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Allegation 

On June 15, 2017, the Office of the Inspector General received a reported allegation of neglect from Help at Home 

(HAH), Inc.  It is alleged that XXXXX refused to adjust Individual XXXXXXXXXXX’s medication, as instructed 

by a Rush-Copley Emergency Room physician, on June 11, 2017. On June 15, 2017, XXXXXXXXXXXXX was 

taken back to Rush-Copley Emergency Room, due to behaviors and a toxic medication level.   

 

Synopsis 

On June 7, 2017, June 11, 2017, and June 14, 2017, XXXXXXXXXXXXX was taken to Rush-Copley Hospital, 

due to physical aggression towards self and agency staff.  XXXXX, XXXXX and XXXXX questioned XXXXX 

action regarding new medication being available for XXXXXXXXXXXXX. XXXXX did not start the new 

medication prescribed at hospital because the medication scripts were not signed by a physician and did not clearly 

state what medication was to be discontinued. The Rush-Copley Hospital records indicated that XXXXX was 

given a medication list, which clearly stated which medication were changed or discontinued. However, XXXXX 

completed a clinical assessment and documented that XXXXX could not legally remove the old medications from 

the individual packages that were prepared for him and if she allowed him to start the new medication, she would 

have placed him at a greater risk of harm. XXXXX reported HAH failed to provide XXXXXXXXXXXXX with 

the adequate staff, information, physician or psychiatric assistance upon his arrival. There was a failure by HAH to 

provide a proper medical assessment; the home was not prepared for any safety issues that could have occurred; 

there was no emergency IDT meeting called, to put a plan in place; a Risk Assessment was not completed and no 

psychiatric services were available to XXXXXXXXXXXXX. There was a failure of HAH, XXXXX, to 

XXXXXXXXXXXXX, as evidenced by his three hospital visits, with two admissions and subsequently, a 

behavioral inpatient admission. 

 

Findings 

Based on the facts in this case the following was concluded:  The allegation of neglect is unsubstantiated against 

XXXXX. However, the allegation of neglect against Help at Home, and XXXXX is substantiated. 

 

Recommendations 

The Office of The Inspector General recommends the following: That no new individuals are admitted to any HAH 

CILA’s in the state of Illinois until the agency is surveyed by BQM and all recommendations are fully met and the 

homes become safe for individuals with well trained staff and the necessary services available prior to admittance. 


