
elOFFICE OF THE INSPECTOR GENERAL           INVESTIGATIVE REPORT 
 

Case No. 
 

Report Date 
 

Investigator Name 

 
1117-0148

                

 
January 04, 2018 

 
XXXXX 

 
Agency Name 

 
Trinity Services, Inc. 
 
Agency Address 

 
Location 

 
301 Veterans Parkway 

New Lenox, IL 60451 

 
XXXXXXXXXXXXX 

XXXXXXXXXXXXXXX 

 

Allegation 

 

On October 17, 2016, the Office of the Inspector General received a reported allegation of neglect from 

Trinity Services, Inc.  It is alleged that XXXXX, XXXXX and XXXXX, XXXXX and XXXXX 

neglected XXXXX. It was alleged that XXXXX took XXXXX to her private residence, where she fell 

down the stairs. When she was brought back to the CILA, she was not taken to the hospital but crawled 

through the home, in a lot of pain. XXXXX went to the hospital the next day, due to diabetic distress and 

nothing was found on x-rays. When XXXXX was discharged, she had difficulty getting into the agency 

van and complained of pain. At the CILA, XXXXX refused to get out of the van and indicated she could 

not walk due to pain. Family arrived and XXXXX was found standing in the gravel driveway, with no 

shoes on and the staff was trying to pull her into the house. XXXXX was finally taken into the house, 

using a chair with rollers. The next morning staff tried to get XXXXX to stand for approximately 3 hours 

and XXXXX contacted the family and asked them to call 911, as XXXXX said XXXXX told her she 

could not call 911. Family arrived and called 911. At the hospital, she was found to have a broken right 

tibia. XXXXX was discharged to a nursing home, for therapy and rehabilitation but her condition began 

to deteriorate and she developed pneumonia, due to lack of movement and activity and her heart was 

double the normal size. XXXXX passed away on September 24, 2016. 

 

Synopsis 

 

Regarding the allegations against XXXXX, XXXXX, XXXXX, and XXXXX, the investigation did not 

find a preponderance of the evidence to substantiate the allegations.  However, on June 4, 2016,  XXXXX 

admitted that she did not call a nurse or 911 for help, when XXXXX could not get off the floor, for an 

approximate duration of 4 to 7 hours. Both XXXXX and XXXXX said that XXXXX kept saying that her 

knee hurt. XXXXX left the CILA. However, around 3:45 pm, XXXXX and her boyfriend XXXXX 

arrived and both said XXXXX was crying, screaming and saying that her leg hurt. XXXXX called 911 

and XXXXX was taken to the hospital. XXXXX did not return to Trinity and passed away on September 

24, 2016. Due to the chronic nature of her lung issues, in combination with her cardiac and renal issues, 

OIG could not opine that XXXXX’s death was connected to a failure, by the agency or its’ staff. 

 

Findings 

 

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

XXXXX, XXXXX and XXXXX is unsubstantiated. However, the allegation of neglect, against XXXXX 

is substantiated. 
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OIG Case Summary 

 

 
This is an official document of the Office of the Inspector General and its contents is covered by 

the Mental Health and Developmental Disabilities Confidentiality Act. 

Recommendations 

 

The Office of The Inspector General recommends the following: The agency address the failure of their 

staff, to notify the agency’s nurse, of XXXXX’s ongoing complaint of pain. The agency addresses their 

failure to provide timely, accurate, and complete injury and incident reports. The agency addresses 

XXXXX violation of the agency’s Employee handbook, by bringing family to the work site. The agency 

addresses XXXXX unauthorized use of an agency vehicle and unauthorized trip to her residence with 

individuals. 


