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The facility shall comply with G.S, 131E-256 and ; il e VKW%& JYD
! supporting Rules 10A NCAC 130 .0101 and 1‘Hf\€, QS—Q\WK} n%m% o
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’ This Rule is not mat as evidenced by: The ”QQXM{U‘Q! SW%\’M |

| Based on record review and intarviews, the :

facility failed to comply with G.S. 131E-256 and : it “» Com % %Q_thm t;x'{

| supporiing Riles 10A NCAC 130 .1001 and :} g A ) . g

[ 1002 by not reporting known allegations of Q%Q % (ij/b(a/]
oLl iae o) u@u}”é )

exploitation of a resident (#6) by a staff person

. (Staff A} fo the Heaith Care Personne! Registry.
| The findings are: ! “-i’ﬂé S- wc;v/k/fﬂg b@q

! %
| Review of Resident #6's current FL-2 dated w

- 08/13/15 revealed:

¢ . The re;sident‘s diagngses included dementig, (\‘Hl‘ w\v&w Q}f‘{’m @VT;‘ U?) Li ig@

depression, hypertension, gastroesophageal

: reflux disease, and osteoarthiitis. ’f{‘ voune d O W gﬁ@gxg _5

¢ -~ The resident was constantly disoriented and a :
| wanderer. @_F‘ (\&P ’,,% e {}mé v’?dd@\g
' Interview with Resident #8's family member on ff« %’TC}”{S & Cﬂbu—gé‘? ‘
1175 at 10:37 a.m. revealed; ; : ed @{A {—*KP O’i'{‘QHC"’\

- Resident #6 was his family member and she w&_ Lot

¢ had dementia and tived in the special care unit of ; ‘% /3

the faciliy. oA CoAt Ol &Q\H/\g
. - Resident #6 was currently inthe hospital and : L

. he was at the facility to pick up some clothes for
: her.
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¢ The Adult Care Licensure Section conducted a
 follow-up survey on 11/17/15 ~ 11/19/15.
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- - Someone at the facility had tried o stes!

- Resident #68's identity a few weeks ago.

. ~ Some credit card applications had been filled

{ out using Resident #5's name and social security
number,

. - A credit card company had calied him to

: confirm the appiication but he told the credit card

| company ne.

| - The family went to the local sheriffs department

i toreportit

i - The sheriffs department had traced the on-line

. ¢ application back to the facility's computer.

! | - Thelocal sheriff's department was working with

| facility management.

{ ~ The sheriffs depariment had done some e

: detector tests for some staff 2t the facility,

|~ No credit cards were issued or used with

. Resident #8’s neme o his knowledge.

. - He had not recsived any bills,

| - He was not sure of the status of the

* investigation,

! Interviews with the Administrator on 11/48/15 at
| 2:35 p.m. and 11/19/15 at 2:45 p.m. revealed:
. - Resident #8's family member cailed the
: Adrinistrator around the end of September 2015
: or beginning of October 2015,
- The family member stated someone had tried
" to geta credit card using Resident #6's name and
¢ social securily number.
i = The application was flagged by the credit card
: company because the social security number did
i not match the address.
* = The family member aisc reported the facility's
| former business office manager (BOM) had
. called her and asked for a picture |D and the
- social security card for Resident #6.
. - The family member did not say the date when
: this occurred but it was pricy to the issue with the
 credit cards.
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! . - The family did not provide a picture ID or social
| security card for Resident #6 {o the BOM.
¢ - There were two credit card companies involved
and they would not release any further
- information o the family member,

- The credif card companies turned over the
¢ information to the sheriff's department.
. - A detective from the sheriff's departiment came
! to the facility on 10/26/15 and spoke with the
¢ Administrator.
¢ - Online applications were done for two credit
; cards and they were traced back to the iP
(internet protocol) addrass of the facility.
. - A physical address and email address were
included on the online applications.
- She printed a list of staff addresses and the
address used on the credii card applications
! matched one of their employees {Staff A).
L. StaffA {medication agide / nursing aide) was
waorking on 10/28/15 and the detective spoke with
her that day.
i - Staff A vehemently denled having anythingto
do with the credit card applications and agreed o
i take a fie detfecler test.
¢ - Staff Awas suspended on 10/28/15 untit an
investi¢ation could be done.
- Staff Atook a lie detector test at the sheriff's
' department the next day and her phone was
! searched.
- The detective reported Staff A passed tha lie
detector test and they found nothing on her phone
50 Staff A was cleared of any wrong doing.
~ Siaff A returned fo work on Monday, 11/02/15.
- The detective was aiso going {o look into the
former BOM sincethe BOM and Administraior
wouldd have been the only ones with access fo the
! employee files.
! - The former BOM was released from her duties
at'the facility due to performance issues prior to
' the family calling about the credit card
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applications.
| - The BOM position has been vacant since the
- former BOM was released.

: Telephone interview with a local police detective
- on 11/18/15 at 2:59 p.m. revealed:
- Two credit cards applications were completed
. ‘'using Resident #6's name ahd social security
i number.
- The online applications were traced to the
. facility's P address.
- The address on the applications maiched Staff
: A's address so Staff A was a prime suspect.
| - Staff Apessed a lie detector test and there was
: not enough evidence o charge her with identity
: ‘ theft.
- - The credit cards were never issugd.
. - Another sugpect they had in mind was the
* former BOM.
- The former BOM came to the sheriff's
- department and was questioned a few days after
| StaffA.
- The detéctive was unable to'get enough
. evidence to charge anyone with identity theft,
! - He planned to close the case in the next couple
of days.
- There had been no other reports from any other
- family members or residents of any concemns of
. possible identity theft.

. Interview with Staff A on 11/18/15 af 3:55 p.m.

| revealed:

: = She did not know how someone could have

! gotten her amail address and physical address.

- - Only the Administrator or BOM would have

' access o employee files.

. - She sometimes left her bag out and not locked
. in her locker at work.

- ~ Noone had asked for her.email or physical

¢ address.
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i - Resident #8's family mermber told her that he

. had been getting some strange mall recently,

- She was suspended for a few days while they

: did an investigation-and she passed the lie :
{ detector test

: Telephone interview with a second family member :
¢ of Resident#6 on 11/18/15 at 1:00 p.m. revealed: ;
: « Afew weeks ago, another family member got ‘
letters in the mail from two different credii card
companies, ¢
- The facility's former BOM hagd calied the family ,
member right before they received the credit card ;
letters in the mail. : :
- Tha former BOM asked for a picture 1D and : '
Resident #6's soclal security card because they !
i were going through medical files, : ;
- The family did not bring those items to the BOM |
and in the meantime they received the credit card
letters in the mail.
i - She called the Administrator as soon as the i |
. credit card lefters were received. i |
i - She also notified the Administrator about the : ‘
¢ former BOM asking for a picture D and social
security card.
- The Administrator told her they BOM was i
| reviewing files but should not need that type of i
{ information. i
- - She went to the local sheriff's department and i ;
. made a police report because she thought :
| someone was trying to steal Resident #6's : :
- identlty.
. - The IP address was traced back to the facility.
. - The detective reporied 1o herthat one ~ :
. employee had done a lie detector fest and j !
; another employee was going in.
- 8he had not heard back from the detective. :
~ The credit cards were never activated and they !
; have not received any bills, :
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Interviews with the Administrator on 11/18/95 at
2:35 p.m. and 11/19/15 at 2:45 p.m. revealed;

i - The Administrator became aware that Staf A's
- address matched the one on the credit card

. applications and Staff A was a suspect on

. 10128715,

- - The Administrator did not report the allegation
. of exploitation to the Health Care Personnel

Registry (HCPR).

| - The Administrator checked with an Executive

' Dirgctor of another facility who advised herto do
. an investigation.

{ - The Administrator did not think sfig had to
report the allegalion unless Staff A was found

¢ guilty.

- - She did not report the allegation to HCPR

because no oredit cards were actually used and
Staff A was not charged with any crime.

: - She would fill out the required documents ©
. report the allegation of exploitation for Staff A o
' the HCPR and the results of the investigation.
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