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| | | RECEIVED |
| The Aduilt Care Licensure Section conducted a ' I
complaint investigation on February 26, 2020. : 20
| The Caswell County Department of Social ' APR 07 20 |
Services initiatéd the complaint investigation on .
| February 24, 2020. | ADULT CARE LICENSURE SECTION |
RALEIGH |
B 438‘ 10A NCAC 13F .1205 Health Care Personnel D 438 ‘ |
Registry |
| 10A NCAC 13F .1205 Health Care Personnel |
Registry ‘ .
The facility shali comply with G.S. 131E-256 and |
| supporting Rules 10A NCAC 130 .0101 and ‘
0102, |
|

| This Rule is not met as evidenced by:

| Based on record reviews and interviews, the
facility failed to report allegations of abuse to the

| North Carolina Heaith Care Personnel Registry

| (HCPR) within 24 hours of the allegation for 1 of 1 (

»

sampled staff (Staff A).
The findings are: . |

! Interview with a resident on 02/26/20 at 9: 11am
revealed:

-He had only lived at the facility for a "little while". ‘ ’
-He was sexually assaulted somewhere else by a |

[named] male a long time ago. . |
. -He had not been sexually assaulted by staff or ‘

| anyone at the current facility.

| -He liked the staff at the facility.

l Interviews with another resident on 02/26/20 at
| 8:10am and 9:50am revealed:
~He was videotaped while being sexually
assaulted by multiple staff and unnamed people; |
| the assaults happened every night and "all the |
| |
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_} -He was fed poison by multiple staff, and his food ! |
was poisoned by the staff. ( |
] Interview V\;ith a medication aide (MA) on
02/26/20 at 10:21am revealed: o [ |
-She had worked with Staff A (MA) for about |
| seven years. '

-The Administrator cailed 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. J
-Residents had not complained to her about Staff 1
| A; she thought the residents liked Staff A, |
J -Neither resident had told her Staff A had sexually ,
assaulted them; one of the residents tafked about
‘ sexual assault and murder all the time.

-

|' Interview with the Administrator on 02/26/20 at I f
12:48pm revealed: :
| -He was told about the sexual assault allegations
by the Adult Home Specialist (AHS) for the county
| on 02124720 in the afternoon. |
" | -One of the residents had alleged Staff A had |
i "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.
J -One of the residents said someone in another
facility had sexually assautted 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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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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} years. | !
-He knew he had to wait until an investigation was |
completed bef?re Staff A would be aliowed to ’
return to work at the facility.
-He was not conducting any investigationyhe CN“‘“‘I’W 1§ SR \‘\m
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