investigator closed the case.    
 
Recommendation:  This was not a proper investigation into this case. 
 
Cause of Death:  Acute Renal Insufficiencies, Dehydration 

 
 
 
 



 

 

   1507-534      Pamon 

 
A call was received on 9 April 2007 that the client had missed three dialysis 
appointments during the past week. The investigator was informed that the client, who 
was suffering from kidney failure, had passed away on 10 April 2007. Cause of death 
was unknown.  
 
Recommendation:  On 2 July 2007, almost three months later, the 

investigator submitted his final report with no cause of 
death listed. Supervisors in the chain should have 
caught this delay in reporting. 

 
Cause of Death:  Renal Failure & Antiphosphelipid Antibody Syndrome 
 
 
 
 
 

 
   1507-614      Ayala 

 
The allegation was physical abuse by the client’s children. The allegation was made on 
15 May 2007. The client was taken to hospice on 18 May 2007 and passed away on 27 
May 2007. Prior to her hospitalization, the police were contacted and removed the 
children from the client’s home on three separate occasions.  The client passed away 
before the completion of this assessment.        
  
 
Recommendation:  This investigation was conducted properly. 
 
Cause of Death:  Metastatic Cervical Cancer 
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   1507-615      Pamon 
 
The complainant stated that the son was abusive to the complainant and refused to 
allow in home services for his mother. He felt that he was not capable of providing 
adequate service for his mother. The complainant called the OIG hotline on 15 May 
2007. The mother passed away two hours after the complaint was initiated. This 
rendered the incident impossible to investigate.       
   
 
Recommendation:  This case was handled properly. 
 
Cause of Death:   Cancer 
 
 
 
   1506-0053      Long 

 
The complainant, on 5 August 2005, states that the client was being neglected in her 
home. Before the assessment had started, the client was found dead in her apartment. 
Both the coroner and the local sheriff were involved in the case. Neither found any 
evidence of abuse nor neglect as a cause of her death.       
 
Recommendation:  This case was handled properly. 
 
Cause of Death:  Myocardial Infarction 
 
     

   1506-083      Bennett-Davis 
 
The allegation was that the caregiver was arrested for manufacturing meth and was 
fired by DORS. The caregiver is also the live in girlfriend of the victim. The OIG 
investigator was accompanied to the house by the local police. The client, who is his 
own guardian, was interviewed by the investigator. He denied that either he or the 
caregiver use or manufacture drugs. He stated that his girlfriend continues to care for 
him despite being fired by DORS. On 19 September 2005, the client was brought into 
the hospital and was DOA. The investigation was terminated at this time    
  
 
Recommendation:  This investigation was handled properly by the 

investigator, as she involved the local police.  
 
Cause of Death:  Acute focal Bacterial myocarditis, severe pulmonary 

emphysema & toxic serum morphine level. 
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   1506-375     Bennett-Davis 
 
There were allegations of neglect that were received on 22 February 2006. The 
investigator attempted to interview the client in the hospital but was unable to complete 
the interview due to confusion on the client’s part. The client passed away on 25 
February 2006 while in the hospital. The Peoria County Coroner’s Office was contacted 
and confirmed that the client died of natural causes due to renal failure.     
 
Recommendation:  This investigation was handled properly as the 

coroner’s office was involved in the case. 
 
Cause of Death:  Cardiac Arrhythmia, Coronary Issues. 
 
 

 
 
 
   1506-428      Ayala 

 
The allegation was neglect. The client passed away on 29 May 2006, the same day that 
the complaint was received. It was determined through investigation that the client had 
full support of his family. He lived with his aunt and upstairs from his grandmother. He 
was very mobile and was out on the street all of the time. He refused to take his 
medication and resisted his dialysis treatments as he was fearful.     
 
Recommendation:  Although the client passed away prior to completion of 

the assessment, I believe that the investigator did a 
thorough job of investigating the allegation. 

 
Cause of Death:  Most likely Microcardial Infection, Coronary Artery Disease, 

End Stage Renal Disease, Hypertension, Seizure 
Schizophrenia and Mental Retardation. 
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   1506-263      Cain 
 
This was related to an earlier complaint.(#1506-428) In this complaint the Investigator 
states that the client is his own guardian. In a previous paragraph he states that the 
Aunt is the guardian. Which is it?           
 
  
 
Cause of Death:   Same as above 

 
 
 
   1506-485      Ayala 
 
The client passed away on 11 June 2006. This case was based on the fact that the 
family was refusing to care for the client. After speaking with the husband, it was 
learned that it was more about the family’s ability to care for the client and not having 
adequate funds to care for her. It was not that they refused to care for her. Still 
undetermined when she passed was the fact that her morphine had been replaced with 
water. This fact should have been addressed at the time by contacting local police. 
 
Recommendation: Given the circumstances, I believe that this 

case was properly handled. 
 
Cause of Death:  Huntington’s disease 
 

 
 
 
   1506-516      Long 
 
The client was admitted to the hospital on 21 May 2006. He passed away on 23 May 
2006. Due to the condition that the client was received at the hospital, this case should 
have been referred to the local police department. He was emaciated, dehydrated, 
suffered from pneumonia and renal failure. 
 
Recommendation: Under these circumstances, the police should have 

been contacted and asked to conduct a separate 
investigation. 

 
Cause of Death:  Chronic Obstructive Pulmonary Disease 
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   1506-519      Cain 

 
The client was admitted to the hospital on 23 May 2006. She passed away on 1 June 
2006.  The investigator made no attempt to either interview the accused or any possible 
witnesses during that time period. He was informed on 18 September 2006 that the 
client had passed away. He alleges in his report that the Doctor states her death was 
not caused by the neglect reported in this case.  
          
Recommendation:  Based on the reported original allegation, the 

investigator should have conferred with the local police 
department. 

 
Cause of Death:  Sepsis, Endocarditis 
 
 
 
 
 
   1506-575      Bennett-Davis 
 
The complaint was received on 30 June 2006. The client passed on 5 July 2006. The 
allegation is that the mother, the paid caregiver, neglected the client. The mother 
allegedly refused to feed the client through the night as she herself was sleeping. The 
client died before any type of investigation could be conducted. The investigator was in 
contact with the client’s doctor. There was no indication that the doctor had any concern 
about the client’s care other than she died of causes related to her illness.   
 
Recommendation:  Based upon the facts available at the time, the only 

possible recommendation would be to call the local 
police. My experience tells me that they would not open 
a case on this individual because it would be nearly 
impossible to confirm the allegations without medical 
personnel agreeing with the allegations. 

 
Cause of Death:  Respiratory Failure & Neurofibromatosis II 
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   1505 - 0033     Reese 

 
The allegation that the client’s wife was denying medication to the client and that she 
was stressed, was received by OIG on 22 July 2004. The client passed away the very 
next day, 23 July 2004. Hospice workers stated that his death was due to cancer and 
was not linked in any way to allegations of abuse. The investigation was terminated at 
this time. 
 
Recommendation:  The investigator handled this case in the appropriate 

manner. 
 
Cause of Death:   Cancer of Larynx & Metastic Lung disease. 
 
 
 
 
 

       
   1505 - 0110     Long 
 
On 14 Sept 2004 and allegation was received by the OIG that the client’s care giver was 
failing to administer the proper medication. The client passed away on 16 Sept 2004. 
The client’s physician stated that death was caused by cirrhosis of the liver. The doctor 
further stated that he did not detect any medication issues and that neglect was not a 
factor in the patient’s death.  He felt that the client died of natural causes.  The case 
was terminated.        
 
Recommendation:  Based on these facts, this case was handled 

appropriately. 
 
Cause of Death:  End Stage Liver Disease 
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   1505 - 0201     Cain 
 
The allegation of neglect was received on 17 November 2004. The client was her own 
guardian and consented to an assessment. She was interviewed on 30 Nov 2004 and 
stated that she is well cared for by her husband and sons. The house was noted to be 
clean and sanitary. The client’s bed was set up in the living room and she was 
conversant throughout the interview. The husband was interviewed and he denied all 
allegations. The client passed away on 11 January 2005 of natural causes.   
      
Recommendation:  Although there was a delay in closing this case, the 

undersigned feels that this case was handled 
appropriately based on the information available at this 
time. 

 
Cause of Death:  No record of death was located by the Ill. Dept. of Public 

Health. 
 
       
 
 
 
 
 

   1505- 308      Ayala 

 
This client was brought to the hospital by his sister/ caregiver on 31 January 2005. He 
passed away on 3 February 2005. The client looked malnourished and had bruises and 
cuts on various parts of his body. An interview with medical personnel at the hospital 
revealed that he died of major organ failure related to renal failure. Basically, it was 
determined that he passed from natural causes. There appears to be no issue with 
neglect or abuse. He suffered from Down’s syndrome and fell a lot in the house.   
    
Recommendation:  Based upon the facts contained above, this case was 

handled appropriately. 
 
Cause of Death:  Acute Cardio respiratory failure, Hypertension, Sepsis, Acute 

Renal Failure & Acute Liver Failure. 
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   1505-0471      Cain 

 
The client suffered from mild mental retardation. He apparently was in a fight with a 
subject and was body slammed into the ground. He was brought into the hospital where 
it was discovered that he had a large tumor on his brain. He went into surgery and 
never woke up.  He passed away on 17 March 2005. The cause of death was from the 
brain tumor and not the injuries suffered in the fight. The local police department was 
the initial complainant and were pursuing criminal charges against the other combatant 
in the fight.    
 
Recommendation:  Due to the initial involvement of the police department, 

this case was handled properly. 
 
Cause of Death:  Anoxic Encephalopathy & Brain Tumor 
 

 
 
 
 
 
   1504 - 0006     Long 
 
This call was received by OIG on 2 July 2003. The client passed away on 3 July 2003 
The client’s brother spoke with the client three days before death.  At that time, the 
client requested a second opinion regarding his cancer. The client’s own physician 
related that a second opinion would not have mattered as he was already terminal. The 
physician is a respected and prominent cancer doctor in central Illinois. The local county 
coroner related that the client’s death was related to his cancer with no extenuating 
circumstances.                                                                                                                 
 
Recommendation:  This case was handled appropriately by the investigator. 
 
Cause of Death:  Malignant Melanoma 
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   1504 - 0054     Reese 
 
The client was brought into the hospital on 7 August 2003. He passed away on 11 
August 2003. The investigator contacted the local county coroner’s office. The coroner 
stated that the cause of death was Sepsis, due to or because of the infected Sacral 
Decubitis Ulcer. The infection was caused by the personal assistant’s lack of proper 
care or neglect. This investigator was correct in notifying the coroner but, in a later 
report, he says that the coroner told the client’s sister that OIG was in charge of the 
investigation. This should have been an indication that the coroner was not going to 
pursue a further investigation of this incident. At this time, the investigator should have 
notified the local law enforcement of the facts of the case.      
 
Recommendation: This case was handled properly, up to a point.  The 

investigator should have taken it one step further and 
contacted law enforcement. 

 
Cause of Death:  Sepsis, Infected Sacral Decubitus Ulcer. 
 

 
 
 
   1504 - 0306     Reese 

 
The client in this case was not receiving her medication in a timely manner and was 
suffering the effects from this lack of care. She was falling a lot around her house. A 
meeting was held with the related parties and a schedule was worked out regarding the 
ordering of the client’s medication. This schedule met with everyone’s satisfaction. The 
client passed away from an in-home accident on 26 April 2004. The investigation was 
concluded at that time. 
                                                                             
 
Recommendation:     The investigator acted appropriately in this case. 
 
Cause of Death:      Drowning 
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   1504 - 0329     Williamson 
 
Neglect was suspected in this case. The victim was brought into the hospital on 29 Mar 
2004. She passed away 31 March.  Both the local county coroner’s office and the   
police department were notified and were actively involved in this case.                                
 
Recommendation:  This case was handled appropriately. 
 
Cause of Death:  Coronary Atherosclerosis, Diabetes, Obesity. 

 
 
 
 
   1504 - 371        Bennett-Davis 
 
It is alleged that the client’s husband leaves the client alone while he works during the 
day. This allegation could not be substantiated. The husband denies it and there are no 
witnesses to lend any validity to the allegation. Witnesses say that family members are 
staying in the house while the husband works. The client passed away from brain 
cancer on 9 May 2004.                                                                                         
 
Recommendation:  The investigator conducted an appropriate investigation 

into this allegation. 
 
Cause of Death:  Mixed Oligoastrocytoma, multi forms 
  
 
 

   1504 - 391     Williamson 

 
In this incident, the client was alleged to be neglected by her husband. The husband 
was arrested and charged with Neglect in this case. The client passed away on 20 May 
2004. The caregiver in this case was also arrested and charged with neglect. 
 
Recommendation:   This case was handled appropriately by this 

investigator. 
 
Cause of Death:   HOMICIDE- Pneumonia & Multiple Sclerosis 
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   1504 - 0409     Cain 
 
In addition to the allegation of Neglect, there is also an allegation of Fraud in that the 
caregiver was falsely reporting her time worked with the client. She was forcing the 
client to sign off on her time sheets.  This case was reported to OIG on 19 May 2004. 
The client was taken to the hospital on 14 June 2004 and expired on 17 June 2004. The 
neglect issue was not addressed for more than three weeks by the investigator. He 
apparently did not visit the house and speak with the client during that time.                                                     
 
Recommendation:  This was a poor investigation and essential elements of 

the original allegations were not addressed in a timely 
manner, if at all. 

 
Cause of Death:  No record of death found by the Ill. Dept. of Public Health. 
 

 
 
 
 

   1504 - 0425    Bennett-Davis 

 
The client was brought into the hospital on 31 May 2004. She passed away on 11 June 
2004. The allegation was neglect due to the mother’s bedsores and personal hygiene. 
An interview was conducted with the client who stated that she receives minimal care 
from her daughter at home. Prior to the client’s death, she had agreed to be placed in a 
nursing home upon her release. The allegations were apparently founded from the 
conversations that the investigator had with the client and others. There would have 
been no further danger to the client due to the fact that she was to be placed in a 
nursing home.             
 
Recommendation:  I do believe that this case was handled properly but the 

police should have been notified of the neglect issues. 
They may not have opened a case on the daughter due 
to the death of the client. 

 
Cause of Death:  MSOF, Diabetes, Pickwickian Syndrome. 
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   1503 - 0339    Bennett-Davis  
 
The client was brought into the hospital on 27 May 2003 and passed away the same 
day. She entered the hospital with open sores and dried feces all over her body. The 
husband was arrested and charged with Neglect in this case.  Both the coroner and the 
local police were involved in this case.                                                                                    
 
Recommendation:  This case was handled appropriately by the investigator. 
   
Cause of Death:  Bronchopneumonia, Chronic Debilitating myopathy, & 

Diabetes. 
 

 
 
 
 

   1503 - 0356     Ayala 
 
The client was brought into the hospital on 22 May 2003. She signed herself out of the 
hospital on 5 June 2003 and signed into another hospital on the very same day. The 
complaint of neglect seems to stem from noncompliance with regard to medication. The 
daughter was trying to produce receipts for medication to the Public Aid office but could 
not. The client passed away on 16 June 2003 of renal failure.                     
 
Recommendation:  I believe that this case was handled appropriately by the 

investigator. 
 
Cause of Death:  Anoxic Brain Injury & End Stage Renal Disease. 
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Additional Cases 
 

 
   1504-0224      Ayala 
 
The client, who was terminal with liver cancer, passed away on 15 January 2004 while 
in hospice care. He was residing at a center. On 14 January, 2004, the director of the 
center refused to allow the client to be given pain management medication. He asked 
the two CNA’s who had arrived to attend to the patient’s needs to leave the facility. 
Their supervisor registered a complaint with the OIG. Upon being interviewed by the 
OIG investigator, the director of the center stated that the two CNA’s were acting in an 
unprofessional manner by laughing, joking and making loud noises.  This was the stated 
reason that he asked them to leave the premises. He then administered the pain 
medication to the client himself.  The client passed away the next day.  
 
Recommendation:  There is no indication of abuse or neglect in this case. 

This appears to be a disagreement as to the employee’s 
behavior. The patient passed away before an 
assessment could be completed. I believe the 
investigator acted in an appropriate manner. 

 
Cause of Death:  Liver Cancer 
 
 
 
 

   1504-0351      Williamson  
 
The caller believes that the client was being exploited by his ex-wife. The ex-wife came 
to the hospital late one evening and had the client sign a Power of Attorney document, 
giving her control over the client’s assets. The complainant asked the client if his ex-wife 
has the Power of Attorney. He replied “No”.  The client passed away on 18 April 2004 
from lung cancer and the effects of a stroke. The investigation was closed due to the 
client’s death. 
 
Recommendation:  As a result of an allegation of financial exploitation, the 

local police department should have been notified.  
 
 Cause of Death:  Lung Cancer 
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   1504-0141      Ayala 
 
The client was suffering end stage Multiple Sclerosis. The allegation of neglect was 
registered by a social worker from a home services agency. The allegation was that the 
client had been deteriorating over the past couple of months and was not being cared 
for properly by her husband. The client passed away on the day of this complaint while 
en route to the hospital. Her condition is not unusual for end stage multiple sclerosis.  
 
Recommendation:  As the client passed away while being transferred to the 

hospital and medical personnel ruled that her death was 
due to natural causes, there is little investigation that 
could have been accomplished. I believe that the 
investigator acted appropriately. 

 
Cause of Death:  Multiple Sclerosis. 
 
 
 

 
 
   1504-0027      Reese 
 
The client was admitted to the hospital on 16 July 2003 in poor condition. She had a 
Stage 4 Decubitus Ulcer on her Cocyx and Sepsis. She also had Necrotic skin on both 
of her heels. The doctor felt that the client was not being properly cared for be her niece 
at home.  The client passed away in the hospital on 19 July 2003. A coroner’s inquest 
was held to determine the cause of death and to determine if a criminal investigation 
was warranted. 
 
Recommendation:  This investigation was conducted in a proper manner, 

given the guidelines at the time. Under the recent 
changes in procedures, a follow-up call to the coroner 
would have been made to determine the outcome of the 
inquest.  

 
Cause of Death:  An infected Decubitus Ulcer, Quadriplegic and a motor 

vehicle accident.  
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   1505-077      Ayala 
 
The client was 29 years old and morbidly obese (over 700 pounds). Apparently, he fell 
in his house on 7 August 2005 and was left lying on the floor for two days. He was taken 
to the hospital and put on life support. The life support was withdrawn on 17 August 
2005 and the client passed away. The allegation was that of neglect. A referral was 
made to the local medical examiner’s office. 
 
Recommendation:  I believe that the investigator acted appropriately in this 

incident through notification to the medical examiner’s 
office. 

 
Cause of Death:  Respiratory Failure, Congestive Heart Failure and Obesity. 
 

    
 
   1512-1165      Unknown 
 
This is a newer case and a report from OIG has not been filed. The circumstances 
surrounding the death are not known. 
 
Recommendation:  Unknown at this time 
 
Cause of Death:  Ketoacidosis, Sepsis, & Diabetes Mellitus 
 
 

 
   1510-0072      Reese 
 
The complainant, a security officer at a local bank, alleged that the client’s caregiver 
was taking money out of the client’s bank account without her knowledge. She was 
alleging financial exploitation. This complaint was received on 10 August 2009. The 
client passed away on 11 August 2009. The caregiver, in an interview with the 
investigator, admitted to taking money out of the account for personal use. The client 
passed away while she was in hospice care in another state.  
 
Recommendation:  Even though the client was now a resident of another 

state, the local law enforcement agency should have 
been notified of the circumstances of the alleged 
financial exploitation.    

 
Cause of Death:  Unknown 
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   1512-634      Ayala 
 
The client suffers from Spina Bifida and is essentially bedridden. He is cared for by his 
mother and sister. He has been hospitalized on numerous occasions during the past 
year for infections. It is alleged that he is not being cared for properly. He passed away 
on 23 February 2012.  The client was interviewed and he stated that he is very happy 
with the way that his mother and sister are treating him.  The attending physician was 
also interviewed and he stated that the infections are a result of his condition. The 
doctor stated that everyone in his family was very attentive to his condition.  
 
Recommendation:  I believe that this investigator acted appropriately in this 

investigation and interviewed all concerned individuals. 
There seems to be no basis for this complaint. 

 
Cause of Death:  Unknown 
 
 
 
 

   1512-716      Ayala 
 
The complainant, a local paramedic, stated that she believed that the client was being 
neglected.  She found the house to be unkempt and dirty. The client was found in a 
diaper full of urine and feces and, apparently, had not been changed in some time. The 
client and her husband appeared to be hoarders.  The client passed away on 28 
February 2012 from cancer. The client had slowly begun deteriorating after a recent hip 
surgery. She had stopped eating and was losing considerable weight because of that 
fact. She was apparently resigned to her death. There was no indication of neglect by 
the husband.   
 
Recommendation:  This case was investigated in an appropriate manner. 
 
Cause of Death:  Unknown 
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   1512-720      Watson 
 
The client suffered from terminal cancer and it was alleged that she was being 
neglected by her husband. The investigator went to the home and observed the client 
on 10 February 2012. She appeared to be in a weakened state and unable to 
communicate. The husband was interviewed and he denied neglecting his wife. He 
stated that he cleaned the trachea tube on a daily basis.  The investigator was called on 
14 February 2012 and told that the client had passed away on 13 February 2012. The 
hospice nurse contacted the investigator and related that she had no problems with the 
husband’s care for his wife and actually praised his care and concern for his wife.  
 
Recommendation:  The investigation into this case was appropriate. 

According to the health professional attending to the 
client, there was no problem with the husband’s care of 
his wife.  There was no apparent neglect. 

 
Cause of Death:  Unknown 
 
 
 

   1512-0938      Davis 
 
The complainant alleged that the client was not being properly cared for in her home. 
The client was her own guardian and refused to allow the completion of an assessment.   
She denied the need for any services and would not allow the investigator into her 
home. She passed away on 24 April 2012.  The investigator notified both the coroner 
and the local law enforcement agencies. The coroner stated that she passed away from 
natural causes and would not conduct an investigation her death. The detective from 
the local sheriff’s office also refused to open an investigation into her death, due to her 
passing from natural causes.  
 
Recommendation:  This case is exactly the proper procedure for 

investigating this type of incident. Even though the 
client passed away before the assessment could be 
completed, the investigator referred it to the proper 
authorities. The case is documented extremely well with 
regard to dates and times and is very easy to read. 
There is no question that this investigator took the 
proper course of action. 

 
Cause of Death:  Unknown 
  


