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-He was fed poison by multiple staff, and his food
was poisoned by the staff.

Interview with a medication aide (MA) on
02/26/20 at 10:21am revealed:

-She had worked with Staff A (MA) for about
seven years.

-The Administrator called her on 02/24/20 around
3:00pm and asked her to come to relieve Staff A
at the facility because Staff A was sent home from
work.

-She was asked about the allegations of sexual
abuse by Staff A by the Administrator once she
got to the facility.

-Residents had not complained to her about Staff
A; she thought the residents liked Staff A.
-Neither resident had told her Staff A had sexually
assaulted them; one of the residents talked about
sexual assault and murder all the time.

Interview with the Administrator on 02/26/20 at
12:48pm revealed:

-He was told about the sexual assault allegations
by the Adult Home Specialist (AHS) for the county
on 02/24/20 in the afternoon.

-One of the residents had alleged Staff A had
"sexually messed with him".

-He was told by the county AHS he had to
suspend Staff A until an investigation was
completed.

-He called another MA to come to the facility
because he had to suspend Staff A and needed
to have a MA at the facility.

-One of the residents said someone in another
facility had sexually assaulted him years ago; the
resident had talked about a sexual assault since
he was admitted.

-Another resident had always said someone had
sexually assaulted him.

-Staff A worked at the facility for over nineteen
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years.

-He knew he had to wait until an investigation was
completed before Staff A would be allowed to
return to work at the facility.

-He was not conducting any investigation; he
thought the AHS was conducting the
investigation.

-He thought the AHS would let him know what the
outcome of the allegations were.

-He was responsible for reporting abuse to the
HCPR, but he did not know he was supposed to
report allegations as well.

-He knew the HCPR was for reporting abuse of
residents by staff, but he did not know it was for
allegations of abuse.

-He was not familiar with the time lines for
reporting to the HCPR; he did not know if he had
to report before or after the investigation.

-He had never had to report anything to HCPR
before.

Based on interview with the Administrator, there
was not a Health Care Personnel Registry
(HCPR) 24-hour initial report available for review.
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