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Presidential Pavilion 

 
 

INTRODUCTION 

 
 The Human Rights Authority of the Illinois Guardianship and Advocacy Commission 

opened an investigation after receiving a complaint of possible rights violations at Presidential 

Pavilion.  It was alleged that the facility did not follow Nursing Home Care Act requirements 

when it would not call an ambulance or care for a resident who was injured by another resident 

in the facility, would not allow the resident to report the injury to the proper authorities, and then 

had the resident hospitalized in a psychiatric unit for no adequate reason. If substantiated, this 

would violate the Nursing Home Care Act (210 ILCS 45 et seq.), the Abused and Neglected 

Long Term Care Facility Residents Reporting Act (210 ILCS 30 et seq.) and the Mental Health 

and Developmental Disabilities Code (405 ILCS 5/100 et seq.).   

  

 Presidential Pavilion is a 328- bed Nursing Home and Skilled Nursing Facility.   
   

 To review this complaint, the HRA conducted a site visit and interviewed the Acting 

Administrator, the Former Administrator, the Director of Nursing, and the Rehabilitation 

Director. The HRA obtained the recipient’s record with written consent.  The recipient is an 

adult who maintains her legal rights.  

 

COMPLAINT SUMMARY 

 
 The complaint alleges that on 3/23/10 the recipient was hit over the head and on the hand 

several times by another resident.  The complaint states that the staff refused to send the resident 

to the hospital for treatment and refused to call an ambulance.  The complaint states that the 

resident then went to the hospital on her own, where she was treated.  She returned to the nursing 

home and several days later the complaint indicates that the resident's head and eye began to 

swell and the nursing home then had her transferred to the hospital for treatment.   She then 

returned to the nursing home and several days later was involuntarily transferred to the hospital 

for a psychiatric evaluation for "aggression".            

 

FINDINGS 



 
 The record contains a written statement of investigation information regarding the alleged 

incidents (not dated).  The nursing home Incident and Accident Coordinator wrote the following 

for the record: 

 

 "On Friday, March 26, 2010 Resident…complained of pain to the left side of face, eye 

and neck. 

 Resident reported to nursing supervisor...that she had been in an altercation on Sunday, 

March 21, 2010 with her roommate- before she went out on pass.  Ms.…informed Administrator 

of alleged incident.  He immediately conducted an investigation.  Upon further interview with 

Ms…., resident stated she was in her room and got into an altercation with her roommate and 

was hit in the head.   

 Roommate stated she never hit or pushed her, they had a verbal exchange, and that she 

never laid a hand on her.  Ms….left the room very angry and did not come back.   

 On 3/21/10, the alleged incident, Ms….did not report that she had an altercation with her 

roommate.  She went out on pass with her family and did not return until March 26, 2010 when 

she reported the alleged incident to the staff. 

 Upon investigation, it was determined that, no one was present at the time of the alleged 

incident.   

 MD was informed of the alleged incident and resident's complaint of pain.  The Dr. gave 

orders to transfer her to … Hospital for medical evaluation.    

 Resident returned from Sacred Heart Hospital at 11 pm that same night 3/26/10 and there 

were no further complaint of pain from the resident and no new orders.   

 On April 3, 2010, Resident at 5 PM was acting very hostile and uncooperative toward 

staff.  She was talking to herself and irritable.  She refused to speak with the social worker or the 

staff.  Psychiatrist made aware of situation and Dr….gave order to transfer her for evaluation 13 

days after the alleged incident.  Resident never returned from the hospital to Presidential 

Pavilion."  

 

 The Nurse's Notes from 3/26/10 state, "resident up and about with complaint of pain on L 

side face, eye, neck…. Resident ordered to transfer to …Hospital for evaluation".  Later another 

entry states that an ambulance arrived to transport the resident to the hospital and 11 p.m. that 

"Resident was returning with new order."  The physician's orders are included in the record and 

indicate that the resident was given Tylenol 65 mg when requested and Augmentin, 500 mg each 

8 hours for 7 days.   The nursing notes do not contain an entry for 3/21/10, the day of the 

resident's reported injury.   

 

 A Written Report of Incident (written 3/26/10 at 5 p.m.) is included in the record.  It 

states, "Resident reported on 3/26/10 that she was hit in the head by her roommate on 3/21/10- 

no injuries at this time.  Never reported to staff and went out on pass [The nursing notes do not 

show that the resident went out on pass from the 3/21 until 3/26; this was reported by staff].  

Now complains of L side of face, eye, and neck pain.  MD notified.  Send to …Hospital."  This 

report shows that it was faxed to the Illinois Department of Public Health on 3/26/10 and the 

report itself is included in the record indicating the same information.    

 



 An Incident/Accident Report (3/26/10) is included in the record and it states, "Resident 

states that she had altercation with her Roommate and that she had a knot in her head.  Her right 

hand swollen."   This form indicates that first aid was offered but refused, and that the resident 

refused to go to the hospital.  It indicates that the physician was notified as well as a family 

member and this report was signed by an LPN and the Director of Nursing as well as the 

Administrator.   

 

 A Preliminary Investigation Report completed by the Administrator on 3/26/10 is 

included in the record.  It states that on 3/26/10 at 8:30 p.m. "Resident stated that she got in a 

altercation with her roommate on 3/21/10."  It indicates that the resident "Complained of pain in 

her head."   The section which asks, "based on the initial investigation, review of the medical 

record, and interview of witnesses during the first 24 hours after the incident, the following are 

the known facts at this time:  "Residents were in the room and [Resident] stated she had an 

argument with her roommate.  Her roommate stated she was arguing with her but she never laid 

a hand on her or pushed her.  She stated she left room angry.  [Resident] stated to Admin. that no 

one was present but her roommate and her.  Admin. found no witnesses that to [sic] incident."   

The report indicates that the individual alleged to have committed the incident has been removed 

from contact with the victim and will remain so until a conclusion is reached, and that the facility 

will continue to investigate until a conclusion is reached.  It indicates that any reported or noted 

injuries are being treated in accordance with physician's orders.  It also indicates that a Final 

Investigation report will be sent to the Department of Public health within 5 working days.   

 

 The Final Incident Investigation Report by the Administrator is in the record and states, 

"Resident stated that she got into an altercation with her roommate on 3-21-10.  Complained of 

pain in her head but could not establish how it was caused.  Resident was in the room with her 

roommate when she stated she was arguing but…[Resident] stated to Administrator that no one 

was present but the roommate and her."  This form states that the allegation could not be 

substantiated.  The writer indicates that attached is a summary of all interviews conducted, with 

the names, addresses, phone numbers, and willingness to testify of all witnesses (the roommate's 

written statement is included with the report).   

 

 The HRA obtained records that were not part of the resident's clinical record at 

Presidential Pavilion.  The first of these are records from the hospital where she was treated on 

3/26/10 at 6:55 p.m.  The emergency department flowsheet states the chief complaint as: "Sent 

from NH where another patient struck her on the head Tuesday [3/23/10] with a cane and bit her 

on the left hand.  Patient has dark bruising around eyes."  Patient Progress Notes indicate "Two 

small closed lacerations base of left hand, hematoma underneath left eye, lump on parietal area 

left scalp, and some facial bruising left forehead."  Aftercare instructions include Tylenol 650 mg 

and Augmentin 500 mg.  Also obtained by the HRA is a police report completed on 3/26/10 at 

7:15 p.m. for an incident which occurred on 3/26/10 described as: "Offender and Victim 

[resident] were having an argument over where they should go to buy some narcotics.  During 

the argument that Offender stated to the Victim 'I'm gonna rip off your fake leg and beat your ass 

with it.'  Offender then punched [resident] in the face and fled the scene.  [Resident] was  

transported to …hospital by Lifeline Amb.  Private ambulance company…."   

 



 On 4/03/10 at 5:00 p.m. the Nurse's Notes indicate: "Resident up and about pacing and 

talking to her self.  Paranoid, suspicious and very hostile toward staff and others.  Moody, 

irritable, uncooperative.  Refuse to talk to social worker and see MD.  Non-compliant with 

medication.  Cont'd stating leave me alone.  Dr…. was called, gave orders to transfer resident to 

…hospital for psych evaluation."   The notes then indicate that an ambulance was called and the 

recipient was transferred.  The final progress note shows that the resident's personal belongings 

were placed in storage at 6:00 p.m. on 4/03/10.  There is no indication from the record that the 

resident was given a Notice of Discharge or admonished of her right to appeal her discharge.   

 

 Staff were interviewed about the complaint.  They stated that the resident reported an 

injury on 3/26/10 stating that it had occurred on the 21
st
.  Staff believed that the recipient had 

been injured at some time on her pass, which began on the 21
st
 and then reported it later for 

reasons that are unknown. They felt that the resident was "not the same" person after her pass 

and was perceived to be more suspicious and paranoid of staff in general.  Staff stated that they 

immediately initiated an investigation of the incident, reported the event to the proper authorities, 

and sent the recipient to the hospital for treatment of her reported wounds.   The staff that 

interacted with the recipient on the day of the event reported that the resident was confused and 

hostile and not receptive to staff interaction.  Staff also stated that the resident was able to call 

the police or anyone else regarding the event and that she had no restriction on her use of any 

phones available.    

 

 Staff were interviewed about the forced transfer of the resident to the hospital for a 

psychiatric evaluation.  They stated that the resident had become more angry and suspicious of 

staff from the time of her pass on 3/21. Staff were asked if any measures or interventions were 

put in place to address the resident's decompensation and they stated that there were no measures 

taken.  On the day of her hospitalization, the resident was hostile, agitated, aggressive, and 

refused to speak with anyone.  Staff were asked what particular behaviors the resident exhibited 

and they stated she refused to talk with her social worker, was very hostile, and uncooperative in 

general. There is no petition in the file and staff were questioned about this.  They stated that 

probably the resident agreed to go to the hospital, even though the HRA pointed out that the 

reason she was being sent was because she was uncooperative with staff.  Staff also stated that 

they do not generally complete petitions for hospitalizations, but that they are completed at the 

hospital. Staff were asked if the resident had been discharged or if she could have returned to the 

facility and they stated that she was not discharged, but that she decided not to return. Staff 

confirmed that residents are always expected to return after hospitalization. 

 

STATUTORY BASIS 

 
 The Nursing Home Care Act states that no resident shall be deprived of any rights, 

benefits or privileges guaranteed by law, the Constitution of the State of Illinois, or the 

Constitution of the United States "solely on account of his status as a resident of a facility" (210 

ILCS 45/2-101).  Additionally, it states that every resident "shall be permitted to refuse medical 

treatment and to know the consequences of such action, unless such refusal would be harmful to 

the health and safety of others and such harm is documented by a physician in the resident's 

clinical record" (45/2-104 c).  

 



 The Abused and Neglected Long Term Care Facility Residents Reporting Act (210 ILCS 

30/) mandates that any employee of a long term care facility that has reasonable cause to believe 

any resident with whom they have direct contact has been subjected to abuse or neglect "shall 

immediately report or cause a report to be made to the Illinois Department of Public Health", and 

anyone required under the Act to report abuse or neglect who fails to do so is guilty of a Class A 

misdemeanor (30/4).  The Act states: 

 

 "All reports of suspected abuse or neglect …shall be made immediately by telephone to 

the Department's central register …or in person or by telephone through the nearest Department 

office.   No long term care facility administrator, agent, or employee, or any other person shall 

screen reports or otherwise withhold any reports from the Department, and no long term care 

facility…shall establish any rules, criteria, standards or guidelines to the contrary. 

 

 ….The report required by this Act shall include the name of the resident, the name and 

address of the nursing home at which the resident resides; the resident's age; the nature of the 

resident's condition including any evidence of previous injuries or disabilities, and any other 

information that the reporter believes might be helpful in establishing the cause of such abuse or 

neglect and the identity of the person believed to have caused such abuse or neglect." 

 

 The Mental Health and Developmental Disabilities Code outlines the process whereby a    

person 18 years of age or older who is subject to involuntary admission and in need of immediate 

hospitalization may be admitted to a mental health facility (405 ILCS 5/3-600 et seq.).  This 

process requires a detailed statement of the reason for the assertion that the recipient is in need of 

involuntary admission, the signs and symptoms of mental illness, and a description of any acts, 

threats, or behaviors supporting the assertion (3-601). 
 

HOSPITAL POLICY 

 
 Presidential Pavilion maintains an Abuse Prevention Program and facility policies and 

procedures that comply with and expand on state and federal requirements for preventing 

abuse, neglect and mistreatment of residents.    

 

 Presidential Pavilion policy on Abuse, Neglect and Mistreatment states that all employees 

"are required to report any incident, allegation or suspicion of potential abuse, neglect, or 

mistreatment they observe, hear about, or suspect to the administrator or an immediate 

supervisor who must then immediately report it to the administrator."  An investigation must 

immediately begin after the person who has alleged to have harmed a resident is removed from 

contact with the victim.   

 

 Presidential Pavilion policy states that all incidents will be documented, whether or not 

abuse occurred, was alleged, or suspected.  Any and all allegations will result in an investigation.  

For any incident involving suspicion of abuse, neglect, or mistreatment, the administrator will 

appoint a person to gather further facts prior to making a determination to conduct an abuse 

investigation.  The nursing staff is responsible for reporting on a facility incident report the 

appearances of bruises, lacerations, or other abnormalities as they occur.  Upon report of such 

occurrences, the nursing supervisor is responsible for assessing the resident, reviewing the 

documentation and reporting to the administrator or in the absence of the administrator, the 



designee.  Residents who allegedly mistreated another resident will be removed from contact 

with that resident.  The accused resident's condition will be evaluated to determine the most 

appropriate therapy and placement.  

 

 Presidential Pavilion policy states that a written Final Abuse Investigation Report will be 

forwarded to the administrator at the conclusion of the investigation and after review by the 

administrator a final written report and any corrective action is then sent to the Department of 

Public Health within 5 working days of the reported incident.   

 

 Presidential Pavilion policy states that the facility shall immediately contact local law 

enforcement authorities whenever physical abuse involving physical injury is inflicted on a 

resident by a staff member or visitor, whenever there is physical abuse involving physical injury 

by another resident, whenever there is an allegation of sexual abuse of a resident by a staff 

member, another resident, or a visitor, whenever a crime has been committed by a person other 

than a resident, or whenever a resident death has occurred other than by disease processes.  If 

there is a finding of abuse by a CNA or licensed staff, the facility will notify the Healthcare 

Worker Registry or the Department of Financial and Professional Regulation.     
  

CONCLUSION 
 

     The record demonstrates that when the resident in this case reported that she had been 

injured, Presidential Pavilion staff responded by sending her to the hospital and completing an 

investigation.  It is unclear from the documentation when the injury actually occurred, however 

all records indicate that the recipient was treated in the emergency department on the day the 

facility states that she reported her injury, and hospital notes indicate she was sent by the nursing 

home for treatment to this hospital. If the resident is correct that the event occurred on the 23
rd
, 

she had several days in which to report the event to anyone of her choosing since her calls were 

not monitored or restricted.  The HRA does not substantiate that the facility did not follow 

Nursing Home Care Act requirements when it would not call an ambulance or care for a resident 

who was injured by another resident in the facility, and would not allow the resident to report the 

injury to the proper authorities.   

 

 The second hospitalization is problematic.  The only description in the record of the 

resident's behavior at the time of her forced hospitalization states she was, "Paranoid, suspicious 

and very hostile toward staff and others.  Moody, irritable, uncooperative.  Refuse to talk to 

social worker and see MD.  Non-compliant with medication."   This narrative does not indicate 

that the recipient was a threat of immediate harm and in need of hospitalization, and the Nursing 

Home Care Act allows recipients to refuse medication absent an emergency.   If the recipient 

was not willing to be taken for evaluation, then a petition was necessary to detain her.   The 

facility staff stated that the recipient was "hostile", "moody", and "uncooperative", and at the 

same time willing to be hospitalized.  Since the stated complaint in this case was that the 

recipient was hospitalized for no adequate reason, the recipient felt that the facility lacked 

adequate justification for her forced hospitalization, and the HRA agrees. The facility staff was 

required to complete the Code-mandated requirement to provide "a detailed statement of the 

reason for the assertion that the recipient is in need of involuntary admission, the signs and 

symptoms of mental illness, and a description of any acts, threats, or behaviors supporting the 



assertion." The HRA substantiates the complaint that the facility had the resident hospitalized in 

a psychiatric unit for no adequate reason.     

 

RECOMMENDATIONS 
 

 1.  Train staff that if the resident must be involuntarily hospitalized for a psychiatric 

evaluation, that a petition is thoroughly completed at the time that the resident is detained against 

her will.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

RESPONSE 

Notice: The following page(s) contain the provider 

response. Due to technical requirements, some 

provider responses appear verbatim in retyped format. 

 
 




















