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Allegation 

 

On August 15, 2015, the Office of the Inspector General received a reported allegation of neglect from UCP 

Seguin of Greater Cicero (UCP).  It is alleged that XXXXX failed to follow Individual 

XXXXXXXXXXXXXX’s Mechanical Soft Diet and did not promptly contact emergency services when 

XXXXXXXXXXXXXX experienced a choking incident. 

 

Synopsis 

 

XXXXXXXXXXXXXX had a choking history, and an order was entered on February 19, 2014 for a 

swallow study, but there is no evidence it was done.  On August 22, 2014, there was a second order for a 

swallow study, but once again, there is no evidence it was done.  XXXXXXXXXXXXXX had choking 

episodes on October 12, 2014, April 4, 2015, August 8, 2015, and August 15, 2015.  Records document 

that after the October 12, 2014 chocking incident, a swallow study was suggested if there is another choking 

incident and it was strongly suggested that his food be cut into manageable segments and he be coached to 

eat slower.  After the April 4, 2015 choking incident, XXXXXXXXXXXXXX was to eat a Soft Pureed 

Diet and slowly advance to his diet as tolerated.  On April 14, 2015, XXXXX ordered 

XXXXXXXXXXXXXX’s diet to be changed from a Chopped Diet with Thin Liquids to a Mechanical Soft 

Diet. There is no evidence this was done.  On July 2, 2015, XXXXXXXXXXXXXX was seen for an annual 

neurological visit.  It was noted that XXXXXXXXXXXXXX was to continue his Mechanical Soft Diet.  

There is no evidence this was done.  On August 8, 2015, XXXXXXXXXXXXXX had a choking episode 

and was taken to MNH. While there, XXXXX was found asleep at XXXXXXXXXXXXXX’s bedside 

while he spit up pudding. On August 14, 2015, six days after the August 8, 2015 choking incident, XXXXX 

emphasized compliance with a Mechanical soft diet, and ordered a swallow study.  Despite all of this, from 

April 14, 2015 until the time of his death, XXXXXXXXXXXXXX’s POS was not updated from a Chopped 

Diet with Thin Liquids to a Mechanical soft diet. UCP failed to ensure that XXXXXXXXXXXXXX’s 

healthcare and supports met his needs, did not promote maximum physical health and wellbeing over an 

extended period of time, and failed to provide evaluations and/or quality control to ensure that medical 

orders were carried out. 

 

On August 15, 2015, XXXXXXXXXXXXXX choked on a grilled cheese during lunch.  XXXXX failed to 

follow XXXXXXXXXXXXXX’s POS (which incorrectly stated Chopped Diet with Thin Liquids) and 

served him the grilled cheese, which was a known “high risk” food for choking.  XXXXX was responsible 

for supervising XXXXXXXXXXXXXX while he ate and she did not stop him from eating the grilled 

cheese.  
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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. 

XXXXX failed to properly supervise XXXXXXXXXXXXXX, and a choking incident ensued, at 12:16 

p.m. XXXXX began assisting XXXXXXXXXXXXXX.  XXXXX failed to ensure 911 was immediately 

called, but waited until XXXXXXXXXXXXXX began to turn pale. XXXXX Fire Department (CFD) 

records documented that XXXXX 911 call came in at 12:23 p.m. (7 minutes after the choking incident 

began). CFD arrived at 12:30 p.m. and found XXXXXXXXXXXXXX unconscious and not breathing. 

XXXXX and XXXXX did not perform CPR prior to EMS arrival. XXXXXXXXXXXXXX was taken to 

MNH, where his admitting diagnoses were pulseless electrical activity (PEA) arrest post-choking episode, 

anoxic (without oxygen) encephalopathy, acute respiratory failure secondary to choking on food, aspiration 

pneumonia due to food aspiration. XXXXXXXXXXXXXX never fully recovered and passed away in 

hospice care on September 2, 2015. 

 

 

Findings 

 

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

against XXXXX, XXXXX, and UCP Seguin of Greater Cicero. 
 

Recommendations 

 

The Office of The Inspector General recommends the following:  

 

The agency should address their procedure/policy for processing Physician Orders and medical appointment 

summaries to ensure UCP clinical staff receive such documentation and are aware of all medical needs of 

the individual, in a timely fashion. 

 

The agency should address their failure to provide proper dietary supports, as called for in their Adult 

Services, Healthcare and Support Policy and Procedures, and require an initial and ongoing nutritional 

assessment when an individual has a history of, or is known to be a choking risk. 

 

The agency should address the immediate need for POSs to be changed/updated, whenever an individual’s 

orders/needs changes. 

 

The agency should re-evaluate and update their choking and diet trainings. Trainings should be updated to 

cover all special diets and menus, examples should be provided for any individual’s enhanced/special diet. 

 

The agency should address with all staff, that in the event of an emergency, the staff should call 911 and 

continue to monitor/assist an individual, if necessary and not to be contacting multiple other staff members, 

until the emergency is resolved. 

 

The agency should address XXXXX failure to report an allegation, the August 8, 2015 allegation (XXXXX 

was found asleep at XXXXXXXXXXXXXX’s bedside while he spit up pudding) to OIG, which is a violation of 

20 ILCS 1305 (1-17) (k), willful failure to comply with OIG’s reporting requirements is a Class A 

misdemeanor.  


