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The East Central Regional Human Rights Authority (HRA), a division of the Illinois 

Guardianship and Advocacy Commission, accepted for investigation the following allegations 

concerning residential health services at Moultrie County Beacon (MCB) located in Sullivan, 

Illinois. 

 

Complaints: 
 

1. Care is inadequate because nursing is unavailable for medication direction to staff 

and guardian.  Nurse on call is unresponsive to paging. 

2. Nursing does not address prescriptions timely to manage pain of resident. 

3. A resident does not receive sufficient nursing care after hospital discharge. 

4. Nursing staff brought small children to the CILA after resident's immediate 

discharge from hospital and her children were allowed to observe patient being 

examined, and to go through patient's personal belongings. 

5. There is a lack of guardian notification of resident illness. 

6. The agency conducts inadequate investigations of resident/guardian grievances. 

 

If found substantiated, the allegations represent violations of the Mental Health and 

Developmental Disabilities Code (405 ILCS 5/1 et seq.), the Mental Health and Developmental 

Disabilities Confidentiality Act (740 ILCS 110/4 et seq. and The Probate Act of 1975 (755 ILCS 

5/11a-23). 

 

Per the website:  “The Medical Services Department serves the consumer by providing a 

supervised medication program in accordance with the Medical Practice Act of 1987, the Illinois 

Nursing and Advanced Practice Act, and Rule 116.  The purpose of this is to ensure the safety of 

consumers in programs funded by the Department of Human Service (DHS) by regulating the 

storage, distribution, and administration of medications. 

 

The Medical Staff provide consumers with complete nursing assessments, schedule 

annual physicals, eye exams, dental exams, and labs as ordered by the physician.  Staff also 

provide transportation as needed to appointments, close monitoring and supervision of 



medications, screening for side effects of medications, clinics for flu/pneumonia vaccines and a 

link between the consumer and the physician. 

 

The Department offers 24 hour, 7 days per week accessibility for medical issues that 

arise. 

The MCB provides professionals to care for consumers that have experience with the 

developmentally disabled and mentally ill population.” 

 

The HRA proceeded with the investigation having received written authorization to 

review the consumer's record.  To pursue the matter the HRA visited the facility where the 

program representatives were interviewed.  Relevant practices, policies and sections of the 

consumer's record were reviewed. The HRA met with the Administrator, the Director of 

Residential Programming, the Director of Medical Programming, Director of Day Programming, 

the Director of Clinical Services Director of Nursing, direct care and social work staff. At this 

time the Moultrie County Beacon has 6 CILA homes with 4 to 7 consumers living in each home. 

70 individuals are served by the day training program.   

 

COMPLAINT STATEMENT 

Per the complaint, on 10/30/09 the consumer had an endoscopic retrograde test (ERCP) 

to determine if she had a gall bladder stone.  It showed that she had an enlarged liver and spleen.  

Her liver profile was high.  The test was completed because the consumer had complained of 

horrible gas pains.   

 

On 11/06/09 the consumer reportedly had extreme pain that showed she was having a gall 

bladder attack during the night.  No staff at the house recognized that there may be a problem.  

Allegedly, staff did not call an ambulance; only Tylenol and Maalox were given.  Her guardians 

were not consulted until the next day.  One of the guardians who live just minutes away could 

have been called at any time. This guardian told the nurse to call an ambulance at any time and 

asked that she be called any time the resident had an attack.  When this guardian went to the 

CILA home to check on the consumer, she found out that the consumer had not eaten all day. 

The consumer had not drunk any liquids during this time. The consumer had also vomited at the 

workshop that day and twice the night before.  The guardian did not understand why the 

consumer was at the workshop when she was sick.  

 

When the guardian asked the staff why the nurse was not called, it was allegedly 

explained to her that when staff called the nurse, the nurse would yell at them for waking her up.  

This nurse had not checked on the consumer.   This guardian requested to be notified anytime the 

consumer was in pain or if she has any kind of issue. 

 

  The complaint states the guardian called the medical doctor to see if she could have the 

consumer seen sooner.  The agency had taken the consumer to the appointments with the 

physician on 11/09/09 and on 11/13/09. The guardian transported the consumer to surgery.  Her 

gall bladder was removed on 11/20/09. 

 

According to the complaint, the consumer was to return home on 11/22/09.  Per the 

consumer's physician, her gall bladder had been in terrible shape and she had numerous gall 



stones.  Per the physician, the consumer must have had many gall bladder attacks. There was 

much scar tissue on the gall bladder. Due to the consumer's fragile condition, the physician could 

not do a laparoscopy but had to do the traditional surgery which was much more invasive. It also 

required a longer recovery with more care from all providers. The consumer left the hospital with 

numerous stitches and a drainage tube for the bile.   From 11/20/09 to 11/22/09 no one from the 

CILA or nursing called to check on the welfare of the consumer during her hospitalization. 

Beacon staff did not call the hospital to get updated information when the consumer would be 

discharged. 

As per the complaint, the guardian called the CILA home on 11/22/09, the morning that 

consumer was being discharged.  The guardian could not reach the nurse on call.  House staff 

called, hospital staff called, and the guardian called the nurse on call.  There was no response.   

There were medications to be picked up and there were specific directives of care the consumer 

would need due to just having surgery.   Reportedly it took 3.5 hours for hospital staff the nurse 

on call to respond to her pages.  The nurse stated she had turned her phone off, because she was 

at church.  The nurse told staff to tell the guardian to pick up the consumer's medications at 

Walgreens on her way home.  Staff informed the nurse that the guardian should not pick up 

prescription medications at Walgreens because these medications must be prepared by a local 

pharmacy who would prepare the medications specifically for the consumer with disabilities.    

 

When the guardian and the consumer arrived at the house, the nurse allegedly showed up 

with her two children.  She brought them in to the resident's room and the children watched their 

mother examine the consumer.   The children ran through the house and went though the 

consumer's movies as per the complaint. 

 

   The nurse reportedly stated that she would not fill the Vicodin prescription, since the 

consumer had some already even though it was a different prescribed strength, which the patient 

would need for her recovery.  Staff let the nurse know that it would be a medication error for 

them to give the patient more medication than what was on current script.  Per staff, the nurse 

stated, I guess I will have to bring you a label.   

 

  The complaint states that the following Wednesday night, the MCB nursing staff failed to 

check on the consumer. Staff called the guardian to let her know she was not doing very well. 

The guardian had to insist that the resident be transferred by ambulance to the emergency room. 

 

After the consumer was transferred by ambulance, she was hospitalized for several days.  

During her second hospitalization, the consumer needed a nasogastric intubation (NG Tube) that 

was placed through the consumer's nose, past the throat, and down into the stomach.   The NG 

tube was placed due to a large gall bladder leak, there was a stint installed.  When the consumer 

had returned to the CILA, her surgery site had become infected. It was suspected that MCB 

nursing staff were not attending to the stint.  When staff said the consumer needed an evaluation 

the nurse refused to come down to check on her as per the complaint.   

 

Allegedly on 12/04/09 the nurse was paged by MCB staff at 1:30 am, 6:48 am, 7:00 am, 

and 7:40 am, because the consumer was in chronic pain. Once again it was the same nurse that 

consistently ignored her pages.  A staff member drove to the office in person, had to wait for the 

corporate office to open and informed the nursing office this patient had not received pain 



medications. Then medications were administered at 9:01 am.  The consumer was in pain for 

over 7 hours.  There was concern about the rights of this consumer as well as other consumers 

who would have listened to the consumer suffering all night. 

 

Findings 

In regard to the incidents, MCB management stated there were some changes made 

internally due to budget cuts which left staff very dissatisfied.  Management reported that the 

nurse in the complaint had an unfriendly personality and staff did not like her.    Management 

had investigated the incident and reported that the nurse wasn't as nice or as thorough as she 

should have been.  The nurse claimed she didn't receive the middle of the night phone calls.  The 

staff working said she did receive the calls.  When the nurse was commuting to work she left the 

agency phone at home. Staff didn't feel that they needed to call anyone else. As far as what 

actually happened, the consumer woke up because of another patient, was asked if she needed 

anything, she said yes, then went to bed before the pill was administered.  There had been 

numerous complaints about the nurse from staff.  The nurse was discharged after the incident.  

 

The HRA asked how many nurses were employed at this time and was told there was a 

registered nurse, 2 licensed practical nurses and 1 assistant.  There was also a registered nurse 

consultant that covers on-call or for special situations.   

 

In regard to questions about frequency of nurse contacts with consumers, nurses see some 

consumers daily Monday through Friday.  Weekends are dependent on need.  Licensed Practical 

Nurses deliver medications 3 times per day.  They make visual assessments whenever they are in 

contact with consumers.  After hours there is an on-call nurse 24 hours per day, 7 days a week.   

The Director of Medical Programming always has a phone and is available. 2 other nurses rotate 

being on call.  There is also a back up plan if one is not available and there is an emergency call 

list of those to call.   It has all contact information for the nurse on call, the House Manager, the 

Director of Residential Services, the Director of Medical Services and the Executive Director.   

 

When asked what the policy is for guardian notification, the agency's staff stated that 

guardians complete a document stating what they want notified about. The process with this 

consumer is that they always call the guardian located in the same town as the consumer.  

Nursing as well calls the guardian in town.  There is a guardian notification document completed 

and documented on file for this consumer that is available to all staff to contact the guardian.  

There is a traveling log that goes between the home and the main office.   

 

Per MCB staff, this facility does have a grievance policy and at this time the consumer has 

not filed a grievance nor has anyone on behalf of the consumer. Each consumer receives a 

grievance form and is explained the grievance procedure every year.  It is signed and witnessed.   

This is completed at intake.  Office of Inspector General (OIG) contact information is located by 

every phone.  All residents have access to phones and computers. Phones are portable. 

Confidential reporting may easily occur.  A complaint was made to the OIG.  Per the OIG report, 

findings were unsubstantiated with recommendations. The director of clinical services is 

responsible for OIG investigations at the Moultrie County Beacon.  The HRA requested any 

incident reports completed regarding the dates mentioned. There are also quality assurance 

measures such as a resident complaint form and a resident satisfaction survey. 



 

Staff members explained that MCB does have an active, internal human rights committee 

and an active behavioral management committee; the committees could not discuss the issues 

until the OIG finishes its investigation.   

   

When asked how MCB will accommodate a resident that is being discharged from the 

hospital the HRA was advised that the nurse maintains contact with the consumer while in the 

hospital.  They try not to discharge on weekends or after hours.  Even though the nurse was not 

there the home health care worker was there.  Home health handled the entire medical care from 

discharge.  

 

The HRA asked about administering pro re nata (PRN) medications, meaning "when 

necessary" and was advised that each consumer has a PRN protocol.   This requires a nurse's 

approval to administer PRN medications.    

 

 Per staff when there is an accident or illness, there is a phone interview completed with 

the nurse.  They generally will call an ambulance if it is bad.  They assess all accidents, if they 

are serious they will contact 911 regardless, if it's small they base it on the guardian's wishes. 

 

MCB staff explained that when consumers are ill, they do not attend the day program, the 

consumer will stay at home with a staff member.  This resident was home for 6 weeks recovering 

from surgery.  Home health care visited daily to provide follow up care for the consumer’s 

recovery.  

 

There is a visitor policy that a visitor of a staff member, may only stay for 15 minutes.   

The nurse's children should not have been allowed to see the consumer examined or go through 

the consumer's belongings.   

 

 Per the allegation the consumer had not eaten all day on 11/06/09, when asked what 

happens if a consumer is not eating, the HRA was told that type of  information is passed 

amongst the staff and they try to assess and address what is going on with that individual.   

 

When asked what training upon employment is in place to assist staff in providing 

adequate and humane care the HRA was informed that the DHS direct service personnel (DSP) 

classroom curriculum is taught.  There is DHS training for recognizing and reporting abuse and 

neglect of adults with disabilities. There are at least weekly in-service trainings that are provided 

to staff. This includes refresher training on abuse/neglect, resident rights, and mandatory abuse 

and neglect reporting.  There is training on the administration of daily medications and what to 

do if a resident is running low on medications.  There is training and policy for assisting a 

resident who may need medical attention.  Staff are trained to assist residents who may need 

medical attention and PRN medication. 

 

We observed an outside area and a general area for consumers to relax, watch television 

and participate in group activities.   On the walkways there were poster boards that listed toll free 

phone numbers of advocacy agencies and resident rights as well as activity calendars and notices 

of upcoming events in which consumers could participate.    



 

Policy Reviews 

 The HRA reviewed the current policy regarding visitors in the CILA home that was in 

the Residential Policy and Procedure Handbook (no date), that addresses visitors on page 19.  It 

stated that “Family and Friends of employees may visit but should limit the visit to 30 minutes 

unless authorized by the immediate supervisor."  Employees are responsible for the conduct and 

safety of their visitors.  There was also a memo from the director of residential services which 

referred to a discussion with a worker from DHS Bureau of Accreditation and Licensure and 

Certification who stated that he was unaware of any visitors rule but an agency would be 

“dinged” if a consumer complained.   

 

 The HRA reviewed the Guardian Request Form for Incident Notification document 

completed on 12/09/09.  It listed both a day, home and cell number for the guardian who was 

located in the same town as the resident.  There were also 2 email addresses for the guardian that 

agency staff could use to send written reports. The guardian requested to be notified by phone 

and by a written report. A written report would be requested when there is an incident, and there 

were no certain conditions of an incident that only needed to be reported.   

 

The HRA was provided a copy of the Moultrie County Beacon, Inc. Emergency Call List 

(no date). The agency created this document after staff could not reach the nurse on call.  This 

document reminded staff in an emergency to call the local ambulance. The number of the local 

ambulance company is posted at the top in large print.  It advised employees when contacting 

medical services staff after hours to check the calendar and call the nurse on call.  It advised staff 

to always leave a voice mail message and wait 15 minutes.  If no response, staff are to leave 

another voice mail message, and wait 15 minutes.  If there is no response from the second call, 

staff are to contact a house manager.  If unable to reach a house manager staff are to leave a 

voice mail message.  If staff are unable to reach the House Manager, they are to call the Director 

of Residential Services and leave a voice message.  If staff are unable to reach the Director of 

Residential Services, they are to call the Director of Medical services and then call the Executive 

Director if no response.   

 

The HRA reviewed the Moultrie County Beacon Inc. Policy and Procedure for 

Administration of as needed (PRN) Medications (12/09).  “Policy: To ensure that as needed 

(PRN) medications are administered to consumers as prescribed, accurate, and safely and in 

accordance with the Mental Health and Developmental Disabilities Administrative Act 

(20ILCS1705) and DHS Rule 116.”  This policy explains further to direct care staff the protocol 

for PRN administration which must be written and approved by a nurse –trainer and prescribing 

practitioner for each individual. It lists 7 steps that direct care staff need to follow in order to 

administer (PRN) medications.  The last 2 instructions under this policy are: 

 

"6. If PRN medication was given document the administration in the communication 

book.  In the case of unrelieved pain, agitation, fever, illnesses notify the on-call nurse within the 

hour.   

7. PRN medications that state, ‘must call nurse prior to administration’ may only be given 

after notifying the on call nurse.’"   

 



The HRA reviewed the Human Rights Committee Policy and Procedures (11/03) on page 

2 it states:  “The Committee shall review:   

 

• Any allegation of abuse or neglect to any recipient and ensure that the facility 

acted prudently in cases of suspected abuse or neglect 

• Any allegation by recipients, staff, parents or guardians of rights violations 

• Recipient grievances 

• Confidentiality and privacy issues" 

 

The HRA was advised that the Human Rights Committee did not discuss the incidents, 

after the investigation was finished by the OIG; the incident was not discussed because there 

were no findings. 

 

In The Consumer Handbook (6/06) on page 16 under health policy it states:  

 

• "That a consumer should stay home if there are more than 2 episodes of vomiting. 

• Diarrhea that continues after treatment with PRN order of antidiarrheals. 

• Severe abdominal pain 

• Any combination of above." 

 

 DHS Introduction to Basic Health & Safety Module 6 – Section 1 Direct Service 

Personnel (DSP) Notebook N-01-01-10 pg 37:  “One of your responsibilities will be to report 

your observations in progress notes.  Any medically-related issue which comes up on your shift 

must be communicated to the nurse and/or other staff.    Remember to be objective when 

reporting and report only the facts.” 

 

Record Reviews 
The HRA reviewed the record of the consumer and followed the events regarding the 

dates of the complaints.  Evidence documented from universal notes (UN), general observation 

notes (ON), the medicine administration record (MAR), Nursing notes, and the OIG report 

concerning this consumer were comprised to create the following timeline of events:   

 

10/30/09  

(No time documented) the consumer went for testing regarding her gall bladder.  Testing showed 

that a stone had passed and the consumer will need to have her gall bladder removed. 

 

10/31/09  

(No time documented) family members had taken the consumer out for dinner and stated she had 

really over eaten. The consumer was vomiting in the bathroom later. 

 

11/05/09  

(No time documented) the consumer went out to eat Chinese food with housemates. 

8:30 pm the consumer received Maalox for stomach pain.   

11:50 pm the nurse was contacted because the consumer continued to cry out in pain.  She 

advised staff to give the consumer Tactinal for stomach pain and to have warm towels rolled up 

and applied to stomach.    



 

11/06/09  

1:00 am the consumer continued to cry out in pain and vomited.   

1:30 am she vomited.  She had a loose BM. The consumer had about 20 minutes of sleep. 

4:00 am she vomited again. 

4:30 am the consumer refused Maalox. 

5:00 am she rested until 6:00 am, it was documented that she had no fever. 

6:00 am the consumer was crying and holding her stomach.  Staff gave her a warm towel.  She 

complained the whole morning, refused breakfast.  Then she went back to bed with a towel.  

6:15 am the consumer received Maalox for stomach pain.  

Staff had to wake her up for regular morning medications.   

The consumer did not want to go to the day program but she did go.  

At the day program it was documented that the consumer had a stomach ache and went to the 

nurse. The consumer told the nurse she had Chinese food for supper last night that’s why her 

stomach was hurting.     

When the consumer came home to her CILA, she had not eaten lunch.   

The nurse brought new medications.     

3:45 pm the consumer received Promethazine for nausea and Vicodin for pain.    

4:30 pm the consumer went to sleep.  She refused supper.  

8:00 pm staff woke her up at for regular medications.  Her guardian was with her and she ate a 

little and went back to bed.  

 

The HRA was not provided any documentation showing staff contacted the nurse, notified the 

guardian or completed an incident or accident report on 11/06/11. 

 

11/22/09  

1:00 pm the nurse examined the patient and documented that new prescription orders had been 

given. 

2:43 pm the nurse rechecked the consumer for abdominal pain. 

6:00 pm staff document that consumer would only eat a few crackers and water.  That Vicodin is 

being given every 4 hours. 

10:30 Vicodin had been given 

 

11/23/09  

2:30 am Vicodin was given. 

6:30 am Vicodin is given and it is documented that the consumer had a rough night and has been 

in lot of pain 

12:00 pm it is documented that consumer was able to eat a few bites of ham, noodles, mashed 

potatoes, and some cake for lunch.  MCB nurse gave Vicodin and Prilosec. The consumer is not 

complaining of much discomfort and pain as yesterday. That the consumer was walking around, 

staff had to advise consumer to allow staff to assist her before going outside for the next few 

days until she gains her strength back. 

6:00 pm Vicodin was given for pain. 

 

11/24/09  

12:30 am Ibuprofen was given for a little pain in the consumer's ribs.   



It was documented that she slept through the night. In the am it was documented that the visiting 

nurse came to see the consumer advised staff to give consumer Milk of Magnesia for 

constipation and Tylenol for the shoulder pain from lifting herself. 

12:30 pm Tylenol was given for shoulder pain.  

6:45 pm Tylenol was given for shoulder pain per direction of nurse. 

9:45 pm and 10:10 pm consumer was having loose BM's and wanted medication to slow it down 

staff explained that the medication for constipation was working to clear her system. 

 

11/25/09  

12:00 am to 4:00 am it is documented consumer had a rough night and difficulty sleeping.  The 

consumer complained she couldn't go to sleep. 

 (No time documented) it is documented that consumer had seen her physician and she will need 

to go back for another appointment to get the drain and staples removed at a later date.  

Consumer had eaten supper and went to bed.   

6:45 pm consumer was in pain where the staples and gauze from her surgery.  Staff advised by 

nurse to give Tylenol.  Guardian arrived and called nurse, there was a concern that there could 

have been a possible blood clot in drain bag.   

8:15 pm Blood pressure of consumer is 151/100 p.109.  Consumer was very verbal about pain, 

paramedics called. 

8:45 pm the consumer left for hospital by ambulance. Consumer was hospitalized until about 

noon on 11/29/09.  

 

12/01/09  

11:00 am staff talked with visiting nurse and discovered that the consumer was to be on a low 

fat/low cholesterol diet.  Staff contacted MCB's nurses and asked for a copy of the diet as well as 

any other information from the consumer's hospital stay to be sent to the home, due to the fact 

that the CILA staff had not received any instructions by nurses for discharge care and the folder 

that was sent home with instructions from the hospital, had been sent to the MCB's office per the 

nurse's instructions.  It was documented that staff were trained by visiting nurse on what to watch 

for in drainage tube and went to contact the MCB's nurse to "milk" the tube.   

 

12/04/09  

1:30 am another consumer had awakened requesting pain medication. The staff asked the 

consumer regarding this report, did she need pain medication and she indicated she did.  She then 

went back to sleep. 

6:48 am the consumer had awakened a second time and she requested pain medication.  The 

record shows that staff attempted again to contact the nurse.  

7:00 am CILA staff attempted to contact the nurse. 

7:30 am CILA staff attempted to contact the nurse. 

8:30 am MAR shows the consumer did receive pain medication.  The record documents that staff 

had repeatedly attempted to contact the nurse on call who did not respond to her pages. The 

nurse left the agency cell phone at home, when she arrived at work at 8:30 am management had 

advised her that the CILA staff had attempted to call her.  She gave permission to the staff at the 

CILA to administer the pain medication.  The nurse denied receiving any phone calls from staff 

and the staff insisted they called the nurse. 

 



2/09/10  

OIG report 1210-177 submits report to agency, the allegation against the nurse is unsubstantiated 

regarding the incidents of 12/04/09, but recommended the following:  "The agency review and 

revise the medical administration policies and procedures to ensure all medications are 

administered appropriately as prescribed and as needed, according to rule 59 Illinois Mental 

Health Code, Chapter 1, Part 116."  

 

3/4/10  

MCB responds to OIG report 1210-177 under Service Provider Response:  "All medication 

administration policies and procedures have been reviewed. PRN protocols have been written for 

each consumer.  The nursing on-call protocol has been revised and posted in all relevant 

consumer and staff areas.  Corrective action has been taken with LPN.  Changes began and 

implemented on 12/04/09.  All were completed on 3/4/10."  It also listed the Director of Nursing 

at MCB who would oversee the corrective action.   

 

CONCLUSIONS 

 

1. Care is inadequate because nursing is unavailable for medication direction to staff 

and guardian.  Nurse on call is unresponsive to paging. 

2. Nursing does not address prescriptions timely to manage pain of resident.  

3. A resident does not receive sufficient nursing care after hospital discharge.  

 

   A week prior to the incidents on 11/06/09, the consumer had been diagnosed with having 

gall bladder attacks and had been scheduled for surgery.  From what is documented by the staff 

of MCB, this consumer had been in chronic pain, had vomited more than twice, had loose BM's, 

had been up most of the night in pain, had eaten nothing and was sent to the day program which 

actually violated the MCB Consumer Handbook on page 16, under the health policy which 

states:  

 

• "That a consumer should stay home if there are more than two episodes of vomiting. 

• Diarrhea that continues after treatment with PRN order of antidiarrheals.  

• Severe abdominal pain 

• Any combination of above."  

 

The HRA was not provided with any guardian notifications documented through these 

dates except about a staffing meeting that was rescheduled due to the consumer's pending 

surgery.  There were no incident or accident reports in the record regarding this time period.  

Based on the documentation provided, the nurse was called on 11/05/09 at 11:50 pm. It does not 

appear that CILA staff contacted either the nurse or the guardian when the consumer was up 

vomiting all night on 11/06/09. The next contact with the nurse was when the consumer went to 

the day program and initiated a visit to the nurse herself.  

 

 The nurse followed up to see the consumer on 11/06/09 at 3:45 pm.   Based on what is 

documented in the record it does not appear that the nurse, the staff at the CILA home, the day 

program staff or management consulted a physician, or the guardians to assist the consumer. The 

consumer's medical history of passing a gall bladder stone and having an upcoming surgery to 



have her gall bladder removed should have triggered someone to seek medical assistance 

immediately for the consumer.  If, as the complaint alleges, the staff at the CILA home were 

afraid to wake the nurse up, because she would yell at them, the needs of the consumer should 

have outweighed that concern.  Moultrie County Beacon Inc. Policy and Procedure for 

Administration of as needed (PRN) Medications (12/09). 6: "If PRN medication was given 

document the administration in the communication book.  In the case of unrelieved pain, 

agitation, fever, illnesses notify the on-call nurse within the hour."  Staff should have followed 

this policy and contacted the nurse on-call within an hour of the consumer's unrelieved pain. 

 

Per the complaint the nurse did not check on the consumer in the hospital and from the 

evidence she was not prepared for the consumer's discharge. Nursing should have been providing 

direction which would have included advising CILA staff of discharge instructions regarding diet 

and the specifics of care for that consumer upon her release from the hospital.  She would have 

followed up on medications prescribed at discharge to provide adequate pain management and 

recovery.  She should have had child care prearranged so that she could have focused on the 

consumer. It was very probable that her unsupervised children did not enhance the consumer's 

recovery. This same nurse failed to respond to her pages from 1:30 am to 7:30 am on 12/04/09.   

 

 On 12/01/09 staff found out 2 days after the second hospitalization for complications 

related to the consumer's surgery, that the consumer should have been on a low fat/low 

cholesterol diet since her gall bladder had been removed on 11/20/09.  Fortunately a staff 

member had the wisdom to contact Moultrie County Beacon's corporate office to get a copy of 

discharge instructions so that staff could start providing the diet that the consumer needed.   The 

nurse actually impeded the consumer's care by having the only copy of the instructions for 

discharge care sent to the MCB's office and not following up with staff.  

 

Based on the documentation on11/06/09, 12/01/09, and 12/04/09 this consumer did not 

receive adequate and humane care according to the Mental Health Code (5/1-101.2):  “Adequate 

and humane care and services, means services reasonably calculated to result in a significant 

improvement of the condition of a recipient of services".  There was not adequate care to prevent 

neglect which is defined by the Mental Health Code (5/1-117.1): “Neglect means the failure to 

provide adequate medical or personal care or maintenance to a recipient of services, which 

failure results in physical or mental injury to a recipient or in the deterioration of a recipient's 

physical or mental condition." The Mental Health Code (5/2-112) states:  "Every recipient of 

services in a mental health or developmental disability facility shall be free from abuse and 

neglect."   Based on this evidence the following complaints have been substantiated: 

 

1. Care is inadequate because nursing is unavailable for medication direction to 

staff and guardian.  Nurse on call is unresponsive to paging.   

2. A resident does not receive sufficient nursing care after hospital discharge.  

3. Nursing does not address prescriptions timely to manage pain of resident.  

 

The HRA does not make recommendations regarding these 2 complaints because MCB had 

initiated the following corrective action in providing care to consumers:  

 

1. The nurse is no longer employed by this agency.  



 

2. The agency has followed OIG’s recommendations by having all medication 

administration policies and procedures reviewed. PRN protocols have been written for 

each consumer.  The nursing on-call protocol has been revised and posted in all relevant 

consumer and staff areas.  Changes began and implemented on 12/04/09.  All were 

completed on 3/4/10.  Moultrie County Beacon Inc. Policy and Procedure for 

Administration of as needed (PRN) Medications (12/09) states  “Policy: To ensure that 

as needed (PRN)medications are administered to consumers as prescribed , accurate, and 

safely and in accordance with the Mental Health and Developmental Disabilities 

Administrative Act (20ILCS1705) and DHS Rule 116.”  This policy explains further to 

direct care staff the protocol for PRN administration which must be a written and 

approved by a nurse – trainer and prescribing practitioner for each individual. It lists 

seven steps that direct care staff needs to follow in order to administer (PRN) 

medications.  The final instruction under this policy is “7. PRN medications that state, 

‘must call nurse prior to administration’ may only be given after notifying the on call 

nurse.’"  

 

The HRA was provided a copy of the Moultrie County Beacon, Inc. Emergency Call List 

(no date). The agency created this document after staff could not reach the nurse on call.  

This document reminded staff in an emergency to call the local ambulance. The number 

of the local ambulance company is posted at the top in large print.  It advised employees 

when contacting medical services staff after hours to call the nurse on call and check the 

calendar and then if no response there is protocol for making contacts to other agency 

staff until contact is made and direction is received.  

  

Suggestions:  

 

1. Follow the (DHS) Introduction to Basic Health & Safety Module 6 – Section 1 Direct 

Service Personnel (DSP) Notebook N-01-01-10 pg 37 “Any medically-related issue 

which comes up on your shift must be communicated to the nurse and/or other staff.” 

 

2. Train staff to follow the Moultrie County Beacon Inc. Policy and Procedure for 

Administration of as needed (PRN) Medications (12/09). 6: "If PRN medication was 

given document the administration in the communication book.  In the case of unrelieved 

pain, agitation, fever, illnesses notify the on-call nurse within the hour."   

 

3. Have direct service personal review and follow the MCB Consumer Handbook health 

policy that should provide direction for staff for when a consumer should stay home. 

 

 

4. Have the Human Rights Committee review the incidents that happened particularly on 

11/06/09, 11/22/09, 12/01/09, and 12/04/09. On 12/04/09 OIG may not have had findings 

but it did have recommendations.   There were allegations of abuse or neglect to a 

recipient that should be discussed. 

 



5. Discuss consumer rights at the next human rights training regarding adequate and 

humane care, if this has not been completed already.  The HRA can fully appreciate that 

staff may have had to deal with a hostile nurse, but the rights of the consumer to receive 

adequate and humane care should have superseded the discomfort of dealing with a 

nurse’s negative behavior. The HRA also understands that this nurse might not have 

responded to a staff member's attempt to page her, but staff must protect the consumer’s 

right which may mean going to a higher authority in the agency and reporting neglect 

and/or rights violations to appropriate third party agencies.  The HRA commends the staff 

person who had followed up with the agency on 12/01/09 to provide the correct diet to 

the consumer. 

 

Complaint 4.  Nursing staff brought small children to the CILA after resident's 

immediate discharge from hospital and her children were allowed to observe patient being 

examined, and to go through patient's personal belongings.   There was no evidence in the 

record that this occurred, however management and staff shared policy, but did not acknowledge 

or deny that it happened.  The complaint documented that it did happen. It is a reasonable 

assumption that a consumer would have been very weak and in physical pain after having 

surgery.  The consumer would have needed rest and medical care from a professional nurse 

whose focus should have been on the consumer. Unless children are the consumer's visitors, they 

should not have access to a consumer, a consumer's room or a consumer's personal property. The 

children of staff should not accompany staff who are providing consumer care, should not be 

allowed to view consumer examinations, and should not have access to consumer rooms or 

property. They should not have accompanied the nurse when she came to provide care for the 

consumer as per Mental Health Code and Confidentiality Act provisions related to privacy, 

visitation and personal property. The failure of the nurse to take action to protect the consumer's 

personal belongings and respect the consumer's privacy did not adhere to MCB's policy that 

employees are responsible for conduct and safety of their own children and visitors.  

 

According to the Administrative Code, Title 59, Chapter 1 sect, 115.250 it states: “2) The 

right of individuals to confidentiality shall be governed by the Confidentiality Act."  Since this 

nurse was no longer employed at the agency, the HRA could not interview her about this 

situation. Staff did not document on notes this incident. It is probable that this complaint did 

happen but based on a lack of evidence 4. Nursing staff brought small children to the CILA 

after resident's immediate discharge from hospital and her children were allowed to 

observe patient being examined, is not substantiated.  

 

MCB does have policies that are appropriate regarding visitors. The HRA makes 

following suggestions: 

 

Suggestions:  

 

1. Have the Human Rights Committee review the allegations of incidents that happened on 

11/22/09 regarding confidentiality and privacy issues.  

    

2. Discuss the rights of the consumer such as privacy and confidentiality at the next human 

rights training if this has not been completed including protocol and examples related to 



visitors, the family of staff, etc.  

 

3. Discuss internal reporting mechanisms should staff observe the inappropriate behavior of 

other staff.     Follow the (DHS) Introduction to Basic Health & Safety Module 6 – 

Section 1 Direct Service Personnel (DSP) Notebook N-01-01-10 pg 37 “Any medically-

related issue which comes up on your shift must be communicated to the nurse and/or 

other staff.”     

 

4. Review the amount of time staff visitors are allowed to be in residents' homes as per the 

Residential Policy and Procedure Handbook (no date). 

 

The HRA does not want to impede the consumers' right to receive visitors with the 

consumer's and guardian's consent. There should not be an issue with a staff member, family 

member or a friend of a consumer who has permission from the employer and the 

consumer/guardian to bring children to visit a consumer and of course the visitor must be 

responsible for the conduct and safety of their children.  

 

Complaint 5. There is a lack of guardian notification of resident illness. 

The HRA was not provided with any guardian notifications documented through 

11/06/09 through 12/04/09 except about a staffing meeting that was rescheduled due to the 

consumer's pending surgery.  There were no accident or injury reports through this time either. 

The (DHS) Introduction to Basic Health & Safety Module 6 – Section 1 Direct Service Personnel 

(DSP) Notebook N-01-01-10 pg 37:  “One of your responsibilities will be to report your 

observations in progress notes.  Any medically-related issue which comes up on your shift must 

be communicated to the nurse and/or other staff.    Remember to be objective when reporting and 

report only the facts.” The Probate Act of 1975 (755 ILCS 5/11a-23) states, "(b) Every health 

care provider and other person (reliant) has the right to rely on any decision or direction made by 

the guardian, standby guardian, or short-term guardian that is not clearly contrary to the law, to 

the same extent and with the same effect as though the decision or direction had been made or 

given by the ward. Any person dealing with the guardian, standby guardian, or short-term 

guardian may presume in the absence of actual knowledge to the contrary that the acts of the 

guardian, standby guardian, or short-term guardian conform to the provisions of the law. "  

 

Mental Health Code 2-102, Care and services; psychotropic medication; religion states:  

"(a) A recipient of services shall be provided with adequate and humane care and services in the 

least restrictive environment, pursuant to an individual services plan. The Plan shall be 

formulated and periodically reviewed with the participation of the recipient to the extent feasible 

and the recipient's guardian, the recipient's substitute decision maker, if any, or any other 

individual designated in writing by the recipient."  

 

  Title 59. Mental Health Chapter I. Subpart B 115.250 Individual rights and 

confidentiality state:  “To ensure that individuals' rights are protected and that all services 

provided to individuals comply with the law, agencies licensed to certify CILAs shall assure that 

a written statement, in a language the individual understands, is given to each individual and 

guardian specifying the individual's rights. a) Employees shall inform individuals entering a 



CILA program of the following:  5) Every individual receiving CILA services has the right to be 

free from abuse and neglect.” 

 

 It was the consumer's right to have her guardians notified especially on 11/06/09, that she 

had been vomiting, in pain, and exhibiting serious symptoms related to her pending surgery.  

One of the guardians should have been contacted to intervene on behalf of the consumer.   

 From the record it does appear that the guardians were at the CILA during some of this 

time period when the events of the complaint had taken place, but there was no documentation of 

notification of the guardians either in notes or on the Guardian Request Form for Incident 

Notification.  Staff either did not notify the guardians or did not document that they had notified 

them. Based on this evidence provided, the Complaint 5. There is a lack of guardian 

notification of resident illness is substantiated. 

Recommendation: 

Follow the Illinois Probate Act and the Mental Health Code with regard to guardian 

participation in treatment decisions.   Moultrie County Beacon does have a system in place for 

guardian notification, but staff need to adhere to it.  Staff need to be trained when to notify the 

guardian and documentation needs to take place on the document provided by MCB and in notes 

per the (DHS) Introduction to Basic Health & Safety Module 6 – Section 1 Direct Service 

Personnel (DSP) Notebook N-01-01-10 pg 37. In this particular case guardian notification was 

crucial because staff did not notify nursing on 11/06/09.  Neither was the nurse as responsive as 

she should have been during the consumer's recovery.   

   

6.  The agency conducts inadequate investigations of resident/guardian grievance. 

Per MCB staff, this facility does have a grievance policy and at this time this resident has 

not filed a grievance nor has anyone on behalf of the resident. Each consumer receives a 

grievance form every year.  It was signed and witnessed upon receipt.  The guardians did 

verbally complain. 115.250 Individual rights and confidentiality state:  “To ensure that 

individuals' rights are protected and that all services provided to individuals comply with the law, 

agencies licensed to certify CILAs shall assure that a written statement, in a language the 

individual understands, is given to each individual and guardian specifying the individual's 

rights. c) Individuals or guardians shall be permitted to present grievances and to appeal adverse 

decisions of the agency and other service providers up to and including the authorized agency 

representative. ”  

 

A complaint was made to the OIG.  Per the OIG report, findings were unsubstantiated 

with recommendations. The HRA reviewed the OIG report.  Pursuant to Title 59: Mental Health 

Chapter I: Department of Human Services Part 50 Office of Inspector General Investigations of 

Alleged Abuse or Neglect in State-Operated Facilities and Community Agencies Section 50. 

e:  "No person shall interfere with or obstruct an OIG interview or investigation." MCB could 

not conduct an investigation while the OIG was investigating the incidents.  The MCB Human 

Rights Committee could not discuss the complaints until the OIG investigation was completed. It 

did not review after the investigation was completed.   



There is nothing in the regulations that require a written complaint to investigate a 

guardian/consumer complaint.  The agency did not pursue a review of the verbal complaints 

recognizing that the OIG was also investigating.  Based on the evidence provided the complaint, 

6. The agency conducts inadequate investigations of resident/guardian grievance is 

substantiated.   

Recommendation:  Ensure that consumer and guardian grievances, including verbal complaints 

are addressed consistent with the CILA rules. 

Suggestion:  Have the Human Rights Committee review the complaints regarding this report and 

the OIG report. 

 

The HRA acknowledges the cooperation of Moultrie County Beacon during the 

course of its investigation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

RESPONSE 

Notice: The following page(s) contain the provider 

response. Due to technical requirements, some 

provider responses appear verbatim in retyped format. 

 
 














































































































