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Allegation 

On April 2, 2016, the Office of the Inspector General received a reported death from the agency.  It was reported that on 

April 1, 2016 XXXXX was on an outing with his home staff and when he returned, he was not feeling well. XXXXX 

was reported to have been sweating and his stomach was distended. XXXXX was transported by ambulance to Silver 

Cross Hospital, where he expired on April 2, 2016. 

 

Synopsis 

XXXXX had a history of recurrent ingestion of coins.  His Social Transition Plan was developed around supervising his 

area for coins to prevent him from having access to them.  His plan still allowed him to identify coins, count coins and 

put coins in a bank kept by the staff. This plan crossed over to involve his CILA home, as well as his day training site 

staff. The ingestion of coins was thought to be due to anxiety issues related to saving money and his ingestion was 

episodic and happened covertly. As evidenced by the x-rays taken on January 8, 2016, February 11, 2016 and March 15, 

2016, the plan was not sufficient to prevent his continued ingestion of coins. After his discharge from the hospital, on 

March 15, 2016, XXXXX discharge order was for XXXXX to see his physician the next day, or return to the ER, for a 

re-examination. XXXXX also ordered a follow up x-ray one week later. The agency did not have XXXXX see his 

doctor, or return him to the ER, the next day and they did not have a follow x-ray done one week later, as ordered. When 

XXXXX became ill, on April 1, 2016, XXXXX, XXXXX and XXXXX all denied seeing XXXXX picking up or 

ingesting any coins. However, when he arrived at Silver Cross Hospital with complaints of abdominal pain, distension 

and nausea, XXXXX became unresponsive and suffered a cardiac arrest. Spontaneous circulation returned and he was 

intubated and placed on a ventilator.  The records indicated that during his arrest, his abdomen was hard and distended, 

and a CT scan of the abdomen indicated an impaction in the sigmoid colon and the rectum. There were multiple air-filled 

areas in both the large and small bowel, and the physician attempted to insert both a nasogastric tube and an orogastric 

tube to try to decompress the belly, but he was unsuccessful XXXXX was not a candidate for surgery.  XXXXX had 

another episode of cardiac arrest and he expired, despite all efforts. The Will County Coroner said an autopsy was not 

necessary given XXXXX history of PICA. 

 

Findings 

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

Services, Inc.  

 

Recommendations 

The Office of The Inspector General recommends the following: The agency ensure that when individuals have a history 

of bowel obstructions and are at high risk of continued bowel issues, due to medication and/or medical psychological 

issues, the bowel movements are tracked on a detailed monitoring record. The agency ensures, for those individuals with 

a history of PICA, that appropriate actions and supervision are taken to monitor for foreign body ingestion. The agency 

ensures compliance with hospital discharge instructions. 


