
UNITED STATES OF AMERICA 
BEFORE THE NATIONAL LABOR RELATIONS BOARD 

              
 
In the Matter of     ) 
       ) 
1621 ROUTE 22 WEST OPERATING  ) 
COMPANY, LLC D/B/A SOMERSET  ) 
VALLEY REHABILITATION AND   ) 
NURSING CENTER    ) 
       ) Case No. 22-CA-29599 
   Respondent   )   22-CA-29628 
       )   22-CA-29868 
and       )    
       ) 
1199 SEIU UNITED HEALTHCARE  ) 
WORKERS EAST, NEW JERSEY  ) 
REGION      ) 
       ) 
   Charging Party  ) 
______________________________________________________________________ 
 

RESPONDENT’S MOTION FOR PERMISSION TO FILE DISTRICT COURT’S 
MEMORANDUM OPINION AND ORDER AND TRANSCRIPT AND EXHIBITS OF 

SUPPLEMENTAL HEARING IN RELATED 10(J) PROCEEDING 
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On 9/17/101 Inez Konjoh met with nurse Shannon Napolitano about the following issues,
Shannon agrees that this is true and supported by the attached documentation.

(1) The patient in Rm 15w was given the wrong medication on at least 4 occasions by
this nurse. Medication was discontinued on 8/23/10.

(2) Medication was lefi with patient at the bedside, nurse did not witness patient take
medications appropriately, therefore patient was able to give medication to DON.

(3) On patient in Rm 1 5D, oxygen saturation was documented as 0%, nurse agrees
that this was a wrong saturation documented.

-

Shannon Napolitano
?/n/io

Doreen his Administrator.

Exh, No:. Raceved 4eJect d

Case NoL.2 -

Case Name: jJi!21

No. Ps: ——Date: Rep.:Y’

SomersOO3332
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GREVANCE1COMPLAINT REPORT
This form shaH be utilized to provide Written documentation of any concern expressed by a resident or residentrepresentative and to record the follow-up action taken arid results thereof.

Date assigned 1 I i( I/O Date to be resolved by 9’ 19 1 /0
Was a group meeting held? 0 Yes; If yes, identify afl lridMduals In attendance i61
. I.i.7 4•
What other action ws taken to resolve concern (be specific)? — LL J2JLLt:l.L &_i ft€ c43t
4 A5JJ A?rfr.zitAU. E fl1tLc ZLAtL.7L.
puws.e -t u-;L: io-t e
Results of action taken: 94
Plan of Care updated? C Yes Date i ii

a

Staff member: ij’()_{ (L.j.) t’:)

_____________

RESOLUTION OF GRIEVANCEICOMPLAINT
Was grievance/complaint resolved? o’qes, describe resolution. 0 No, explain why not.

(. LtIUj_ UA1d— (.S14S) UCU (AJL&L.J.

tv1. iO- ()c,%\. , 1 /4 (..LZ’I—
/ (1Sc_y)4i eL.i<.

(_)
Identify the method(s) used td notity the resident arid/or resident representative of the resolution:

C Written notification 0 Phone conversation ne-to-cne discussion
Date o notification

C1 / /
“ 1 /0

This form was completed by: 4f?4’_-__ i’ 1) I / 7 1 /
(gnarure and Th’(e Dale

CFS 1-li C i92 5rqg co,p lion Dcs Moines. IA oao Woo 247-2a,13

Dale received 9 11 (ô 1 10
RECEiPT OF GRIEVANCEICOMPLAINT

-

Individual initiating complaint: l2esIdent ‘_iResldentrepresentatIv;
Print individual’s parre

Concern reported try Q C’A CCO{.SS
n_g —-—‘---.

Name anti 11115

T

lndMdual(s) designated to take action on this concern:

_______

DOCUMENTATION OF FACILITY FOLLOW-UP

Li

Name anti Title
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DIETITIANS NOTE TO PHYSICIAN

TO: DR.______________________________ DATE: (°i (
REGARDING: L___.
FACILITY - ROOM# j5LO

T>c tc Z

N
Ctp

i\c. R -d
cc

4 3DL b
— Le€k:S

c_. \&&is

, Registered DieUtian

0-201 WHiTE - Chart YELLO - Dietitian’s Co PlNKSq*OO3339
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Nunie: ,SI€e_ic& CACLtL!.3
b Title: ,L__P J’%)

NOTl(’l1 OF l)ISCI I li”4AkY :CTl()N

Fl’L()YKl lNFRi4A’[ION

_______

Facility Sv’
l)nte nfl lu—c

Prior l)isci)inarv Notices in lile: ( include date and natLire)

L_ TYPIC OF VWLATION

Dress Cotle Performance Resident RightsBehavior Inappropriate Behavior Retlisal to Perthrm Assigned [askAbsentceismlTardiness Patient Care Other:

E I)ESCRIFI’ION

Date: 9/t f&3
Specific escriptioii of Lsue. itiati ,n or Behavior (what, where, how): C. 9) a’c_—

ct c-rV 4L ci
LMPLOYEE RESPONSI

Documented Verbal Notice ritten NoticeSuspension for

_______

days to start on

________

( ate) and return to work onDoes this Disciplinary Action Constitute Final Warning: No

Further problems ofany nd may lead tofurther discjplimtry action up to and incliuliug 1erminutioi

linpLoyee s gnature [) LeSigiiature is nierelv an ackncnvledgeiieiit that (ii is zilaiter was discussed and does not indicuic’ grec’nIL’
Employee Refused to Sign (Requires Witness Signature)

Supervisor’s Signature Date

V ,iment Head/Administrator Date Witnes

(One copy to Employee — one copy to Persi

Lag(ee-
( I djsagree ‘}or theje çeasons:

________________

•-Jot’2Oñ hIrkor
42i)PIt ‘Lr ,n€2/c 4wt2L?/), /J 1y’,5 Fi’

________

(date).

/

_
_
_
_
_
_

. 7 )O(frD
Sie t)atc

inel File — One copy to Supervisor) G C 1 7
SomersOO345B
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r 1.

Topic ofIn-service:
CanEent: -

Employee Education Aflen an e Recard

Objectives: At the myIedonofiizb bing. session thenarticinant(sI wflh

11)1)1 1.,.. i1A 11 1.. / .. ID
. .wM.Lq...—

29 f?44 1 -hr - —a---. -

Date: c/IPuI Lengtk 2/ Locrn*rn:
Presenthd.By:

ucngMØq4(:Lecture ,iscussina Visual aids UGroup activity
askin demonstration Selfstudi module
DOtlaer.__ —-

jdenceiLLearniigj Post test Return skill demoiistration
Gronp!team presentation lPirticipation in discussion Verbalization of content
to meet objectives lOther____________________________________________

Print Name Sjiure - Department Shift

hcL i7c2 - M £ & - 7-
bh ifloo? - -

L
‘ag1 uf2 SVRNC 000823



AGENDA FOR STAFF MEETING 05/18/10-
TUESDAY

• TARS NOT SIGNED. A LOT OF BLANK SPACES
• VITAL SIGNS NOT ON NURSES NOTES
• NURSES TO MONITOR CNA TO SEE IF PATIENTS

LiKE MRS... ,MRS , MR
, R. MR. - ARE

GETTING OUT OF BED
• ADMISSION ASSESSMENT- BRADEN SCALE,

IMMUNiZATION RECORD, INVENTORY LIST
• OXYGEN ROOM MUST BE CHECKED WITH SHFT

ROUNDS AND AT THE TIME HANDSOFF
• CODE CARTS MUST BE CHECKED Q SHIFT
• NURSES TO HELP WITH LUNCH AND DINNER

SERVICE
• LABLIES ON 02, FEEDING PUMPS, IV LINES ETC.

SVRNC 000824
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So j’nerset Valley
CIJ(fIfllUntUflI & Viir.si;tg t.dnrer

October21. 201()

Sheena Claudio
8 [tLgesvood Terrace
South l3ound Brook. NJ 08880

Dear Sheena.

Please be advised that, effective immediately, you are hereby terminated from yourpoutiofl as an employee with Somerset Valley kehabilitation and Nursing Center. Thereusn for this termination is your inappropriate and/or unprofessional conduct including,
but not necessarily limited to, your failure to complete required clinical documentation.As you are aware, you have received ,nor discipline, including a suspension and finalwarning on October 4, 2010, for such performance related issues.
Please return immediately all Center property you may have in your possession,including your identification badge, keys and/or other equipment distributed to you furyour use in your position with the Center, Please be further advised that unless you areseeking treatment or visiting an immdinte liunily member, you are not to be on theCenter’s premises.

You will be receiving a letter notifying you of your COBRA options and explanation ofother benefits to which you may be entitled.

Sincerely,

Doreen hits
Administrator

Cc: Human Rcourccs
Personnel File

•

SomerS003395
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Comnvswiner

INPOflThNT NOTICE - PLERSE RE?D CREFULI1Y

December 10, 2009

Re: Initial Notice:Recertification Survey: December 1, 2009

l1izabeth Heedles,. AdministratorSomerset Valley Rehabilitation & Nursing Center. 3.621 Route 22 west
Bound Brook, JJ 08605

Dear Ms. Heedles:

The findings of the above survey conducted by the New JerseyDepartment of Health and Senior Services (Department) indicate thatyour facility is not in compliance with the Federal requirements foriursing homes participating in the Medicare and/or Medicaid programs.
he most serious deficiency includes findings that constituteisolated actual harm that is not immediate jeopardy (Box C on thescope and severity grid) . All deficiences cited on the enclosedCMS-2567, require immediate correction.f H you wish to dispute theexistence of any of the cited deficiencies, you may do so through theinforma) dispute resolution pr’x:ess, which is described more fullybelow. XE other surveys have been conducted recently ;-it yourfacility, any information, including proposed remedies, concerningthose surveys will be sent to you by separate notice.

This letter will advise you of actions being taken by theDepartment and being recommended to the Centers for Medicare andMedicaid Services (CI4S) as a result of the deficiencies cited onthis survey. In addition to mandatory remedies required by federalregulations, the Department has the discretion to recommend that CMS
.impose additional remedies based on the scope and severity of the‘ cited deficiencies and the iiisory of compli:irice of the Lacili ty or a
related chain of facilities. Mandatory remedies as well as anyadditional remedies we are recommending are set. forth in det:i Ibelow.

SomersOO53O1



Somerset Valley Rehabilitation & Nursing CenterPage2
(

Informal Dispute Resolution; (42 CFR 488.33l)
The informal dispute resolution process permits one opportunity

to contest the validity of the cited deficiencies. If you wish to
participate in the informal dispute resolution process, you must,
within ten calendar days from your receipt of this letter (this time
limit shall be strictly enforced), send an original and ten (10)
copies of the following: a written request for informal dispute
resolution, a copy of th&CMS-2567 form, a list of the specific
deficiencies being disputed, an explanation of why, each deficiency is
being disputed, and any supporting documentation to:

New Jersey Department of Health and Senior ServicesP.O. Box 358, Trenton, New Jersey 08625-0358(609) 633—9547
Fa Number: (609) 633—9087

All submitted material must be highlighted to indicate only that
information which is relevant to the disputed deficiencies. The
informal dispute resolution process will not delay the effective date
of any enforcement action.

Plan of Correction (POC): (42 CFR §488.402)
Notwithstanding your option to participate in the informal

dispute resolution process, you must submit a Plan of Correction(POC) for the deficiencies cited on the enclosed CMS--2567 within ten
calendar days after receipt of this letter. This POC will serve as
your allegation of compliance. On the basis of your allgation. we

, may presume compliance until substantiated by revisit or other means.
The POC should be sent to Patricia S. Guner, at Department of Health
and Senior Services, Office of Assessement and Survey, P0 Box 367,
Trenton, NJ 08625-0367. Please note that POCs will not be accepted

“ by fax. Failure to submit an acceptable POC within the mandated time
frame will result in the imposition of civil money penalties of $100
per day.

Your POC must contain the following:
What corrective action(s) will be a omplished for those residents affected
by the deficient practice;

Ilaw you will. identify other reidentu having the potential to be affected by
the same deficient practice and what correctaveactiorL will be taken;What measures will be put into place or what systemic changes you iijJ,1 make
to ensure the deficient practice will not recur, and,
ow the corrective act on w Ii be monitored to ensure the deficient prcL ice
wI ii not. recur, i . , what quality assurr,ce program will he r- p1 oe

SomersOOS3O2



Somerset Valley Rehabilitation & Nursing CenterPage 3

a no include information chat will identify specific residents, (amily
members, or facility staff, such as names or room nwnbers.

If you intend to use a computer or word processing format to print
the POC, the Department requests the followinq:

The original 2S67 face sheet be completed with the allegation of compliance
date and administrator’s signature.

The POC for each discrete tag number be attached behind the 2567page(s) of
deficiency text,

The completion date for the correction of each deficiency be shown at the
right margin at the beginning of the P00 text or at the end of the P00 text.Each page of the P00 text should be identified with the citation tag number.Remedies:

A. Mandatory Remedies:

If substantial compliance with all participation requirements
has not been achiered within three (3) months of the date the-; facility was first out of substantial compliance, CI4S and/or the

J Department must deny payment for all new admissions (42 CFR§488.417 WI (1)). This shall become effective 15 days afternotification by CMS. Moreover, if substantial compliance has notbeen achieved within six (6) months of that date, CMS/the Department
will terminate your provider agreement (42 CR §488.450(d)).

Your facility was first out of compliance on December 1, 2009,
and that is the date your enforcement cycle began.
B. Additional Remedies:

The following remedy is recommended for imposition by CMS:
A civil money penalty of $200 per day, which will accrue fromthe date of the survey until the facility is in substantialcompliance with all participation requirements. (42 CFR§488.430).

Failure to correct or a change in the nature or seriousness of
the deficiency (ies) as determined on a revisit, may result in a
change in the remedy selected, including from a “per day” civil money
penalty (CNP) to a “per instance” ClIP or a change in the amount of
the CMP.

( I

SomersOO53O3



Somerset Valley Rehabilitation & Nursing CenterPage 4

F’ederal Remedies Only:

This letter refers only to enforcement of federal remedies based
on federal law. If any state enforcement action applies, you will be
notified in a separate letter.

If you have any questions regarding the contents of this letter,
please contact the Office of Program Compliance at (609) 984—8128.

Sincerely,

Deborah Gottlieb, DirectorProgram mpliance &
Health Caring Financing

DJG: PC:dj
Enclosure
c Nursing Home Administrators Licensing BoardAnnette Tucker-Osborne, Survey Branch ManagerFrank Skrajewski, Long Term Care 1icensingContrQl # 09567/WSPVI1

SomersOO53O4
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STATEMENT OF DEFICIENCIES (Xl) PROV1DERISUPPLIER1CLIA (X21 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
5Ifl.PLAN OF CORRECTION IDENTIFICATION NUMBER;

A. BUILDING COMPLETED

( 315002 8. W1NG

1210112009NAME OF PROVIDER OR SUPPLIER -

STREET AOQRESS, CIV, STATE, 2iP.COOE.SOMERSET VALLEY REHABILITATION & NURSING CENTER
:t 08805()(4) SUMMARY STATEMENT OF DEFICIENCIES 0 -

VPROV1DER.S PLAN OF CORRECTION (Xe)
PREFIX • (EACH DEFICIENCY MUST SE PRECEDED BY FULL •pRErtx (EACH CORRECtIVE ACTION SHOULD BE COMPLETION

TAG I REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO TH APPROPRIATE ‘1
- 1 - PERcIENc -

—1 •,_r i-
-

-

—.

-

FOOD’

STANDARD SURVEY

f ICENSUS 58

SAMPLE SIZE ‘16
F 279 4 .20(d), 483,20(k)(1) COMPREHENSIVE F 279

- ARE PLANS

A facility must use the results of the assessment
to develop, review arid revise the resident’s
comprehensive plan of care.

The facliity must develop a comprehensive care.? plan for each resident that includes measurable
‘ objectives and timetables to meet aresidents

• medical, nursiAg, and rnenlal and psychosocial
needs that are identified in the comprehensive

‘ assessment.

• The care plan must describe the services that are• to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and V

psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483,25 but are not provided

Vdue to the residenrs exercise of rights under
§483.10, Including the right to refuse treatment i1under483.1O(b)(4).

: This REQUIREMENT is not met as evidenced‘by
. Based on interview and record review it was
determined that the facility failed to develop a

V

care plan for a resident who was experiencing
; excruciating pain at limes due to rectal cancer.
This was evident in I of 4 resIdents reviewed for

IORATORY DIRECTOR’S OR PROVIOERISUPPUER REPRESENTATIVE’S SIGNATURE -. TITLE (AU) DATE4F
statement ending with an asterisk () denotes a deficiency which the institution may be excused from collecting providing it is determined that

iards provide sufficient protection to the patients. (Sea lnatrucIion.) Except for nursing homes, the Endings staled above are disclosable 80 days
wit.. .s date of survey whether or not a plan of correction is provided. Fo nursing homes. the above findings and plank of correction are disclosable 14

following the date these documents are made avadablo to the facility. If deflciencie are cited, an approved plan 01 COrrection is requisite to continued
cam participation.

vt CMS-2587f02’991 PIL’ViOUE VersionS Obsolotn

DEPARTMENT OF HEALTH AND HUMAN SERVICESCENTFRS trD IACflIr’II , IaCr’1IfAIfl CD1Ir

PRINTED: 1210812009
FORM APPROVED

flMR Nfl 0938-0391
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FORM APPROVED

0MB NO. 0D3B.OM1

EP1-MENT OF HEALTH AND HUMAN SERVICES
CENTERS Ffl AFnICARE & tL4FflIf’.AID SERVICESI STATEMENT OF DEFICIENCIES (Xl) PROVIDERISUPPUEPJCUA (X2) MULTIPLE CONSTRUCTION 1X3) DATE SURVEY

ANfl PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING COMPLETED

I
B.WING3iuvv

1210112009NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS. CITY. STATE. ZIP CODESOMERSET VALI.EY RSHABIUTAT1ON & NURSING CENTER ;==E

088050(4) io 1 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER’S PLAN OP CORRECTION IX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

F 279 Continued From page 1 F 279pain (Resident #7) as evidenced by the Following:

Resident #7 was admitted to the facility with adiagnosis of rectal cancer for which the residentexperienced excruciating pain. The residentsI initial pain assessment was Incomplete and the
interdisciplinary team Failed to develop a care plan
for the resident’s pain needs.

Please refer to F309.

NJAC 8:39-11.2(d) 2
F 309 483.25 QUALITY OF CARE F 309

Each resident must receive and the facility must (E ! provide the necessaty care and services to attainor maintain the highest practicable physical,j mental, and psychosocial well-being, In
: accordance with the Comprehensive assessment Iand plan of care.

This REQUIREMENT is not met as evidencedby:
Based on observation, interview, and record
review it was determined that the facility failed to• provide effective pain relief for 1 of 4 residentsreviewed for pain (Resident #7). This resulted in! the resident being alrald to eat and use the toilet.

‘ The resident also experienced excruciating painduring bowel movements and for three hoursevery evening when she received a rectal
. suppository. The deficient practice was
evidenced as follows:

Resident #7 was admitted on 1114109 with adiagnosis of rectal cancer for which she was• receiving radiation therapy outside the facility
M CMS.2587(02-99) Plev.ouE V4TNOM Obsolele EenI ID:WSPV11 Faciláy ID:NJ81S1O II Continuation sheet Page 2 0112
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PRINTED: 12/0812009
FORM APPROVED

0MB NO. 09R-ogi

DEPARTMENT OF HEALTH AND HUMAN SERVICESCENTERS FOR MEDICARE & ?idFflIr.AID SERVICES-

STATEMENT OF DEFICIENCIES ( I) PROVIDERISUPPLIER!CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
Ff.3LAN OF CORRECTION IDENTIFICATION NUMBER:

A. BUILDING COMPLETED

( 315002 B. WING

1210112009NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY. STATE. ZIP CODESOMERSET VALLEY REHABILITA’flON & NURSING CENTER

08805(X4) SUMMARY STATEMENT OF DEFICIENCIES 10 ‘ PRoVIDER’S PLAN OF CORRECTIONPREFIX ‘ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPIIATE DATEI DEFICIENCY)
F 309 Continued From page 2 F 309.1 Monday through Friday,

I On 11/24109 at 1:30 p.m. the resident slated thatI she had such severe pain when she had a bowelmovement that she had to cry out in pain whichmade her feel embarrassed so she put a
washcloth In her mouth to muffle the scream. She
further stated that there was an ointment that she
was supposed to get for the rectal pain but she

I had not gotten it.

On 11125/09 at 8:50a.m., the surveyor observedthe Resident #7 sitting in her room in herI wheelchair with her uneaten breakfast in front of
. her. When asked if she was dissatisfied with her

;• breakfast, she said no it looked good but she
.“ couldn’t eat. ‘Tm afraid to go to the bathroom. Ihave so much pain.” Resident #7 explaIned thatI she had cancer of the rectum and a lesion on theinside of her rectum that hurt so badly when shehad a bowel movement that she had to stuff a ragin her mouth because she was embarrassed ofanyone hearing her scream. The resident alsoslated that she received a rectal suppository atnight and that afterward she was In terrible pain

for 3 hours. She said when anything touched the
lesion, she could jump through the ceiling. When
asked if she had told anyone about this she said“yes, they know”.

The surveyor reviewed the resident’s medical
record and found that when the resident was
admitted, the facHity failed to perlorm a complete

‘ pain assessment. Consequently, the
•interdisciplinary team did not develop a care plan

‘ for pain, and pain was not included on her list of
I problems despite the fact that one of her
admitting diagnoses was pain. The initial MDS
(Minimum Data Set) Assessment identified her as

MCMS.25s1to7.ge) PlewDu! Veisions Obsolete Evonl ID W$PVi1 FacIlily ID. N161510 If contInuatIon sheet Page 3 of 12
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CFNTFRR FOR MFDIflAR & MFDICAIEI SFRVU.FS

STATEMENT OF DEFICIENCIES (XI) PROYIOERISUFPLIERICLIA (X2) MULTIPLE CONSTRUCTION CX3J DATE SURVEY4(’ CLAN OF CORRECTION IDENTIFICATION NUMBER;
A BUILDING COMPLETED

315002 B. WING

1210112009NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, 01W, STATE. ZIP CODESOMERSET VALLEY REHABILITATION & NURSING CENTER

BR 08805
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDERS PL.AN OF CORRECTION IXI
PREFIX (EACH DEFiCIENCY MUST BE PRECEDED BY FULL PREFIX I (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 309 Continued From page 3 F 309’

having moderate pain daily.

The resident had an order for Lidocaine Ointment I

5% to be applied to the rectum every 2 hours as
needed for pain dated 11116109. This medication
was never documented as having been
administered Eccordlngto the MAR (Medication
Administration Record). The resident was
receiving Percocet as needed on a daily basis
and also had a Lidocaine pain patch and a

: Durageslc 50 rncg. pain patch every 72 hours.
, The resident told the surveyor that the pain
! medications were not working.

1 On 11125109 at 10:15 a.m. the wound nurse told
1 the surveyor that the resident received medication

I applied to her rectum at night for wound healing.
The Unit Manager was asked for the resident’s
latest pain assessment sheet and she only
provided the incomplete assessment that had
been started on admission. The surveyor
discussed the resident’s complaints with the Unit
Manager and she staled that she was aware of
the resident’s rectal pain and the resident: received ointment applied to her r,ctiipan.

On 11125/09 at 12:00 p.m. the same concerns
were brought to the attention of the Administrative
Staff. They had no verbal response but stated
they would look into it,

On 11/30/09 at 10 a.m. while the surveyor was
observing the medication pass, Resident #7 told

- the medication nurse that she was experiencing
pain at a level 015 one scale of 0.10. The

! resident expressed fear of having a bowel
V
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F 309 Continued From page 4 F 3091movement while out at the radiation center. The
medication nurse told the surveyor that she would
give the resident Percocet when she returned
from the radiation treatment because the
resident’s pain was always a 10 on a scale of

I 0-10 when she returned from her treatment.
I When asked hy the resident was not
premedicated for pain if staff was aware her pain
would be a 10 after treatment, (he medication
nurse said the resident would complain of pain
upon return whether or not she provided pain
management prior to the treatment. No pain
medication was provided to the resident prior to

! going for the radiation therapy.

( After surveyor intervention, on 11/30/09 the
surveyor observed that the resident’s Duragesic

‘ patch was Increased to 75 mcg every 72 hours.
The Lidocaine Ointment was changed to two

. times a day and every 2 hours as needed and the
J suppository that caused the resident pain for 3
hours every evening was discontinued,

On 12/1/09, again after the surveyor had
discussed Resident #7 pain concerns with facility
staff, on the days following 11/25/09, there were
several completed pain assessments as well as
an interdisciplinary care plan for pain.

: The surveyor visited the resident on 1211109 at 1
9:20 a.m. ResIdent #7 told the surveyor that the

. ointment that she had gotten the night before and
her pain pills helped her pain.

On 1211/09 at 1:00 p.m. the surveyor asked the
Director of Nursing (DON? how the facility could
have overlooked the resident’s pain. She stated
that the resident was most likely experiencing

. pain because of the lack of Lidocaine Ointment
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F 309usage. She was also asked why there were noj pain assessments for this resident who hadexcruciating pain. The DON stated I can’t ans*erthat, I don’t know.’

N.J.A.C. 8:39-27.1(a)
F 315 483.25(d) URINARY INCONTINENCE F 315SS0

Based on the resident’s comprehensiveassessment, the facility must ensure that aresident who enters the facility without anindwelling catheter is not catheterized unless theresidenPs cilnical conciIton demonstrates thatcatheterization was necessary: and a residentwho is incontinent of bladder receives appropriatei treatment end services to prevent urinary tract‘‘ .-
- infections arid to restore as much normal bladder •function as possible.

This REQUIREMENT Is not met as evidencedby;
JBased an observation It was determined that thefacility tailed to practice proper Catheter care for aresident who had an indwelflng catheter. This wasobserved in I of 2 residents reviewed for cathetercare (Resident #13). The deficient practice wasevidenced as fbliows;

On 11i25109 at 11:00 a.m. the surveyor observed IResident # 13 In her bed asleep. The residenthad an indwelling urinary catheter and the bag Iwhich collected the urine was In a privacy bag: lying an the floor next to the bed.

On the same day at 12:00 p.m. the swveyorobserved the resident being dressed white in her I
. bed by a C.N.A. (Certified Nursing Assistant). The II catheter bag and the associated tubing were
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F 315
observed lying on the bed, This practice could
result in a backflow of urine into the bladder for
this resident who had a histoly of urinary tract
infections as welt as be a source of infection by
carrying bacteria from the floor into the residenrs
bed.

NJAC 8:39-27.1 (a)
F 364 483.35(d)(1 )-(2) FOOD F 364
5s=C

Each resident receives and the facility provides
I food prepared by methods that conserve nutritive
value, fIvor, and appearance; and food that is

: palatable, attractive, and at the proper

.

temperature.

‘
This REQUIREMENT Is not met as evidenced
by:
Based on observation and interview, it was
determined that the facility failed to provide
condiments with the meal trays In order to
improve palatabiSty of the meals as evidenced by
the following:

1. On 11/24/09 at 11 a.rn. during the Group
MeetIng. 5 of 5 residents stated that they never

I receive condiments on their meal trays. No
ketchup, sugar, sugar substitute, salt or pepper
were provided.

. 2. On 11/24109 at lunch, the surveyor requested
3 test trays which did not contain condiments.

; 3. On 11124/09 at lunch, two surveyors noted 16: residents eating from lunch trays which did not
contain any condiments.

4. On 11124/09 at lunch, 3 addItional alert and
IMCMs.266r(02.gg)Provlous Vets.ons ObseleM
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oriented residents and a family member of a
resident eating lunch stated that meal trays were
never delivered with condiments.

5. On 1211(09 at 9:25 a.m. Resident #9 told the isurveyor that “the food stinks, It isn’t fit for a pig.I
usually send my platter back and they send me
something else.”

• N.J.A.C. 839-17.4(e)
F 425 483.60(a),(b) PHARMACY SERVICES F 4255SD

The facility must provide routine and emergency
drugs and blologicals to Its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit‘ unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(Including procedures that assure the accurate

I acquiring, receiving, dispensing, and
‘ administering of all drugs and blologicals) to meet
the needs of each resident.

I The facility must employ or obtain the services of
a licensed pharmacIst who provides consultation I

; on all aspects of the provision of pharmacy: services in the facility.

This REQUIREMENT is not met as evidenced
by:
: Based on observation, interview and record
review, It was determined that the facility failed to

• assure that the provider pharmacy provided a
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F 425 Continued From page 8 F 425
pain medication which was ordered “stat” (at
once) for I of 22 resIdents, Resident #16,

, reviewed on the survey sample and on med pass
observation. Also, the facility failed to properly
secure medications slored in the med cart The
evidence is as follows:

1. On 11130109 at 8:32 a.m., the surveyor wasI observing medication pass for Resident #16. At
that time, the medication nurse informed the
surveyor that the resident had received a “stat
physician’s order the previous evening for ‘12.5
micrograms fentanyl patch transdermaI. Change
every 72 hours. Apply 1st dose stat.” The nurse
stated that the frequent use of Percocet was
assessed end evaluated and it was determined
that a fentanyl patch every 72 hours would

‘ provide better baseline pain control than
continuing with the “pm” as needed Percocet.
Though the fentanyl patch was ordered the
previous night as a “star’ (at once) order, It had
not been provided for administration to Resident
#16 for the morning med pass, Consequently the
physician modified the order on 11130109 to:I “May hold Fentanyl patch until delivered fromi pharmacy.” When the med nurse asked the
resident what the level of pain was on a scale of 1 1

‘ to 10, the resident stated her pain was an 8. The I
! nurse then adminIstered a pm dose of Percocet
‘ to the resident.

• The Administrator and Director of Nurses (DON)
were informed of delay in providing a stat order of;
lentanyt at 1:30 p.m. As of 2:40 p.m., the fentanyl
patch was still not provided from the pharmacy.

On 1211/09 at 11 im., the DON stated that the
provider pharmacy had informed the facility that
they were unable to provide the fentanyl patch on
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F 425 Continued From page 9 F 425.i 11129109 at the time of the order as It was aschedule 2 narcotIc and required a particular

prescription which the physician had not provided.The pharmacy had been unable to get in contactwith the physician for the prescription. No efforthad been made by the facility or the pharmacy to
contact the medical director in order to providethe star fentanyl patch to the resident. Thefacility’s back up medication box did not containthe dose of fentanyl patch the physician hadordered for the resident. Consequently, theresident did not receive the fentanyl patch but• rather continued with the “pm” (as needed)! Percocet,

(- 2. On 11/24109 at 1:40p.m., a medication cartI was observed open and unattended in front ofRoom 9. The door to room 9 was closed and nostaff member was observed in sight of the medcart which was unlocked and the door to the cartwas ajar. When the med nurse returned to theL cart, she told the surveyor, “You unlocked mymed cart” to which the surveyor replied that shehad no keys to the med cart and had found itopen. The med nurse then told the surveyor thatthis was the second time that day that the medcart had been found to be unlocked and open.The first time, it had been found by the Director of’Nurses (DON).
:
N.J.A.C. 8:39-29.6(a),

6:39-29.4(h)
F 428. 483.60(c) DRUG REGIMEN REVIEW F428ss=D

The drug regimen of each resident must be
f reviewed at least once a month by a licensedpharmacist.

, The pharmacist must report any irregularities to
lM CMS.258(02.g) Previous Ve,eiona OboIete Event )DWSPVfl FaoIitI’ ID: N.M 1510
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This REQUIREMENT Is not met as evidencedby:
Based on observation, interview and recordreview, it was determined that the consultantpharmacist failed to comment on the use of anantlpsychotic medicatioti in the absence of

I behavioral symptoms in a resident at risk for sideelfects from the medication for 1 of 16 resklenis,Resident #11, as evidenced by the following:

Resident #11 was admitted to the facility on1 1119/09 and was assessed by the facility as beingalert and oriented. This resident was selected bythe facility and participated in the group meeting1on 11124(09 at 11 a.m. At 1 p.m. on the sameday, the resident was observed working on thecomputer. The resident had a diagnosis ofdiabetes meliftus. Resident #11 had a physician’sorder for the antipsychotic olanzepine (genericZyprexa) 5 mg. daily. The facility identltied thetarget behaviors of hitting and delusions on thebehavior monitoring form for the use ofolanzepine. On 1211/09 at 11 a.m., the Directorof Nurses (DON) stated that if no behavior waspresent, a p0” would be entered on the behaviormonitoring form. No “Os” were entered but ratherthe behavior monitoring sheet was left blank. On11125109 at 11 a.m., the Unit Manager told thesurveyor she was unsure why the resident wasreceiving olanzepine therapy and that the resident:had no behavioral symptoms.
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the attending physician, and the director ofnursing, and these reports must be acted upon.
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Continued From page 11
On 11130109 at 1:30 p.m., the Director of Nursesstated that the resident had had an acute deliriumepisode in the hospital which resulted in theresident receiving Zyprexa therapy.

Resident #11 had blood sugar monitoringperformed 4 tImes a day due to the diagnosis ofDiabetes. Zyprexa can increase the bloodglucose level. An Initial medication regimenreview (MDR) was performed by FAX on
t 1/16/09. The consultant pharmacist performeda MDR In the facility on 11/16109. The consultantpharmacist failed to address the fact that Zyprexacan elevate the blood sugar level In this residentwith a diagnosis of diabetes. The consultantpharmacist note of 11116/09 stated, “On Zyprexa”but did not address the blank behavior monitoringsheet or the fact that the resident was

experiencing no behavioral symptoms yet wasreceiving antipsychollo therapy.

On 11/30/09 at 1 p.m., the DON stated that as aresult of surveyor intervention on 11/25109 thephysician ordered Zyprexa to be decreased 102.5mg. daily for 5 days and then discontinued theantidepressant therapy and antianxiety
medications were then ordered.

N.J.A.C. 8:39-29.(a)1
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1.3 Accidents I Incidents

All accidents or incidents occurring on the center’s premises must be reported. An incident is any occurrence not
consistent with the routine operation of the center, normal care of the resident, a happening lnvoMng visitors,
malfunctioning equipment, or observation of a condition which might become a safety hazard.

PURPOSE

To provide a safe and healthful environment for residents, visitors arid employees.

““.,..,,“.“,.“.“““

Reporting of Accidents/incidents:

1.1 Regardless of how minor an accident or Incident may be, It must be reported to the nursing supervisor,
and appropriate documentation completed on the shift that the accident or incident occurred.

1.2 Employees witnessing an accident or Incident involving a resident, employee, or visitor must report such
occurrence to the nursing supervisor as soon as practical. Do not leave an accident victim unattendedunless ills absolutely necessary to summon assistance.
1.2.1 Any un-wItnessed accident or incident must be investigated for potential abuse. (Refer to: Abuse

Reporting and Investigation)
1.3 The supervisor must be informed of all accidents or incidents so that medical attention can be provided.

2 AssistIng Accident/Incident Victims:
2,1 Should sri employee witness an accident, or find it necessary to aid an accident victim, the employee

should:

2.1.1 render immediate assistance. Do not move the victim until he/she has been examined by a
Licensed professional for possible injuries;

2.1.2 if it is a resident, move the resident to his or her bed once examined, if appropriate;
2,1,3 if assistance Is needed, summon help. If the employee cannot leave the victim, asic someone to

report to the nurses’ station that help is needed, or if possible, use the call system located in the
resident’s room to summon help;

3 Medical Attention: The nurse shall:

3.1 Examine all accident/incident victims. The victim will not be moved until he/she has been examined by aLicensed professional for possible injuries.

3.2 Notify the medical director or the victim’s personal or attending physician, and inform the physician of the
accident or Incident.

3.3 Family will be notified as soon as possible concerning accident/incident.
3.4 lIthe injury appears serious or questionable, the Individual will be sent to the hospital by ambulance or911 as needed.

3.5 If necessary or appropriate, designate an employee to accompany the victim to the hospital.
3.6 When a resident sustains a blow to the head or there has been an un-witnessed fall, they shall be

observed for neurological abn rm ‘tiej4 Neurological checks will be initiated and continued periodically

___
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over a 72 hour period. Documentation of the results will be placed in the medical record.
3,6.1 If abnormal neurological symptoms occur, the physician will be notified for further orders. It the

physician can not be reached In as needed, the resident will be transferred to an acute care
hospital ER.

3.7 Any first aid rendered for minor Injuries, cuts or abrasions will be documented in the medical record,
4 Documentation and investigative Action

4.1 The charge nurse andlor the department director or supervisor must document the incident and initiate an
immediate investigation of the accident or incident.

4.2 The Resident Accidentllncident Form will be used for residents and visitors. The Employee
Accidentllncident Form will be used for employees. Investigation form andlor log must also be completed
for each incident.

4.3 WItnesses, if any, will also be documented on the report. The address and telephone number of the
witnesses will also be documented;

4.4 Every attempt will be made to ascertain the cause of the accidentlincident thru the Investigation process.
4.5 The Administrator and Director of Nursing wifl be made aware of all such incidents occurring in the Center

and will review and sign all completed reports. If an accident is of a serious nature, it shall be reported by
telephone to the Administrator immediately regardless of time or day.

4.5.1 Completed Accidentllncident Reports and Investigation forms must be submitted within 24 hours to
the Administrator and the Director of Nursing.

5 Medication Errors

5.1 OmIssion Error: the failure to administer an ordered dose, unless refused by the resident or not
administered because of recognized contraindication,

5,2 Unauthorized drug error: administration to the resident of a medication dose not authorized for the
resident. This categoiy includes a dose given to the wrong resident, duplicate doses, administration of an
unordered drug and a dose given outside a stated set of ciinicai parameters.

5.3 Wrong dose error: any dose that is the wrong number of preformed units (i.e., tablets) or any dose
above or below the ordered dose by a predetermined amount (I.e., 20%).

5.4 Wroig route error: administration of a drug by a route other than that ordered by the physician, or a
wrong site of administration.

5,5 Wrong rate error: admInistration of a drug at the wrong rate, the correct rate being that given in the
physicIan’s orders or as established by center policy.

5.6 Wrong dosage form error: administration ala drug by the correct route but in a different dosage form
than that specified or implied by the physician’s order. Crushing the tablet Is considered an error if the
medication is on the “Do Not Crush” list andlor there Is no physician order to crush.

5.7 Wong time error: administration of a dose of drug greater than 60 minutes from its scheduled
administration time except for drugs that the time at administration Is not Important. That is, an error is
counted only ii that wrong time can cause the resident discomfort or jeopardize the resident’s health and
safety.

5.8 Wrong preparation of a dose: incorrect preparation of the medication, Examples include incorrect
dilution or reconstitution, not shaking a suspension, using an expired drug, not keeping a light sensitive
drug protected from the light, and mixing incompatible drugs.

5.9 Incorrect administration technique: situation when the drug is given via the correct route, site and so
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forth, but improper technique is used. La. not using the Ztrack injection technique when indicated for a
drug.

6. IV incidents - Intravenous n’iedicaiion incidents are considered separate from medication errors, Examples of I.V.
errors requiring incident reports are:

6.1 infusIon rate not within ten percent of that specified over a twenty-four hour period
6.2 Incorrect Infusion date.

6.3 Infiltration characterized by edema of 3 centimeters or greater and/or accompanied by tenderness and
pain.

6.4 Edema of less than 3 centimeters from a drug diluted in less than 250 millimeters of solution that has
infiltrated.

6.5 Infiltration of a known tissue damaging drug regardless of the drug dilution.

LB Phlebitis along the catheterized vein beyond the venipuncture.
7. Traumas

7.1 Fails or collisions

7.2 Gums - electrical, chemical or other

7.3 Trauma Involving lacerations that require sutures

7.4 Any other event which can be considered traumatic In nature

B Other Potentially Unusual Occurrences

LI Any unusual documentation or evidence of tampering with a medIcal record,
8.2 Any resident or family verbalizing intent to sue physician, nurse, center, etc.
8.3 Any complaint of improper treatment whether made by the resident or family.
8.4 Security issues such as unauthorized entry to center, bomb threats1destruction of property, etc.
8.5 Unauthorized leave by residents.

8,6 Damage to property.

8.7 Occurrences of a serious or life threatening nature which includes but not limited to:
8.7.1 Resident death, when sudden and unexpected.

8.7.2 Unusual incident that results In serious Injury or death.

8.8 The Administrator must notify the Regional Vice President/Director of Clinical Services immediately,
regardless of time of day, of any potential reportable incidents.

8.8.1 The Regional Vice President IDirector of Clinical Services will be notified by the Vice-President of
Operations, assigned Regional Director of Operations and Clinical Sen,ices Coordinator
,immedialely regardless of time of day.

8,8.2 The Regional Vice President/Director of Clinical ServiceslCiinlcai Services Coordinator wIll ensure
that staff directly involved wilt be suspended pending complete investigation by the center,
depending on the circumstances of the incident.

8.9 The Administrator is responsible for coordinating the investigation and assuring that appropriate action is
taken. This will include:

8.9.1 Notification of the following as determined:
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• Ombudsman
Department of Health
Family
PhysicianlMedical Director

* Police or appropriate authority

8.9,2 Conduct Interviews, collect written statements from all staff or visitors involved in the situation. All
requIred documentation should be completed.

8.9.3 RegIonal personnel will be present daIly dtring assessment and investigaUon, as necessay.
Regional personnel will be present at exit cônférencé should a survey by the Health Department
occur.

8.9.3.1 The assigned Regional Director of Operations arid or the Clinical Services Coordinator will
maintain communication and update the Regional Vice PresidentiDirector of Clinical
Services.

8.9.3.2 The Regional Vice PresidenllDlrector of Clinical Services will update the Vice President of
Operations.

8.9.3.3 Regional personnel will continue pending investigative outcomes based upon center
need.

9 IndIvidual wlll be appointed to direct the safety program.

9.1 All Incidents will be forwarded to the center safely officer for follow up.

10 Do not place incident reports or investigation forms in the resident’s medical record.
10.1 Do not write In the resident’s medical record “Incident report flied”.

10.2 Do not write “staff counseled” about incIdent in the medical record.

10.3 Do not use the word “Incident” when documenting.

10.4 Document in the medical record all information regarding resident’s status condition and treatment related
to the incident.
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p Case 3:1 1-cv-02007-MLC -LHG Document 35-8 Filed 05/11/11 Page 28 of 128 PagelD:
2308

0
Agenda of topics;

Nurses’ Meeting

October, 20, 2010

1. Care Issues — Lack of supervision
2. Customer Service and Patient Satisfaction.
3. CalIbell response — Monitor your Staff response to cailbell. BE PROMPT!

Patients room are Messy
Equipments not taken out when not in use
Equipments not dated — g-tubes and nebulizers and o2.
Treatments not done but signed for
Medicating patients with sleeping pills late

0

4. Proper documentation — Continues to be a problem
Admission Documentation x 5 days
Incidents and Accidents x 3 days. Complete report
Neuro checks on any head injuries
Behavior Monitoring as it occurs
Vital signs daily on notes
Time line Documentation
Use medical terminology

Acute Discharge log
Always initiate treatments upon admission or new wound. Do not
Wait till wound nurse starts treatment. You are responsible.
All dialysis notes go in the chart from now on, not in binder.

24 hour book must be done daily- it is a guide
Admission assessments not completed

5. MARS and TARS - New MARS & TARS.
Double signature and double checks on all insulin and Coumadin
Orders. New Coumadin and dialysis sheets.
NewPT/lNRbinder
24 Hour chart checks, a must on 11-7. This is the 2’” check and
The order should be co-signed / Initialed.
New Pain assessment and flow sheet not completed well
New Nebulizer and o2 flow sheet not completed well
Blanks on MARS and TARS no excuse
Blanks on Behavior monitoring sheets no longer tolerated
11-7 to make a list of patients needing new MARS

Therapeutic interchange meds and med errors

6. Early Risers for PT — It is our job not a chore
7. Faxing now admission orders to the TRG Group — 11-7
8. Survey ready — reviewing other facility DOH survey.

It
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EMPLOYEE WARNING RECORD
p-zq

Employees Name: Napolitano Shannon

Shift: 645a-3 I 5p

Clock orPayrol No:

Date Of Warn big: 09/13/20 10

Department: Nursing

WARMNG -

NATURE Substandard Work
OF VIOLATION

Pattern Absentteeisni Late Call - Off [J Excessive Absenteeism

[J Uncooperative Q Lunch! Rest Break Period Abuse

COMPANY REMARKS
Shannon has been late 93 times since 1/I /iO’and 9 times within the last 30 days (8/13-9/13). This is excessive and unacceptable. Her
attendance needs immediate improvement or may result in tennination upon the next episode of Iteness.

EMPLOYEE’S REMARKS

The absence of any statement on the part of the EMPLOYEE indicates his/her agreement with the report as stated.

I have entered my version of the matter above.

a. Oral Warning

visrnb. Written Warnin

C. Suspension

___________

U of Days

d. Discharge

_____________

Date

Approved By

° This is to certify that the employee named in this
report was warned by his supervisor in my presence
concerning the subject matter contained therein.”

Employee refuses to accept his copy of this warning
notice.”

Date Of Violation: 09113/20 10

Time Of Violation:
[]Carelessness

Reported Absent
Without Leave

El Conduct Lateness

[] Disobedience [] Time & Attendance

Unreported
Absence

Abuse of Sick Leave! Proof of
Illness

TO BE TAKEN
Date frttr1e

Comments:

If employee refuses to sign:

Name Title Date

I have read this “warning” and understand it

Signature of the person who Title Date
Date prepared the vLarningEmploye&s Signâtu

1-12I /‘) 4

U

Witness: Date

If employee refuses to accept copy of form:

Supervisor:

- -

Date

Nursing
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Punch Detail Report 2010-01-01 - 2010-09-30

Napolitano Shannon Licensed Practical Nurse CO: BVI File No: 002839

IN OUT IN OUT IN OUT TOTALS

Fri 01/01 7:00 AM 4:02 PM 9.03 9.03
Mon 01104 7:04 AM 5:06 PM 10.03 19.07
Tue 01/05 7:07AM 4:18PM 9.18 28.25
Wed 01/06 6:51 AM 3:42PM 8.85 37.10
Fri 01/08 6:53 AM 3:11 PM 8.30 45.40
Sun 01110 7:09 AM 3:55 PM 8.77 54.17
MonOl/il 7:04AM 3:30PM . 8.43 62.60
Wed 0 1/13 7:59 AM 3:00 PM 7.02 69.62
Fri 01/15 7:00 AM 3:23 PM 8.38 78.00
Mon 01/18 7:06 AM 3:22 PM 8.27 86.27
Tue 0 1/19 7:04 AM 3:44 PM 8.67 94.93
Wed 01/20 7:06AM 3:51 PM 8.75 103.68
Fri 01122 7:01 AM 4:18 PM 9.28 112.97
SatOl/23 7:08AM 3:24PM 8.27 121.23
Sun 01/24 7:06 AM 3:48 PM 8.70 129.93
Mon 01/25 7:05 AM 3:44 PM 8.65 138.58
WedOI/27 6:58AM 4:10PM 9.20 147.78
ThuOl/28 7:10AM 3:18PM 8.13 155.92
Fri 0 1/29 . 7:05 AM 4:34 PM 9.48 165.40
Mon 02/01 7:03 AM 4:15 PM 9.20 174.60
TueO2/02 6:47AM 3:19PM 8.53 183.13
Wed 02/03 6:54AM 3:17PM 8.38 191.52
Fri 02/05 6:46 AM 3:16 PM 8,50 200.02
Sat 02/06 7:24 AM 3:14 PM 7.83 207.85
Sun 02/07 6:48 AM 3:40 PM 8.87 216.72
Mon 02/08 6:48 AM 3:18 PM 8.50 225.22
Thu 02/11 7:10 AM 3:00 PM 7.83 233.05
Fri 02/12 6:55 AM 3:26 PM 8.52 241.57
Mon 02/15 6:53 AM 2:55 PM

. 8.03 249.60
Tue02/16 6:55AM 3:02PM 8.12 257.72

-Wed 02/17 6:51 AM 3:25 PM 8.57 266.28
Fri 02/19 6:48 AM 3:20 PM 8.53 274.82
Sat 02/20. 6:51 AM 3:12PM 8.35 283.17
Sun 02/21. 6:50AM 2:55 PM 8.08 291.25
Mon 02/22 6:48 AM 3:43 PM 8.92 300.17
Wed 02/24 6:51 AM 3:37 PM . 8.77 308.93
Thu 02/25 6:56 AM 3:24 PM . 8.47 317.40
Fri 02/26 9:57 AM 3:21 PM 5.40 322.80
Mon 03/01 6:50 AM 3:21 PM 8.52 331.32
Tue 03/02 6:49 AM 3:24 PM 8.58 339.90
Wed 03/03 6:5! AM 3:35 PM 8.73 348.63
Fri 03/05 6:51 AM 3:32 PM 8.68 357.32
Sat 03/06 6:45 AM 3:48 PM 9.05 366.37
Sun 03/07 6:46 AM 2:53 PM 8.12 374.48
Mon 03/08 6:49 AM 3:13 PM 8.40 382.88
Wed 03/10 7:02 AM 3:20 PM 8.30 391.18
Thu 03/11 6:52 AM 3:40 PM 8.80 399.98
Fri 03112 6:55 AM 3:54 PM 8,98 408.97
Mon 03/15 6:45 AM E 8.00 416.97
TueO3/16 6:54AM 3:13PM 8.32 425.28
Wed 03/17 7:00 AM 3:15 PM 8.25 433.53
Fri 03/19 6:54 AM 3:37 PM 8.72 44225
Sat 03/20 6:46 AM 3:15 PM 8.48 450.73
Sun 03/21 6:57 AM 3:07 PM 8.17 458.90
Mon 03/22 6:51 AM 3:19 PM 8.47 467.37
Tue 03/23 7:00 AM 3:15 PM 8.25 475.62

SomersOO3345
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Puudi Detail Report 2010-01-01 - 2010-09-30

Thu 03/25 6:52A.M 3:11 PM 8.32 483.93
Fri 03/26 7:06AM 3:19PM 8.22 492.15
Mon 03/29 6:56AM 3:11 PM 8.25 500.40
Tue 03/30 6:54 AM 3:39 PM 8.75 509.15
Wed 03/31 7:19AM 3:19PM 8.00 517.15
Fri 04/02 6:56 AM 3:42 PM 8.77 525.92
Sat 04/03 6:55AM 3:21 PM 8.43 534.35
Sun 04/04 6:59 AM 9:59 PM 15.00 549.35
Mon 04/05 6:58 AM 3:20 PM 8.37 557.72
Fri 04/09 7:00 AM 11:03 PM 16.05 573.77
Mon 04/12 6:58AM 11:22PM 16.40 590.17
Fri 04/16 7:07 AM 10:50 PM 15.72 605.88
SatO4/17 7:02AM 3:14PM 8.20 614.08
Sun 04/18 6:56AM 3:31 PM 8.58 622.67
Mon 04/19 6:56AM 10:48 PM 15.87 638.53
FriO4/23 7:06AM 11:13PM 16.12 654.65
MonO4/26 7:54AM 11:12PM 15.30 669.95
Sat 05/01 6:49 AM 3:14 PM 8.42 678.37
Sun 05/02 6:53 AM 3:19 PM 8.43 686,80
Mon 05/03 7:01 AM 10:20 PM 15.32 702.12
Tue 05/04 12:00AM
Wed 05/05 12:00 AM
FriOS/07 6:54AM 11:17PM 16.38 718.50
Mon 05/10 7:00 AM 10:55 PM 15.92 734.42
Fri 05/14 6:55 AM V 6:55 AM 3:22 PM 16.45 750.87
Sat 05/15 6:58 AM 3:19 PM 8.35 759.22
Sun 05/16 6:45 AM V 8,00 767.22
MonOS/17 7:00AM 10:58PM 15.97 783.18
Fri 05/21 6:55AM 11:16 PM 16.35 799.53
Mon 05/24 7:35 AM 3:44 PM , 8.15 807.68
Tue 05/25 7:03 AM 3:04 PM 8.02 815.70
Fri 05/28 6:52 AM 10:17 PM 15.42 831.12
Sat 05/29 6:56 AM 3:08 PM

V

.. 820 839.32
Sun 05/30 7:03 AM 2:52 PM 7.82 847.13
Mon 05/31 7:00AM 3:10PM 8.17 855.30
Tue 06/01 7:01 AM 3:09 PM 8.13 863.43
Fri 96/04 6:45 AM V 16.00 879.43
MonO6/07 6:52AM 11:01PM 16.15 895.58
Fri 06111 7:02 AM 2:46 PM 7.73 903.32
Sat 06/12 7:00AM 11:06 PM 16.30 919.42
Sun 06/13 7:05 AM 2:52 PM 7.78 927.20
Mon 06/14 7:09 AM 11:55 PM 11:56 PM 16.77 943.97
Thu 06/17 8:32 AM 3:04 PM 6.53 950.50
Fri 06/18 6:54 AM 3:30 PM 8.60 959.10
Mon 06/21 7:02 AM 10:47 PM 15.75 974.85
Fri 06/25 7:00 AM 3:00 PM 8.00 982.85
Sat 06/26 7:11 AM 3:16PM 8.08 990.93
Sun 06/27 7:01 AM 10:31 PM 15.50 1,006.43
Mon 06/28 6:58 AM 3:09 PM 8.18 1,014.62
Fri 07/02 6:56 AM 12:21 AM 17.42 1,032.03
Sun 07/04 12:00 AM
MonOl/05 7:16AM 11:00PM 15.73 1,047.77
WedO7!07 7:18AM 3:12PM 7.90 1,055.67
Thu 07/08 7:00 AM 3:54 PM 8.90 1,064.57
Fri 07/09 6:45 AM E 16.00 1,080.57
Sat 07/10 7:14 AM 11:35PM 16.35 1,096.92
SunO7/11 7:05AM 10:06PM 15.02 1,111.93
Mon 07/12 7:14 AM 11:03 PM 15.82 1,127.75
Wed 07/14 7:08AM 3:11 PM 8.05 1,135.80
Thu 07(15 7:29 AM 3:30 PM 8.02 1,143.82
Fri 07/16 7:02AM 12:12AM

Som rsO’öà4d’160’98
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Puflch Detail Report 2010-01-01 -2010-09-30

Mon 07/19 7:06AM 11:15PM
Fri 07/23 7:00AM 11:50PM
Sat 07/24 7:28 AM 3:40 PM
Sun 07/25 7:09 AM 3:30 PM
Mon07126 7:00AM 11:14PM
Wed 07/28 7:53AM 3:11 PM
Thu 07/29 7:01 AM 6:30 PM
Fri 07/30 7:12 AM 11:53 PM
SatO7/31 7:06AM 1:58PM
Sun 08/01 3:01 PM 11:01 PM
Mon08102 7:02AM 11:14PM
Wed 08/04 6:53 AM 3:42 PM
Thu 08/05 7:06 AM 3:44 PM
Fri 08/06 7:04 AM 10:53 PM
Sun 08/08 12:00 AM V
Tue 08/10 7:07 AM 3:34 PM
FriO8/13 7:00AM 11:03PM
Sun 08/15 6:48 AM 1:57 PM
Mon 08/16 12:00 AM V

i Fri 08/20 7:10 AM 10:46 PM
. SatO8/21 6:52AM 1:59PM

Sun 08/22 7:08 AM 3:13 PM
Mon 08/23 7:05AM 11:21 PM

• Wed 08/25 7:12AM 3:31 PM
Thu 08126 7:19 AM 1:56 PM

• Fri 08/27 6:45 AM V
; Mon 08/30 7:03 AM 3:50 PM

Tue 08/31 7:08AM 3:19PM
Fri 09/03 6:48 AM 10:1 1 PM
Sat 09/04 6:53 AM 3:10 PM

‘ Sun 09/05 7:03 AM 3:24 PM
• Mon 09/06 6:51 AM 3:13 PM

TueO9/07 6:51AM 3:12PM
Wed 09/08 .6:51 AM 3:20 PM
Fri 0/10 6:55AM 3:27PM
Mon 09/13 7:24AM

16.15
16.83
8.20
8.35

16.23
7.30

11.48
16.68
6.87
8:00

16.20
8,82
8.63

15.82
8.00
8.45

16.05
7.15

16.00
15.60
7.12
8.08

16.27
8.32
6.62
8.00
8.78
8.18

15.38
8.28
8.35
8.37
8.35
8.48
8.53

1,177.13
1,193.97
1,202, 17
1,210.52
1,226.75
1,234.05
1,245.53
1,262.22
1,269.08
1,277.08
1,293.28
1,302.10
1,310.73
1,326.55
1,334.55
1,343.00
1,359.05
1,366.20
1,382.20
1,397.80
1,404.92
1,413.00
1,429.27
1,437.58
1,444.20
1,452.20
1,460.98
1,469.17
1,484.55
1,492.83
1,501.18
1,509.55
1,517.90
1,526.38
1,534.92

itegular Paid 1,292.72
Shift Differential DWDE Paid 221.40
Shift Differential DWED Paid 252.70
Shift Differential DWElL Paid 46.12
Shift Differential DWEN Paid 0.58
Over Time OT Paid 66.72
Sick SICK Paid 24.00
Vacation VAC Paid 64.00
RETRO Sick RS Paid 16.00
Holiday Unworked HOL Paid 7.50
Holiday Worked (100%) HOL Paid 29.97

SomersOO3347
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Printed on 0911312010 by dtrain

tndáreR&erd (Display,tjnly)

Napolitano Shannon (Licensed Schedu Actual 12010
Practical Nurse)

1 2 3 4 5 6 7 8 9 101112131415161718192021 22232425262728293031
January J I [®Oi I I
February J®®) I
March

__ __ __ __ __ __ __ __

April CØI01X XX I X XXXX I 1XXX
i May l0I®•

___

I • ..IV. a

June 1

______

a

July • I

___

1€’ . I

___

• 0.

___

August a a a ®IV

_____

• I

_____

010 • I
September

____________

• a a a • 010 I t

______

October

_____ _____

I

_____ _____ _____

I

_____

I I
November I I 1

___________

December I

_____

I I

01/14/20W Call Out
0211012010 Call Out
0311512010 Call Out
04/30/2010 Sick
04)30/2010 Sick
05/1412010 Vacation
0511612010 Vacation
06/0412010 Vacation
06/0412010 Vacation
07/09/2010 Sick
07109/2010 Sick
0810812010 Vacation V

08/1212010 Request Off
08/16/2010 Request Off
08/27/2010 Vacation
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EMPLOYEE WARNING RECORD -zc
I ii1ilti ‘i.a,iW: I l.iutjto Shccnai t{,

“.Iaati: (i45a-3 I 5p

I ‘hick or L’a oil No:

I >ale I) I’ V,trii ing; t19/ I 3/21)10

I )ep.iiaancnl : ‘1uas in g

WARNING

FLJRI Stabsiniaclaird Vaark
()I VI( )LAI’I()N

(arcIcsiiess

EJ L111111e1I 1hscitt
Witlwiat leave

(‘inialtict i:i i .,ileness

1J t)islIicee l’inae & Aileiihiiice

11 I Joreported .\huse of Sick T.vaveiI1rini[iai
.hsciic Illness

COMPANY REMARKS
Sheena has called out sick) tunes within the last 90 days (6/I. 6/21, 9/13). or the three uceuraccs two have been prior to a day not

sdacdtaled (6/21 was l>eflre a six day break in schedule and 9/I) was bcfi)re her nornial (lay o0 of9fl4). See attached.

EMPLOYEE’S REMARKS

.t, I )riL \Varning ci
b. Waincia W,iria ia”
c. Sii’.pcii’ii ‘ii II of L)ays

__________________

S icnaiture of he person ch til Ic
1iieparcd th wtrniaag / 1

L.

1/

tIcrnpIoycL’ rellises 10 accept copy o loran:

I ).ile (II Vn,laatjun: l)’1ll 2/2011)

I lane ( )I• Vie,Iaiiua,:

Pattern Ahsentteeisna Q 1.ate Call - Oil Ixcessive Abcenlccisin

I Inenaiperaitive f I .unch/ Rest ltrc;ik Period Ahus

IIIiI)l4y Signalure

I he ah.caace oF any sn Canaan on the pant of the lMPtOYE1 indicates hi ‘her agrecinean with ihe report as sitited.

CkWc’(E t-tVk- &u 4)
- ,cI( J)- I9.€ff€

.
‘Po,fr’k

I cailereat any version of abe mutter above. tjr Fc I U Y1cL ,
/ 7

-, ‘ . t)mte

ACTION TO BE TAKEN

II, I )iscliante Date

t,”anauiicflts:

Approved ny

I have I’caa) this “wariaina” .uid understand it.

Iiiii)lii jt:’ S!Ii;tiiire

Dale

II’ chaplin cc ,cIiisc(iii sie.n:

Ibis is Iii ccriil ihait the cnipkiye owned in this

Icluiri n.is a;anicd by his stiprvisor in any presence
t ilacerhl I tist ihe sia hject intiLter Cinita med therein,”

‘I’. Supervisor:

Employee rellases In accept his copy iii this niaralimnt
notice.’

uring
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Claudlo Sheena R (Licensed
Practical Nurse)

January

February.
Maich
Apr
MaY
June
.JuIy

August
September
October

November
December

0412512010
‘110

06!. 1O
0910u2010
0911312010

:d an 0911312010 by dtrain

lp5ance Record (Dispfay On’y)

_____ ____

Year

Actual 12010

1 2 3 4. 5 6 7 9 -ion 12131415161718:192021 22232425262728293031

Request Oft
Call Out
Call Out
Vacation
Call Out
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EMPLOYEE WARNING RECORD
I iiipIii :L’ ‘.‘,iine: t ho Shecini l. C )n’k iii hi ml ‘);v I )qhnmici’t: 1tirsint

slim: 4’a—3 I 5p I)jte 01 Vtrntiig: 1)911 3/20 I))

WARNING

I ):mte ( )f Violation: 1)9112121)1)) NAI’t )RI SiihstaiidtrtI Work Q (tindtict I .ateness

01 VIOl.,rhoN
I tine i )I Violation:

.aretssiwss Ihiethience ci lime & ttciiihiitia

cj Reported Absent I lnrepuried :i .-\bne ui Sick I .eavcl l’ron( iii
Vithout L.eave bsenee I Ihiess
(‘atlemn cilticeism f I.ate (ilI — I )lt• Ixcesstve hseiteeisni

I micutiperative Q lainehi Ria.t Preak Period Abuse

COMPANY REMARKS
Sheena has been late 64 times since 111/2010. Within the last 30 days (8/12-9/12) she has been late 16 times. This is excessive and
requires inhmnedhate improvement. See uLtiiched.

EMPLOYEE’S REMARKS

rh absence ni’ a y ‘taLcinent rn the part ot. the 1MPL0YIE indicates Iiisihcr greetuent with the report. s stilled..

i\u(J -Q u-Qc4x1ft/ cc’ti’’i’W4/, 7I ç l.1c1- ei? i4ç’Q. /-&Cti/

/ kU(\ /ed-’ J h441 c(9(led k )-o -/‘(.

1tIof’-’. fh9 ,i.Lq &k!QrtSt
entered my version of the matter above. (f’ Itt, ‘ 7 1 I J.

— •4_ 4JLL en iJ7cp
ij t’j&c,i ii) t—ti (S t —‘ s.

Iinphiyee’s signature 3) ( //,i /,
iiILs]h&j:Ivi

a. I )ral Warning

___________________

(.‘Lnnmenes:

Ii. Written W;irnin

e. Spensinn

______________

4 of Days

___________

il. l)iselnlrge u
Approved Ily

4amne title I)ate

1 have read this ‘warning’ intl tinderatind it.

I feuliphiiyee rijtjlses to ‘sign:

flii IS to certify that the employee manned in this
tcpu)rl was varned by his supervisor in my
concerning the subject flatter coiuaincd therein.”

I employee refuses to accept copy of titan:

hinployee reliscs In accept his copy of this wariiiog
1)0(1CC.”

Supervisor:

u rsint

SomersOO3467



h I)ei;iil 1cpt)rt

__________

laiedio ‘heeiia R. I. iceiicd Pr:ictic.it tw.’e (JO: I”/ I File No:

IN I U iT IN I )IJ1’ IN )I I r - I( )Thl .5

e 0111’) ,:.15 AM 3:15 PM 8.50 8 il)

.ed 01111) 6:45 AM 3:15 PM 3.51) I 1(11)

[ha 1)1/21 6:45 AM 3:15 PM 50 25. ()

Fri 1)1122 6:45 AM I 1:15 PM I 6.50 12.01)

• Mon 1)1/25 6:45 AM 5:45 PM II .1)1) 53.01)

[tie 01 ‘26 6:15 AM 3:15 PM 3.50 1)1 i()

Wed 1)1/27 6:45 AM -1:01) PM L)75 7fl. 75

thu 1) 1i23 6:44 AM 1:11) PM 9.43 80. I 8

• Sat 01/31) 6:41 AM 4:33 PM ‘).37 90.1)5

Sun 1)1131 6:42 AM 4:31) PM 9.30

Mon 02)01 6:16 AM 4:20 PM 0.57 I 1)9.42

Wed 02/03 6:39 AM 4:14 PM 9)8 II 1)01)

Hut 1)2/04 6:41 AM 3:26 PM 8.75 127.75

Fri 02/05 6:43 AM 3:22 PM 8.65 136.41)

SI 02/06 6:47 AM 3:21 PM 8.57 1.14.97

Mon 02/08 6:41 AM 3:57 PM : 9.27 154.23

rue 02/1)9 6:15 AM 0:56 PM 15.18 169.42

Wed 02/10 6:54 AM 3:15 PM 8.35 177.77
Fri 02112 6:45 AM .1:15 PM 8.50 186.27

Sat 02/13 6:47 AM 3:23 PM 3.60 19487

Sun 02/14 7:30 AM 3:22 I’M 7,87 202.73
Wed 02/17 6:39 AM 3:17 I’M . 8.63 211.37

lini 02/13 6:43 •\M .1:12 PM 9.18 221)35

Fri 02/19 6:41 AM 11:1)1) PM 16.32 237.11

Mo 02/22 6:32 AM 3:24 I’M 8.70 1 15.87

Tue 02/23 6:53 AM 475 PM 953 255.40

ed 02/24 6:41 AM 3:28 I’M 8.78 264.18

.iiu (12/25 6:42 AM 3:51 PM . 9.15 27333

02/27 6:33 AM 3:45 PM 9.12 232.45

Sun 02/28 7:1)1 AM 4:00 PM 8.98 291.43

Mon 03/01 6:47 AM 10:00 I’M 15.22 i06Ai5

Wd 03/03 6:44 AM 3:38 I’M 8.9(1 II i.55

IThu 03/04 6:44 AM 400 PM 027 24.$2
[‘rI 03105 3:06 PM 9:1)0 PM 5.90 10.71

Mon 03/08 6:51 AM 3:13 PM 8.37 139.08

Tue 03/09 6:47 AM 4:05 I’M 0.30 318.3$

Wed 03/10 6:55 AM 3:11 PM 8.27 356.65

Thu 03/il 6:42 AM 3:16 I’M . 8.57 365.22
Sat 1)3/13 6:39 AM 8:00 PM 13.35 318.57
Sun 03/14 7:34 AM 4:30 PM 8.93 181.5(1

Mon 1)3115 3:13 I’M 12:16 AM 9.05 3%.55

rue 03/16 7:01 AM 4:09 PM ‘113 105.6$

Wed 03/17 6:41 AM 4:05 PM ‘1.40 11508

Fri 03/19 6:42 AM 3:56 I’M 9.23 •12.LJ2

Mon 03,22 7:44 AM 3:49 I’M 3.08 132. II)

Cue 03/23 (3:42 AM 9:00 PM 14.31) 1.16.70

Wed 03/24 6:45 AM 3:31 I’M 3.77 l547

Fri 1)3/26 6:44 AM 3:16 PM 8.53 16401)

Sat 1)3/27 6:51 AM 7:1)1 PM 12.17 176.17

Sun 03128 3:27 PM 11:15 PM 7.81) 183.97

Mon 03/29 6:50 AM 4:1)0 I’M . ‘117 193.13

Wed 03/3) 6:44AM 3:17PM 3.55 501.63

Thu 04/f) I 6:42 AM 3:15 PM 3.55 510.23

ri 1)4/1)2 6:42 AM 3:3 I PM 3.82 519.05

Mon 1)4/05 6:39 AM 3:33 PM 3)8 528.03

Cue 04.06 6: 17 AM 3:19 PM 3.53 536.57

Puge I of 3
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it’Ii I)etail IiI)iit’t tilt-ill ill . •i)(II Il’).:U

:‘d 0.lt)7 6,5 AM 11)1) PM 12.12 1$
flui t).1i03 i,:-15 AM 3:18 PM 3.55 557 23

S,it 04! Ii) 1:12 AM .1:16 PM 3.07 565. i)
Sn 04/I I 6:42 AM 3:15 PM 3.55 i7335
“ic 1)4/I) 6:47 AM 3:45 PM ‘1.07 582t2

.d 04114 6:33 AM 3:49 PM 9.1$ 392.00
flut 1)4/15 (3:53 AM 3:13 I’M 3.33 600.33
Fri 04/(6 6:57 AM 1:00 PM 9.05 t,I)9,3$
Mon 04/19 7:32AM 3:17PM . 7.75 617M3
Fuii 04/20 (3:43 AM 1:53 PM 9(18 1.6.72
Wed 04/21 6:5! AM 3:33 I’M 3.70 635.12
(‘hit 04/22 6:42 AM .3:45 PM 0.05 644.47
Sat 04/24 7:22 AM (:32 PM 6.17 650.C3
Mon 1)4126 6:55 AM 3:57 I’M 9.03 659 67
Wed 04128 (5:51 AM 3:51 PM 9.00 663.67
flni 04/29 7:04 AM 3:42 PM 8.63 677. it)
Fri 04/30 6:54 AM 9:40 PM (4.77 602.07
Mon 05/03 7:02 AM t):02 I’M 14.1)0 71)6j)7
Wed 05/05 6:49 AM 3:15 PM 8.43 7(4.51)
Sun 05/09 7:1(1 AM 9:25 PM 14.25 723.75
Mon 1)5/lU 7:01 AM 3:15 PM 3.23 136.98
Wed 05/12 7:05 AM 335 PM 8.50 745.43
(Thu 05/13 7:04 AM 3:36 PM 3.53 754.1)2
Fri 05/14 7:09 AM 3:44 PM 8.58 762.60
Sun 05116 6:57 AM 3:16 PM 8.32 770.02
Mon 05/17 7:01 AM 3:51 PM 8.83 779.75
ftc 05/18 7:05 AM 4:59 I’M 0.90 ?39.u5
WedO5/19 7:08AM 1:18PM 12.17 $01.32
Ihui 05/20 6:56 AM 3:39 I’M 8.72 3(0.53
Sat 05/22 8:52 AM 3:23 PM 6.52 317.05

‘n 1)5/23 6:56 AM 7:0! PM 12.08 329.13
:n 05/24 6:56 AM 3:35 PM 8.65 337.78

fluti 05/27 7:1)1 AM 7:1)8 PM 12.12 3.19,00
Sat 1)5/29 7:22 AM 3:15 PM 7.88 357.78
Sun 05/30 6:51 AM 3:05 I’M 8,23 366.02
MonOS/31 7:00AM 3:22PM 8.37 374.38
WedO6/02 6:38AM 3:22PM 8.73 $83.12
Fi406/0$ 6:39 AM 3:19 I’M 3.67 $91.73
Sat 06/05 (5:42 AM 3:18 PM 8.61) )00.3$
Sun 06/06 6:47 AM 3:31 PM 8,73 909.12
Mon 06/01 6:55 AM 3:42 PM 8.78 1)17.91)
Wed 06/09 6:50 AM 3:26 PM 8.60 9’650
rhu 06/10 6:49 AM 2:53 PM 8.07 934.57
Fri 06/Il 6:46 AM 3: 15 I’M 8.48 943.05
Sun 061(3 7:04 AM (0:54 PM 15.83 958.38
rite 06/15 6:4! AM 3:58 I’M 9.28 068.17
Wed 06/16 7:13 AM 3:39 PM 3.43 976.60
[‘(rn (>6/17 6:38 AM 9:71) PM 14.70 99(30
Sat 1)6/19 6:58 AM 8:03 PM (3.08 l.004.38
Sun 06/20 6:46 AM 3:10 PM 3.40 L012.73
Wed 06/23 6:41 AM 3:27 PM 8.67 1,021.45
‘flut 06/24 (3:47 AM 3:29 PM 3.70 1,030.15
Mon 06/28 6:45 AM 6:06 PM 11.35 1,041.51)
itic 06/29 (5:52 AM 3:31 PM 8.65 1,050.15
Wed 06/30 6:42 AM .3:29 PM 8.78 (.058.93
Sat 07/03 7:51 AM 3:36 PM 7.65 Li)66,58
“n 07’04 6:51 AM 3:33 PM 8.70 (.075.28

.d 1)7(07 6:3’) AM 3:15 I’M 8.01) 1,1)83.88
Fri 1)7/09 6:53 AM 3:19 PM 3.43 (1)02.32
Mon 07/(2 6:54 AM 3:31 PM 3.62 (00.93
rite.07/13 ti’9 AM 3:17 PM .3t) ((0023

‘ 1)1
V SomersOO346g “c’



I

Lii I )e( au Report U 11,,#i.,,

.iiO7JI1 (,:53 AM 1:24 PM
SIlO ()7,) 5 0:33 AM 3:11) PM
Mon 07/I’) o:l I AM 1:25 PM
Wd 07/2 I 6:4 I AM .3:21 PM
rIj 07122 6:41 AM 3:11) PM

i 07/26 6:55 AM I 1:24 PM
WeLl 07/28 6:4 I AM I 1:22 I’M
Sat 1)7/31 6:43 AM 3:35 PM
Sun (181(1 I 2:49 PM 1 1:07 PM
Mon (18102 6:56 AM 3:27 PM
flie 1)8/03 6:48 AM 5:29 PM
Fri (18/06 6:4(1 AM 3:37 I’M
Mon 08/09 6:48 AM 3:32 PM
rtico8/Io (i:S9AM 3:51 PM
Wed 08/I I 6:58 AM 3:41) PM
SaL 08/14 6:44 AM 3:34 PM
Sun (13/15 7:1)1 AM 3:51 PM
Mon 08/16 6:55 AM 11:15 I’M
Tue 03117 1:00 AM 3:23 PM
Wed 08/13 7:11 AM 3:21 PM
Fri 08/20 7:04 AM 2:34 PM
Mon 08/23 7:07 AM 5:57 PM
rue 03/24 6:55 AM 6:24 PM
Wed 03/25 6:54AM 3:35 PM
SatO8/28 7:01AM 3:16 I’M
Sun 08/20 6:54 AM 3:10 I’M
Mon 08/31) 6:52 AM 3:06 I’M
Wed 09/01 6:53 AM 3:35 PM
rhu 09102 6:51) AM 2:06 PM
Fri 09103 6:53 AM 3:28 PM
‘ ‘n 09/06 6:55 AM 3:17 I’M

. 09/07 6:45 AM V
Wed 09/03 7:06 AM 3:33 PM
Thu 09/09 6:53 AM 2:52 PM
Sat 1)9/1 I 6:57 AM 3:15 PM
Sun 09/12 7:08 AM 3:22 I’M

Regular
Shill Diflireinial
Sit I It Di iferentiaL
Shill Differential
Over Time

8.52

0.73
8.67
9.38

16.43
Iu,.68
3.7$
8.31)
8.52

13.68
8.95
8.13
8.87
8.70
8.33
8.33

16.33
8.38
8.17
7.5(1

111.83
11.18
8.63
8.15
8.27
8.23
8.71)
7.27
8.53
837
8.01)
8.45
7.08
3.30
8.23

LII! li

l.12( II
l.lJo.I 1
1,11481
1.I5•1 2
1.1 70.81)
1.18718
1.1% 27
1.20.1 A?

1.21 .‘(8
1.226.!?
I .23 i. I’
(.214 Ii
1.25

.2 70. 8 S

1.1 1’) uS

I. I).I 11)

111.1.
.32(1(11

I, I 0i(I
1.3.12 $
1.351 (11
iii’) ‘.2

IS
I.7i 1)

I.$.I I.!
I (‘3

I, 1(1(1 11
I, (l)3o I
I. 1I6.o I

“8
1.1110!
1.131.

4I (,l(

Framing
Vacation
1 loliday Worked ((00%)

Paid 1212.85
l)WDE Paid 124.42
oWED Paid 260.27
OWEE Paid 55.65
OT Paid I)745

TRN l’aid 49.30
V.4C Paid 8.00
EIOL Paid 22.50

Pe .ltt t•
SomersOO347O



EMPLOYEE WARNING RECORD

p417

EMPLOYEES REMARKS

The absence ofany statement on the part ofthe EMPLOYEE Indicates his/kern the report as slated.

44 ‘0 / ‘f 3i— )Tc-z/ va a
i y 6y b

:enIercd my vetelon of U titer above. (/€vt.—
.. 2?) W ,i)

ACTIONTOBETAKEN

a. Onil Warning

__________

b. Written Wurnin

Ifemployee refltses to accept copy of form:

Employee retitses to accept his copy ulihis warning

‘ notice.”

Supervisor: - -

Dale

• I

iimployecs Name: Jacques Jililan

Shift: 245p-1 I 15p Date Of Warning:

Date Of Violation: 0910512010

Time OfViolation:

Clock or Peyrol No: Department: Nuesing

0911312010

NATURE Q Substandard Work [] Conduct [ Lateness

OF VIOLATION

ci Carelessness [] DIsobedience [] Time & Attendance

Reported Absent
VIthoui Leavo

Pattcm Absentlecism

J] Unreported
Absence

fl Late Call -Off

[] Uncooperative

COMPANY REMARKS

Abuse ofSick Leave! Prootof
Illness

EJ Excessive Absenteeism

Lunch! Rest Brenk Period Abuse

Jillian has been late 109 times since 1/1/2010. Within the last 30 days (515-915) she was late II times. This is excessive and requires

immediate improvement. See attached.

ft
// Date

C. Suspension

d. Dischnip
o

_________

#ofDays

_______

________

Date

Approved 6y

Name Title Date

I have read this “warning” end understand it.

V

Signature of the person who Title Date

Empioyccs Signature Date prepared the warning

tremployce refuses to sign:

“This is to ccrtif’ that the cmployce.named in this

report was warned by his supervisor in my presence

concerning the subject matter contained therein.”

Witness: Dale

Ic6(HIBIT:o

I 1s-(
I 3//i

Somerset

I SomersOO25j 8



EMPLOYEE WARNING RECORD

1inpIoyed’sNamc Jacques Jilijan Clock or PayrolNo: Department: Nursing

Shift 245p-1 I 15p Date Of Warning: 09113/2010

WARNING -

Date Of Violation: 09105t1010 NATURE Q Substandard Work [] Conduct Lateness

OF VIOLATION
flme OfViolation.

ci Q Disobedience Q Time & Attendance

[]Repodcd Absent [] Unreported [] Abuse of Sick Leave! Proofof

Without Leave Absence Illness

Q Pattern Abscntteclsm []btc Cafl - Off (] Eiccesslve Absenteeism

Q Uncoopesetive [] Lunch! Rcst Break Period Abuse

COMPANY REMARKS
Jililon has been late 109 times since 1IU2010. Within the last 30 days (815-9/5) she was late II times. This is excessive and requires

immediate improvement. See attached.

EMPLOYEE’S REMARKS

Thu abtence ofarty statement on the part of the EMPLOYEE Indicates his/her agreement with the repsetas stated,

‘ir nlcrd my version of the mailer above.

liip1iyee’s Signature Date

a. Oral Warning a

_____________

Cornrncn!s

I,. Written Wnmin

_____________
___________

ofDays

_________

ii. tflsuhnrge

_____________

Data

__________

Approved By______

________________________________________

Nume Title Date

I lmvc read this and understand it.

Signature of the person who Title Date

InipIuycei Signature Date prepared the warning

II. employee rellises to sign:
If employee refuses to accept copy of foma:

Ibis Is to ccrtII’ that the employee named In this
report was warned by his supervisor in my presence Employee retinas to accept his copy of this warning

concerning the subject mutter contained thercin.u notice.’

Supervisor:

_____________________

Pate

Somerset

SomersOO25l 9

- -

- ACTION TO BE TAKEN ‘



1Dcta1l Report
2010-01-01 - 20)0-09-30

‘Jacques lillian Licensed Practical Nurse CO: BV1 File No: 000)40

______

IN OUT IN OUT IN OUT TOTALS

rriOlIOI 3:02PM 11:44PM 8.70 8,70

Mon 01/04 3:OD PM 1:15 AM 10.25 18.95

Tue 01105 2:48 PM 12:25 AM 9.62 28.57’

Wed 01106 2:50 PM 11:21 PM 8.52 37.08

Sat 01109 3:08 PM 12:20 AM 9,20 46.28

Sun 01/10 2:56 PM 11:23 PM 345 5473

Mon 01111 2:54 PM 11:21 PM 8.45 63.18

Wed 01/13 3:00 PM 12:37 AM 9.62 72.80

Thu 01/14 3:02 PM 11:26 PM 8.40 81.21)

Fri 01/15 2:56 PM 12:09 AM 9.22 90.42

Mon 0 1/18 2:56 PM 11:20PM 8.40 98.82

TiieOl/19 3:00PM 1:28AM 10.47 109.28

Wed 01/20 2:51 PM 12:42 AM 9.85 119.13

Fri 01/22 3:04 PM 11:21 PM 8.28 127.42

SatOl/23 2:59PM 12:52AM 9.88 137.30

Sun 01124 2:54 PM 1:37 AM 10.72 148.02

Wcd 01/27 2:52 PM 11:18 PM 8.43 156.45

Thu 01/28 2:54 PM 11:57 PM 9.05 165.50

Fri 01/29 2:54 PM 12:22 AM 9.47 174.97

Mon 02/01 252 PM 12:59 AM 10.12 185.08

Tue 02102 2:53 PM 1:00 AM 10.12 195.21)

Wed 02/03 2:5) PM 12:04 AM 9,22 204.42

Fri 02/05 2:50 PM 11:16 PM 843 212.85

SatO2/06 3:02 PM 11:19PM 8.28 221.13

“n 02107 2:52 PM 11:23 PM 8.52 229.65

;ho2/oB 2:50PM 11:16PM 8,43 238.011

Wed 02/)0 2:49 PM 11:20PM 8.52 246.61)

Thu 02!)) 2:54 PM 11:18PM 8.40 255.01)

Fri 02112 2:54 PM 11:20 PM 8.43 263.43

Mon 02/15 2:56 PM 11:20 PM 8.40 271.83

‘rue 02/16 2:50 PM 12:21 AM 9.52 281.35

Wed 02/17 2:50 PM 12:16 AM 9.43 290.7)1

Fri 02119 2:52 PM 12:18AM . 9.43 300.22

Sat 02/20 2:45 PM V LOU 308.22

Sun 02/21 2:57 PM 11:22 PM 8.42 316.63

Mon 02/22 2:53 PM 1:08 AM 1025 326.88

Wed 02/24 2:54 PM 12:32 AM 9.63 336,52

I’hu 02/25 2:54 PM 12:L5 AM 935 345.87

Fri 02/26 2:55 PM 11:52 PM 8.95 354.82

Mon 03/03 2:53 PM 11:20 PM 8,45 363.27

I’ue 03/02 2:54 PM 11:50 PM 8.93 372.20

Wed 03103 2:56 PM 11:57PM . 9.02 381.22

Ir1 03/05 2:52 PM 2:32 AM 11,67 392.811

stgO3/06 2;58PM 11:51 PM . 8.88 401.77

Sun 03/07 2:58 PM 12:17 AM 9.32 4)1.08

Wed 03/10. 2:56 PM 2:00 AM 11.07 422.15

ihii 03/Il 2:59 PM 1:26 AM 10.45 432.60

Fri 03/12 2:54 PM 4:00 AM 13.10 445.70

Mon 031)5 2:52 PM 11:20PM 8.47 454.17

I’iie 03/16 3:00 PM 12:58 AM 9.97 464.13

‘,VucjO3/17 2:54 PM 1:31 AM 10.62 474.75

13119 3:00 PM 12:03 AM 9.05 483.80

s:ii’03/2O 2:55 PM 11:41 PM 8.77 492.57

Sun 03/2) 2:56 PM 11:33 PM 8.62 501.18

Mon 03122 2:55 PM 11:55 PM 9.00 510.18

Wed 03/24 2:53 PM 12:33 AM 9.67 519.85
SomersOO252O



,l, Detail Report 2010—1)1—1)1 — 2010—09—3(1

9.77 529.62
9.25 538.87
8.75 547,62
9.95 557.57
8,78 566.35
8.97 575.32
8.37 583.68

10.23 593.92
8.67 602.58
9.30 611.88
9.17 621.05
9.77 630.82
9.88 640.70
8.63 649.33
9.22 658.55
8.28 666.83
8,47 675.30
8.28 683.58

10.27 693.115
9.47 703.32
9.42 712.73
923 721.97
9.80 731.77
9.08 740.85
8.82 749.67
9.80 759.47

l0.55 770.02
9.32 779.33
9.85 789.18
8.80 797.98
9.10 807.011
8.53 815.62
9.00 324.62
8.52 833.13
8.37 841.50
9.40 350.90
9.12 860.02
9.62 369.63
8.27 877.91)

10.15 888.05
9.40 897.45
9.90 907.35
8.48 915.113
8.70 924.53

11.47 936.01)
9.05 945.05
8.72 953.77
8.00 961.77
8.00 969.77
8.00 977.77
6.00 965.77
8.00 993.77

10.68 1.004,45
9.27 1,013.72

10.35 1,024.07
9.20 1,033.27
9.82 1,043.1)8
9.45 1,052:53
9.30 1,061.83
9.42 1,071.25
9.40 1.080,65

SomcrsOO252age2oI4

‘ ..
diu 03125 3:0) PM 12:47 AM

Mon 03/29 3:00 PM 12:15 AM
• Tue 03/30 3:43 PM 1228 AM

/ Wed 03/31 2:58 PM 12:55 AM
‘1 04102 3:00 PM I 1:47 PM

104/03 2:57PM 11:55PM
Mon 04/05 2:58 PM 11:20 PM
Wed 04/07 2:58 PM 1:12 AM

• Thu 04/08 3:03 PM I 1:43 PM
Fri04I09 2:54PM 12:12AM
Mon 04/12 2:58 PM 12:08 AM

: TueO4/13 3:02PM 12:48 AM
Wed 04114 3:02 PM 12:55 AM
Fri04/16 3:13PM 11:51PM
SatO4/17 3:04PM 12:17AM

, Sun 04/18 3:00PM 11:17 PM
Mon 04119 2:58 PM 11:26 PM
Wed 04/21 3:06PM 1k23PM

?; Thu 04/22 3:01 PM 1:17 AM
Mon 04/26 3:02 PM 12:30 AM
Tue 04/27 3:02 PM 12:27 AM

1 WedO4/28 3:00PM 12;I4AM
Fri 04/30 3:04 PM 12:52 AM

j Sat 05/01 3:00 PM 12:05 AM
Sun 05/02 3:06 PM 11:55 PM
Mon 05/03 2:51 PM 12:39 AM

I Wed 05/05 256 PM 1:29 AM
Thu 05/06 2:57 PM 12:16 AM
Frf 05/07 2:53 PM 12:44 AM
Mon 05/10 2:58 PM 11:46 PM

\05!11 2:51PM 11:57PM
Jo5/12 2:58PM 11:30PM

Fri 05/14 2:58 PM 11:58 PM
SoLOS/iS 2:56PM 11:27 PM
Sun 05/16 2:58 PM 11:20 PM
Mon 05/17 2:58PM 12:22AM

! Wed 05/19 2:52 PM 11:59 PM
? Thu 05/20 2:56 PM 12:33 AM

Mon 05/24 2:59 PM 11:15 PM
Tue 05/25 2:56 PM 1:05 AM

: Wed 05/26 2:55 PM 12:19 AM
FrI 05/28 3:32 PM 1:26 AM

: Sun 05/30 3:08 PM 11:37 PM
Mon 05/31 2:54 PM 11:36 PM
Wed 06/02 2:58 PM 2:26 AM
Thu 06/03 2:59 PM 12:02 AM
g: 06(04 3:05 PM 1 L:48 PM
Mon 06/07 2:45 PM V
‘rue 06/08 2:45 PM V

• Wed 06/09 2;45 PM V
Fri 0611 I 2:45 PM V

, SaL 06/12 2:45 PM V
Mon 06/14 2:50 PM 1:31 AM

. Wed 06/16 3:02 PM 12:18 AM
‘I’huO6/17 2:56PM 1:17 AM
Fri 06118 3:09 PM 12:2 I AM

06/21 3:00PM 12:49AM
,•.16/22 3:15 PM 12:42 AM

Wed06/23 2:56PM 12:14AM
FrI 06/25 3:00 PM 12:25 AM
Sat 06/26 3:02 PM 12:26 AM



jDo1aiI Report
2010.4)1-UI - 2010-1)9-30

06/27 3:02 PM 12:07 AM
9.08 1,089.73

;.Won 06128 3:03 PM 12:59AM
9,93 1,099.67

I Wed 06130 2:52 PM 1:08AM
10.27 1109.93

j “ 07I0i 2:55 PM 12:44 AM
9.82 1.119,75

/ . 107/04 12:00AM

f Mon 07/05 2:58 PM 12:22 AM
9.40 1,129.15

Tue 07/06 2:52 PM - 1:50 AM
10.97 1,140.12

Wed 07/07 2:57 PM 1:18 AM
10.35 1,150.47

Sun 07/11 2:48 PM 12:30 AM
9.70 1,160.17

Mon 07/12 2:48PM 1:50AM
11.03 1,171.20

Wed 07/14 2:53 PM 1:57AM
11.07 1,182.27

Thu 07/15 2:48 PM 12:21 AM
9.55 1,191.82

FrI 07116 2:50 PM I:54 AM
11.07 1,202.88

Mon 07/19 2:50 PM 12:50AM
10.00 1,212.88

Tue 07/20 2:56 PM 1:27 AM
10.52 1.223.41)

Wed 07/21 2:54 PM 12:59 AM
10.08 1,233.48

FrI 07/23 2:47 PM 1:33 AM
10.77 1,244.25

Sat 07124 2:50 PM 11:43 PM
8.88 1,253.13

Sun 07/25 2:49 PM 11:58PM
9.15 1,262.23

Mon 07/26 2:48 PM 12:11 AM
9,38 1.271,67

Wed 07/28 2:50 PM 1:09AM
10.32 1,281.93

Thu 07/29 2:54 PM 1:53 AM
10.98 1,292.97

Fri 07/30 2:45 PM V
L00 1300.97

Mon 08/02 2:45 PM V
8.00 I .308.97

TucOK/03 2:51 PM 12:42AM
9.85 1,313.82

Wed 08/04 3:02 PM 11:48 PM
8.77 1327.58

Fri 08106 2:57PM 2:18AM
11.35 1,338.93 1

Snt08I07 2:48 PM 12:10AM
9.37 1,348.30

Sun 08/08 2:51 PM
:

12:55AM
10.07 1358.37

.n 08/09 2:51 PM 12:31 AM
9.67 1,368.03’

Thu 08/12 2:50 PM ‘2:57AM
12.12 1,380.15

Fri 08/13 2:53 PM 12:58AM
10.08 1,390.23

Mon 08/16 2:50,PM 11:50PM
9,00 1,399.23 ‘1

Tue 08/17 2:49 PM 2:02 AM
11.22 1,410.45

Wed 08118 2:56 PM 1:12 AM
10.27 1,420.72

Fri 08/20 2:50 PM 1:21 AM
10,52 1,431.23

Sa108121 3:01 PM 12:26AM
9.42 1,44(1.05

Sun 08/22 2:51 PM 12:20 AM
9.48 1,450.13

Mon 08123 3:00 PM 1:17 AM
10.28 1,460.42

Wed 08/25 3:07 PM 1:10AM
10.05 1,470.47

Thu 08126 2:58 PM 12:21 AM
9.38 1,479.35

FrI 08/27 2:55 PM 2:24 AM
11.48 1,491.33

Mon 08/30 2:44 PM 12:02 AM
9.30 1,5011.03

Tue 08/31 3:06 PM 12:40 AM
9.57 1,510.20

Wed 09/01 2:52 PM 12:45 AM -
9,88 1,520.03

Fri 09103 3:48 PM 7:34 PM 7:48 PM 12:51 AM 882 1,528.90

Sot 09/04 2:52 PM 11:38 PM
8.77 I,537.(7

Sun 09/05 2:56 PM 11:55 PM
8.98 1,546.05

Mon 09/06 2:49 PM 7:45 PM 7:49 PM 11:48 PM 8.92 1,553.57

WedO9/08 2:44PM
Thu 09/09 2:46 PM
Fri 09110 2:46 PM 11:20PM

8.57 1,564.13
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iort 1010411—01 — 1010—119—31)

ar
ft Differential

Shift Differential
Shift Differential
‘ift Differential

time
Vacation
Holiday Unworked
Holiday Worked (100%)

Paid
DWDE Paid
DWDN Paid
DWEE Paid
DWEN Paid
OT Paid
VAC Paid
HOt; Paid
Hot; Paid

1,331.12
1,071.62

93.72
217.45

25,22
90.82
64.00
8.00

31.92
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Ipnployees Name: Jacques Jillian

Shift: 245p-l I 15p

EMPLOYEE WARNiNG RECORD

Clock or Payrol No:

Date Of WarnIng: 09/1312010

Department: Nursing

P-lw

WARNING -

NATURE Q Substandard Work
OF VIOLATION

Carelessness

[] Reported Absent
Without Leave

Pattern Abseuttecisin

COMPANY REMARKS

EMPLOYEE’S REMARKS

The absence ofany statement on the part of the EMPLOYEE indicates his/her agreement with the report as stated.

4- ,A- 7 $) / Vt-v ,

Jo /S ØL 44 /e&) C(
ve entered my version of the ma r above.

Employee’s Signature ?t4/I.. CE?

If employee refuses to sign:

This is to certify that the employee named in this

report was warned by his supervisor in my presence

concerning the subject matter contained (herein.”

Date Of VIolation: 09/05(2010

Time Of Violation:

Conduct

Q Disobedience

Q Unreported
Absence

[]LateCidl-Off

[] Uncooperative

fJ Lateness

[] Time & Attendance

[J Abuse olSicic Leave! Proofof
Illness

[J Eaeessive Absenteeism

[J Lunclm/ Rest Break Period Abuse

Jillian has called out 3 times within the last 60 days. Each occurance was the day after an unschedulled day off therefore extending her

period of time off. See attached.

a. Oral Warning

b. Written Warnin

c. Suspension

d. Discharge

a

a
ci

II of.Days

Dote

Comments:

j(•C 12(j — -C 4C f

hJmç. jZ (4, 4
. a,c .

Name

Approved By

I have read this “warning” and understand it.

Signature of the person who Title Date

Employee’s Signature Date prepared the warning

Title Date

Date (:1l(I/’L?

If employee refuses to accept copy üf form:

‘Eniployee refuses to accept his copy of this warning
notice”

Supervison Date —

Somerset

SomersOQ25j 5



1inpkiyee’s N;mie: Jacques i illbn

Shill: 245p-1 I 15p

EMPLOYEE WARNING RECORD

Clock or Payrol No:

Date Of Warning: 0911312010

Department: Nursing

NATURE Q Substandard Work

OF VLOLATION
[]Carelcssncss

[]Reported Absent
Without Leave

Pattern Absenitceism

If employee refuses to sign:

This is to certify that the employee named in this

report was warned by his supervisor in my presence

concerning the subject mutter contained Ilicrein.’

Witness: Date

Date Of Violation: 09/0512010

rime Of Violation:

Conduct

Disobedience

Q Unreported
Absence

Late Call-Off

Q Uncooperative

Lateness

Q Time & Auendance

Q Abuse of Sick Leave! Proof of

Illness

[J Excessive Absenteeism

Q Lunch! Rest Break Period Abuse

COMPANY REMARKS

Jillian lies called out 3 times within the last 60 days. Each occurance was the day after an unsehedulied day off therefore ectendiii her

period of time oft See attached.

EMPLOYEES REMARKS

The absence of any statement on the part of the EMPLbYEE indicates his!her agreement with the report as stated.

ye entered my version of the mutter above.

Employee’s Signature
Date

__________

ACTION TO BE TAKEN

a. Oral Warning

b. Written Wasnin a
c. Suspension

ti. Discharge r:i

1! of Days

Date

Approved By

Name Title Date

I have read this twarning and understand it.

Signature of the person who Title Date

IrnployeWs Signature Date prepared (he warning

If employee refuses to accept copy of form:

Employee retlises to accept his copy at’ this warning

ilotice.”

Supervisor: Date

Somerset

SomersOO25l 6



Printed on 0911312010 by dirain

01/08!2010
02I )10
031 ilO
03/2612010
04/04/2010
0610712010
06/0612010
06109/2010
061t112010
0611212010
07/0912010
0113012010
08/02/2010
08/11/2010
09/1312010

Call Out
Vacation
Call Out
Call Out
Call Out
Vacation
Vacation
Vacation
Vacation
Vacation
Call Out
Vacation
Vacation
Call Out
Call Out

Jacques Jilhian (Licensed Schedule

Practical Nurse
Actual

1 2 3 4 5 6 7 8 9101112131415161718192021 22232425262728293031

Januaiy
Februaiy.
March.
Apr
May
June
July::

August
5eptèibei

Oàtob’er..: :c
November: :

Denb’

SomersOO25l 7



rues’ Meetliw

Nm’ember 18.2010

Agenda of topics;

I. Care Issues — Lack of supervision
Patients room are Messy
Equipments not taken out when not in use
Equipments not dated — g-tubes and nebulizers and o2.
Treatments not done but signed for
Medicating patients with sleeping pi11s late

2. Proper documentation - Continues to be a problem
Admission Documentation xS days
rncidents and Accidents x 3 days. Complete report
Neuro checks on any head iiuries
Behavior Monitoring as it occurs
Vital signs daily on notes
Time line Documentation
Use medical teiminoloy
Acute Discharge log
Always initiate treatments upon admision or new wound. Do not

( Wait till wound nurse starts treatment. You are responsible.
All dialysis notes go in the chart from now on, not in binder.
24 hour book must be done daily- it is a guide
Admission assessments not complOted

.3. MARS and TARS - New MARS & TARS.
Double signature and double checks on all insulin and Coumadin
Orders. New Côuinadin and dialysis sheets.
No more diaLysis binder.
New PT I INR binder
24 Hour chart checks, a must on 11-7. This is the 2 check and
The order should be co-signed I initialed.
New Pain assessment and flow sheet not completed well
New Nebulizer and o2 flow sheet not completed well
Blanks on MARS and TARS no excuse
Blanks on Behavior monitoring sheets no longer tolerated
11-7 to make a list ofpatients needing new MARS

Therapeutic interchange meds and med errors
Transcribing orders completely I W’S -

4. Early Risers for PT — It is our job not a chore
5. Faxing new admission orders to the TRO Group — 11-7

SVRNC 001046



6. Destruction ofnarcotics / Kitty litre(J) 7. No narcotics outside the lock box.
8. All insulin should be labeled per patient and in individual bags.
9. Survey ready — reviewing other facility DOH survey.
10. Infection control — Garbage liners Tray pick ups, handing over a dirty cart
11 Re — stock your cart beibre change over, Ice in buckets
12. Glucagon is now in the e-kit
13. Calling in consults
14, Charging labels on supplies — WE ARE LOOSING MONEY.
15. Leaving medication cups and water at bedside after med is given to pt
16. IV classes in January, any nurse not certified needs to Let us know.
17. Physicians complaints and lack of trust.
18. Any OtherBuisness

()

-J

SVRNC 001047



Kathleen Martin, RN, MSN, MPA, ENHA, CPHQ, WCC
368 White Oak Ridge Road, Short Hills, NJ 07078

973-218-6267 email: kathleenmartin l@,me. corn fax: 973-912-9702
http: //www.jurisprocom/KathIcenMartinRNMSjJ’ALNH

EXPERIENCE

Wound Eealrng Solutions, Barrington, NJ
Advanced Practice Nurse/NP
October 2011-present.
Provide medical oversight for patients with wounds in Long Term Care facilities
under contract; wound assessment, prescribe treatments, monitor progress,
provide education on wound care for staff.

Hospicomm Management; Corp Headquarters; Phila., PA
Chief Clinical Executive
December 2009-September 2011.
Responsible for the clinical quality service deliveiy and financial operations of 6
SNF and 2 ALF facilities with 2 Adult Day Care Programs; performance
improvement, survey readiness, enhancing standards of Nursing practice,
ensuring continuity among facilities; Wound Care & Fall Programs; wound
rounds; Responsible for clinicalfnursing programs/operations.

o Reduced survey deficiencies by 3 0-60% .

o Implemented programs for Case Mix Index, and MDS 3.0 RUG IV.
o Designed clinical programs for: Heart Failure, Post-Stroke, Wound care,

Palliative Care.

Bayonne Medical Center, Bayonne, NJ.
Asst. Vice President, Quality, Case & Risk Management,
September 2008-November 2009.

Responsible for maintaining all regulatory and JCAHO standards for: Med Surg,
TCU, Renal dialysis, Surgical/PACU/Recovery, Critical Care, ER; lead
surveys and regulatory visits; report to board; patient safety; chair committees for
performance improvement, etc; ensure financial viability through supervision of
case managers; supervision and responsibility for infection control; and
Administrator for 20 bed Transitional Care Unit; wound care-rounds; customer
service, risk management, staff education, rehab svcs.; chart reviews for
compliance, potential RM issues.

o Joint Commission Survey-Full Accreditation {March ‘09}, Chaired prep
& survey.

o Core Measure scores increased by 20% (to l00%} in 95% of areas.
o Established Performance Improvement/Quality & Patient Safety

Programs, and Customer Service Survey process.
o Falls reduced by 30% 2, 3 Q ‘09.



o Staff productivity (in areas of responsibility) brought to 98-100%
productivity to TCU, Rehab, Case Mgt.

o Deficiency DOH survey, TCU, ‘08. 5-Star Quality rating-CMS, 2009.

Care One, Corp Headquarters; Fort Lee, NJ. (Feb ‘06-July ‘08).
Administrator/Executive Director Campus, Care One-Livingston-SNF &
ALF. July, 2007-August ‘08.
24/7 operations of 136 bed Sub-acute/Rehab/LTC facility (Private
pay/Medicare); oversight of 200 employees; financial {$1 6M+ budget), marketing,
regulatory compliance; Quality Management Director; Oversight of Assisted
Living, as Director-customers/clinical services, financial management; risk
management.

o Decreased ‘Caid #s from 65 to 32.
o Enhanced the ‘Care, insur payor population by 30%.
o Decreased expenses/increased revenue so that EBITDARM was 15-

22%/month.
o Increased private pay by 20%, 2 quarters.
o Collections brought to 98-105% by 2/08.
o Decreased workforce turnover to <3% with employee satisfaction

programs.
o Increased Press-Ganey scores to 82-86%; 98% in Rehab.
o Deficiency Free Survey, ‘07; established Performance/Quality Initiative

Programs-S-STAR Quality Rating-CMS.

Administrator, Care One-Dunroven, Cresskill, NJ. February 2006-July 2007.
24/7 operations of 100 bed Sub-acuteJRehabfLTC facility (Private
pay/Medicare); oversight of 200 employees; financial {$16M+ budget), marketing,
regulatory compliance.

o Won Best Financial Operations Award for ‘06.
o EBITDARM monthly from 15-20% prior to ‘06, to 28-35%/month in

06/’07, through increase in private pay census.
o Only facility in company at 110% of collections/monthly.
o One of 5 Highest Press-Ganey, Customer Satisfaction scores and Staff

Satisfaction Scores in the company.
o Clinically Deficiency Free i Activities), ‘06. (contributed to 5 STAR

Quality Rating-CMS in ‘08 & ‘09.).

Hospicomm Management; Corp Headquarters; Phila., PA: (April 1999-Jan ‘06.)
Administrator, Plaza Regency at Park Ridge, NJ. Sept 2004-January 2006.
Responsible for the 24 hour operations of 210 bed LTCISub-Acute care
rehabilitation facility, with over 200 employees; regulatory standards, Quality
Management; financial management {$22M budget}; quality of clinical services,
marketing.

o Enhanced/increased revenue by 15%/month.
o Decreased expenses by 15-20%, ‘05.



o Nominated DON for Governor’s Merit Award-Received.
o Orthopedic program/wing to enhance sub-acute revenue.
o Turnover to <2% annually.
o Established Performance Improvement/Quality initiative program.

Hospicomm: Corp. Executive Clinical Services Executive, NJ Facilities.
March 2003-Sept 2004.
Direct and supervise the clinical services being delivered at each of the 8
statewide facilities for Philadelphia based LTC operations organization; Teach
nurses and C.N.A.s policies and standards of care; wound rotinds-policy/protocol
development; regulatory standards and preparation; mock surveys; financial
assistance; risk management. {asked to be Administrator at Plaza Regency}.

Greenbrook Manor,
Greenbrook, NJ.
Administrator, July 2002- February 2003.
Responsible for the 24 hour operations of 210 bed LTC/Sub-Acute care
rehabilitation facility, with over 200 employees; regulatory standards, Quality
Management; financial management; quality of clinical services, marketing.
Participated in 1 annual survey-3 D deficiencies.

Hospicomm: Pope John Paul 11 Pavilion/St. Mary’s Life Care Center,
S. Center St., Orange, NJ.
Administrator, Cathedral Healthcare System facility; October 2001-July
2002. Promotion.
Responsible for all clinical, regulatory, and financial aspects of operations in 187
bed: sub-acute care, ventilator unit, LTC units and Asst. Liv; 250+ employees,
1199 Union; {$21M budget}; JCAHO & SDOH surveys; Chair person, CQI
Committee; All facility departments and 3 contracted services reporting;
Administrator reports to management company HospiComm,TM Phil., PA and
owner, Cathedral Health Care System, Newark, NJ.

o Stabilized financially vulnerable facility.
o Collections brought to 95-110%.
o Grew sub-acute line by 20%.
o Vent unit maintained at 95-lOO% census.

Hospicomm: The Berkeley Heights Convalescent Center/Atlantic Health
System,
Cottage St, Berkeley Heights, NJ.
Assistant Administrator, February 2001-October 2001. Promotion.
Responsible for the departments of Nursing, Medical Records, Maintenance and
facility upgrade, Housekeeping, Dietary; Regulatory Affairs & Surveys, CQI,
with over 125 employees, 2 contracted service departments, one Union in 130 bed
bid.; Administrative responsibilities including financial, budgetary, staffing,
Human Resource, Risk Management, Admissions procedures, JCAHO, and



SDOH compliance; Responsible for all aspects of nursing care 24/7; deficiency
free SDOH survey; Fluent in Word, Excel, Power Point, Internet, Graphics
programs.

Director of Nursing, April 1999-February 2001.
Responsible for 80 nursing and ancillary staff staffing, budget of dept., standards
compliance, policies and procedures, infection control, education, wound
care/rounds, fall prevention programs, MDS-Clinical Reimbursement and
Utilization Review.
2 SDOH surveys; I JCAHO survey; periodic direct patient care; Responsible for
all nursing care 24/7. Some direct patient care; (Worked as Nursing Consultant
from June-September 1999.)

o Obtained Joint Commission Accreditation in facility that never had prior.
o Pain Management program established.
o Re-aligned and stabilized staffing to decrease expenses, maintain quality.

Jersey City Medical Center, Jersey City, NJ. March 1990-February 1999.
Director of Nursing: Critical Care-3 units!Intermediate Care/Emergency
Dept/Surgical SvcJEndoscopy Unit/Cardiac Cath LabiPACUlTransport Svc.;
Position Titled ‘95: VP Crit CareIER Services
Responsible for management of division consisting of 250+ nursing and ancillary
personnel, 140 beds, 3 out-patient depts, $28M+ budget; assist in development of
dept. capital budget; develop policies and maintain standards within JCAHO and
SDOH; 3 JCAHO surveys; 2 ACS (American College of Surgeons) reviews for
Trauma designation; focus on finance and reimbursement issues in Endoscopy
and ER wrote and obtained $200K NIRA grant dealing with work-redesign;
implemented CQI and TQM programs in division; participated in mgt team in
1 199-UNO contracts in 1992 and 1994; partic in Pt. Focused Care, Inc. -(work re
design) Co. implementation; Chair of Pain Management Cmtee; member of Ethics
cmtee, IRB cmtee; retain Joint faculty position, Rutgers University, Newark; St.
Francis School ofNursing, Jersey City; Some direct patient care.
(Promoted from Asst. Director ofNursing, 1991.

Charter Behavior Health Care, Inc.,
Prospect St., Summit, NJ.
Supervisor/Staff Nurse, Per Diem, April 1994-May 1996.
Psychiatric & medical-nursing services; administration of medications,
treatments, counseling with a variety of age groups. Direct patient care.

Franciscan Healthcare, Inc.
Hoboken, NJ.
Staff Nurse, ER, Per Diem, June 1994-February 1997.

Hoffman-LaRoche, mc,
Kingsland Aye, Nutley, NJ.
Clinical Research Associate, Anesthesiology group, January 1989-March 1990.



Responsible for designing and implementing drug study protocols; monitoring
studies; communicating with investigators; data collection in the field; analysis;
and writing final study reports. Assisted in NDA (new drug application) to FDA
for Flumazenil (Mazicon) and expanded indications for Midazolam (VERSED) as
part of a team.

University Hospital-tJMDNJ,
Bergen St., Newark, NJ.
Clinical Nurse Specialist (CNS), Critical Care, July 1 986-December 1988.
Medical ICU, Surgical-Trauma ICU, Neuro ICU, PACU, Step-down unit.
Responsible for providing monthly critical care courses (105 hrs); Resource and
consultant to staff; assisted in patient care as needed; marketed CC program to
other facilities and generated income for dept ($8,000/yr); developed and
coordinated Nursing Preceptor program, performed staff work; Mock Code;
CCRN Review in conjunction with Rutgers University; self-studies: ABG,
ARDS, Shock & Trauma; formulated policies/procedures for division with
Director and VP; Chairperson of 14 member CNS Cmtee; Appt Joint Faculty
position at Rutgers University, College ofNursing, Newark.

Seton Hall University,
South Orange, NJ.
Adjunct Faculty, September 1983-June 1984. Clinical sites with students.

Muhlenberg Hospital School of Nursing,
Plainfield, NJ.
Adjunct Faculty, Evening Program, Critical Care, September 1983- June 1984.

Irvington General Hospital,
Chancellor Ave., NJ.
Nurse Manager, Critical Care Unit, March 1982-Sept 1983.
Responsible for 30 staff in 13 bed unit; 24 hour staffing, education, QA, survey,
JCAHO; Operational and capital budget.

Veteran’s Administration Medical Center,
Tremont Ave., East Orange, NJ.
Staff Nurse, SICU/Open Heart-Cardiac Surgery, January 1980-March 1982.
Staff Nurse, Oncology, February 1979-January 1980.

Hackensack Medical Center,
Prospect St., Hackensack, NJ.
Staff Nurse, Surgical-Burn Unit, 1977-1980.

EDUCATION

Seton Hall University, South Orange, NJ.



MSN-December 1982.
MPA-June 1996.

Pace University, Pleasantville, NY.
BSN-December 1979.

Bergen Community College, Paramus, NJ.
AAS-June 1977 (Nursing).

PROFESSIONAL ACTIVITIES/AWARDS

• Wound Care Certified, National Alliance of Wound Care, July 2011.
• Quality Examiner, AIICA; Review with nationwide team, Gold Applications for

Quality Award, 2/10-present.
• Malcolm Baidrige National Quality Award Board of Examiners, 5/09-present.
• Certified by Health Care Quality Board as CPIJQ: Cert Professional in Health

Care Quality, Nov. 2007.
• Licensed by State ofNJ as Long Term Care Administrator, 2001.
• Won merit award, Department of Health and Senior Services for Nursing

Excellence; nominated by SR. VP of Pt. Care Services, Jersey City Medical
Center, 1996.

• Won merit award, 1992, for hospital innovation: Restructuring ofNursing
Services, THE AMERICAN COLLEGE OF PHYSICIAN EXECUTWES.

• CCRN Certified for 12 years.
• ACLS certified, 1982, 1986, 1989, 1993, 1998.
• Listed in Who’s Who in American Nursing, 1989, 1990, 1992.
• Inducted into Pi Alpha Alpha, National Honor Society for Public Affairs and

Administration, 1993, Seton Hall University.
• Inducted into Sigma Theta Tau, National Nursing Honor Society, June 1982.

PUBLICATIONS

• Article published in Provider (national LTC publication), “Taking Flight With
Patient Safety,” September 2010.

• Book Published, 2004, by IICPro, Mass., : “60 Essential Forms for ETC
Documentation.” Compendium of various forms and methods for easy
documentation for staff management and administration and survey compliance.

• Article published, Advance for Nurses, June 2004: “Survey Prep for Long Term
Care.”

• “Preparing for Electronic Documentation System, Co-Author, Nursing
Management, July 1996.

• Chapter in Text of Legal Nurse Consulting, by AALNC, 1998, 2001, “Setting
Up The Business.” Co-author.

• “Holistic Approaches in Psychophysiologic Pain Syndromes”, May, 1996,
Journal of Complimentary & Alternative Therapies.



• “A Bereavement Program for Critical Care”, Crisis, Illness, and Loss, (Quarterly
Journal), June 1995.

• “Oxygen Consumption in Septic Shock,” International Journal of Intensive
Care, December, 1991.

• “Septic Shock,” in Case Studies in Critical Care, book, Williams and Wilkins
pub.; Barbara Mims, 1990. : .

• ‘--

“Reducing Complications of Thdracic Tianma Due-to Gunshot-Wounds,”
• Dimensions of Critkal Caie November, 1989. : .

• . “Budgetary Control for the Nurse Manager” Nursing Management. October,
1989

• “CasStudiés in I{emodnárnic 1onitcñn Critical Ciire’NürMarch 1987.

LECTURES/SPEAKING

HCANJ-Health Care Assn of NJ, to speak full day on “Patient Safety”
9/il.

• HCANJ-Health Care Assn of NJ, “Nursing Documentation for Success,”
October 2010, March 2011, Atlantic City, NJ.

• Nursing Documentation Best Practices, National ACHEA Convention,
Philadelphia, PA, June, 2010.

• Financial Controls for Clinical Areas/DONs, 2002, 2003, 2004.
• “DON Boot Camp;” 2 day program marketed to NJ DONs, 2004,2010.
• CQI: Pain Management Program Initiation, Northern NJ Ethics Alliance,

February, 2001. . -

• Management, CQI, & Survey Topics, The Berkeley Heights Nursing
Center, 2000-2001; St. Mary’s Life Care Ctr, 2002.

• ER Course/Trauma/Neuro; ER Course, JCMC, 1994, ‘95, ‘96.
• Performance Improvement: How to For Mgt, 2001, 2002, 2003
• FMEA: Failure Mode Effect Analysis, 2002.

MEMBERSHIPS
• AHAP-Association for Healthcare Accreditation Professionals
• NAIIQ-National Association for Healthcare Quality
• American Medical Directors Association
• American Society for Healthcare Risk Management
• American College of Healthcare Administrators
• Association of Infection Control Professionals
• American Association of Wound Care Professionals
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Kathleen Marvin R1V MSN, UPA, LNH4, CPHQ, WCC
368 White Oak Ridge RL
ShortHilLc,NJ 07078

973-218-6267 ernaihKathleenMarLin1(lme.com Far-973-912-9702

10/15/11

Saulo Santiago, Esq.
Michael Silverstein, Esq.
Counsel for the Petitioner
National labor Relations Board, Region 22
20 Washington Place, 5

Newark, NJ 07102

RE: 3. Michael Lightner, Regional Director ofRegion 22 of the National Labor

Relations Board for and on behalf ofthe National Labor Relations Board.

V. 1621 Rout 22 West Operating Company LLC, d/b/a Somerset Valley

Rehabilitation andNursing Center, Civil Action No 3:Il-ev-02007-MLC-

LHG

Dear Mr. Silverstein and Mr. Santiago;

As requested, I am providing this report as per the above referenced action. It is my

professional opinion that the Somerset Valley Rehabilitation and Nursing Center

{t’Center,” “facility”) did not have proper and reasonable justification for terminating

nurses Shannon Napolitano, Sheena Claudio, and Jillian Jacques for allegations

regarding their failure to provide appropriate patient care and for time and attendance

violations. It is my contention that these nurses, while admitting to some of the specific

allegations. The evidence shows that they are not a hazard or unsafe fbr patient care. Had

proper staff education and guidance, along with communication provided by

administration and the corporate entity, been provided, the staff would not have made the

errors cited in this case testimony.

Most of the infractions by these three nurses, via discipline, and termination, are rooted in

documentation issues and no actual harm. The other issue that is alleged Is lateness and

absenteeism, Enough testimony which shows that some staffwere disciplined and others

were not, calls into question management’s intent.

In addition, the lack of sophistication to understand “systems” and “culture” by

administration was .a cause for their own frustration as well as not fixing the problems

going forward in light of an impending re-survey by the DHSS.

In this report, “administration” refers to the single individual who runs the facility day to

day as well as the corporate lea4ership.

EXHBIT,

-
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I possess over 25 years nursing experience in variety of areas and roles:
Nursing/Hospital: Administration/LTC/Sub-Acute Care; clinical & operational
administration with specific oversight and active role in wound care, fail prevention and

management, various aspects ofpatient safety. I am also licensed as en Advanced
Practice Nurse aside from the license as an RN.

[have held positions in Long Term, Sub-Acute Care, Ventilator Unit as Director of

Nursing end as a Licensed Administrator, us well as other health care titles. I possess
extensive experience in both CMS, DHSS, Joint Commission survey process and
preparation from the provider perspective.

In addition, I am Certified by Health Care Quality Board: CPHQ {Cert Prof in Health Care
QiaIity) and am also Certified in Risk Management My experience also encompasses
extensive JCAHO and State Department of Health surveys/audits. I have published over
10 articles; book chapters, and a book, “60 Forms for LTC” with a most recent article,
“Taking Flight With Patient Safety “Provider, 9/10.1 have also lectured on Patient
Safety for Organizations, as well as clinical nursing topics for over 20 years and continue

to do so.

As a member of the Board ofExaminers for Baidrige National Quality Program, DepL of

Commerce, Washington, DC, as well as the American Health Care Association (AHCA)

(loldAward Examiner, I have reviewed excellent organizations nationwide for top

awards and national recognition.

I undertake legal reviews upon request by Attorneys nationwide on a less than part-time
basis.

Materials Reviewed:
I) Petitioner (Labor Board’s) supplemental memo ofpoints end authorities

2) Administrative Law Judge Hearing transcript for witnesses:
a) Sheena Claudia, LPN
b) Shannon Napolitano, LPN
c) Jillian Jacques, LPN
d) Sacquie Southgate, LPN

3) Administrative Law Judge Hearing transcript for the {Respondcnt} witnesses:
a) Iitez IConjoh, DN
b) Doreen Illis, Administrator, Care One

4) General CounseL AU Hearing Exhibits through trial testimony of Jacquie Southgate
5) Employer Expert witness reports:

a) William Isele
b) Beth Bell, RN

6) NJ DM55 Recertification Survey, 12)10/09
7) NJ DHSS kecertification Survey, if/il
8) Declaration otinez Konjoli, 5/6/Il
9) Deölaration of Doreen Illis, 516/lI
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10) Deposition Sheena Claudlo 5/3/11
11) Deposition Iacquie Southgate, 5/27/11
12) Deposition Sillian Jacques, 5/23111
13) Deposition Shanuon Napolitano, 511/11
14) Charging party’s exhibils CP-1 thru CP 11
15) Several Employee Ethic Attendance Rncords, and Disciplinary Action forms

I. Sheena Claudlo, LPN- terminated by Illis/Konjoh-10t21/l0.
Sheena was terminated forfailing to provide proper patient care in several instances, in

addition to time and attendance issues.

1. In September2010, Sheena admits that she administered a medication daily for a
patient that was supposed to have the med every other day.
On p. 138+, Hearing Testimony, discipline was given on 9117/jO for not following
orders. She gave the med daily and not every other day, as ordered. When the order is

transcribed, by another person usually, the days are to be blocked out so that it isn’t given

daily, and only given in the set Mocks. This is routine eccepted protocol in manual
transcription situations as this in the industry. What happened to this system step? When

Sheena asked the DN about the 24 hour chart check as the backup that is set in the

facility, and the blocking out, she was told, yes they both failed. In addition it was stated
in several affidavits and hearing testimony that other nurses, such as Doreen Dande, LPN

also had this happen to them causing them to make a similar error. Written warnings and

not “finalwarnings” were given to Dande, R-93, R-98, R-83, p. 2611, Konjoh.

When asked;if giving a final warning for the administration of aspirin for a patient is
excessive, Ms. Konjoh stated In her testimony, p. 2610, “yes.”

I conclude that there is a system problem in the facility related to medication
administration that goes beyond this Nurse and the Nurses named in this case. In addition

it is my opinion that the cited error/omissions in the delivery ofnursing services were
insufficient grounds for Ms. Claudio’s termination. Her reinstatement would not place
patients in any jeopardy or harm, nor be against the public interest.

2. Failure to complete medical documentation on 3 patients, 9/27/10; failed to document
on a new admission; failure to document physician’s orders related to a skin tear, and
failure to complete an incident report.

On p. 150, Hearing Testimony, Sheena contends that her nursing note for the specific
admission was done by her but was now missing. She put it in chart, but now was not

there.

Based upon my experience in the industry, the nurse wouLd be permitted to re-write her
note and place it in the record. It is understood that anything oduld happen as there are
numerous people who have access to the charts at any time of the day. Not allowing her
to do that, or giving her the benefit of the doubt, was not productive. It also places the
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facility at risk asii the future there could be a law suit or Legal risk, and testimony at that

time will reveal that parties were aware of a missing note and did nothing to remedy for

chart completion.

She also explains in her Hearing Testimony, p. 268 that she and other nurses routinely

implement a minor treatment {for skin tear for example) without order, then get an order

later. Yes, in the triot sense, all treatments are to be done as a result of a physician’s

order. A prudent and reasonable nurse would address the immediate problem such as a

skin tear for a patient This is a minor treatment application with something like a band

aide. Routinely done in the industry, the order is obtained later for the treatment applied.

This is done inmost facilities and is another example of an aspect of this facility’s and

LTC’s general organizational culture.

Sheena stated that she was called into the FIN’s office regarding her pain management

documentation on the same day Shannon was fired. p. 131 Hearing Testimony, It is

agreed that this documentation is important and is to be completed per policy and

protocol. However, it is not uncommon in the industry for nurses to miss some areas in

manual systems. On p. 146, Sheena states that other shifts did not sign for pain

assessment on a consistent basis. So again, this is a system problem for this facility

requiring examination ofthe documentation process, formats, policy, andbarriers to

completion. The Administration did not examine the systems in this area but terminated

this nurse for this infraction.

On p. 278 of the Hearing Testimony, Sheona stated that she was not told of a part that is

listed on warning—not told ofparagraph or #4. She responded to 2 items but not 3 or 4.

This was not discussed with her. It is accepted practice in the health care administration

industry to meet with the employee to discuss a disciplinary action/warning in full,

providing them with the complete list of items for correction.

I also conclude that the cited erroilomissions in the delivery ofnursing services were

insufficient grounds for Ms. Claudio’s tórmination. Her reinstatement would not place

patients in jeopardy or harm nor be against the public interest.

3. On p.167, ofthe Hearing Testimony, il is stated that on 10/7/10, Sheena had forgotten

to sign the treatment {TAR} book. After leaving the facility at the end ofher shift to go

to another job or ohiigation,.she returned at approximately 10:30 pm or so to finish

signing the TAR book but was intercepted by Ms. Illis who told her to stop documenting

and to leave the facility. Sheena continued to write what she could before this escalated.

When asked why she could not finish her own documentation, Illis said that this is
forgery, p. 170. Sheena argued how can it be forgery when she was signing her own

work in the treatment record, and admitted not finishing the chart entry. She left the

facility as instructed. This alleged statement by Illis is absolutely not true. It is not

“forgery.” This is the same nurse completing her own document. It is my experience that,

although not ideal, this practice offilling in or completing the MAR”TAR signatures is

done on a regular basis and at the management’s encouragement. In the industry,

management requests that staff fill in the blanks in the MAR and TAR on a regular
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basis. Although not the ideal, it is routine in the industry that this Is done days later in

most oases, and sometimes even more time elapses. So why was this such an issue for

Sheena at this time? At least she returned to finish her work which is usually admirable.

Ms. Southgate corroborates above the testimony in regards to the chaffing of TARs and

MARs. In an ideal world, MARs and TARs are to be signed for contemporaneously with

rendering the prescribed service, as previously stated. While a delay or absent signature is

not supposed to occur, this is a known common practice in the industry with manual

systems. There are circumstances at times, when direct patient care is a priority over

manual documentation. The inherent problems are recognized by this expert. It is also

recognized that the systems of the facility are imposed by the Administration and

company which become multiple barriers for the staff to accomplish this taslç as well as

other tasks.

lillian recalls an incident regarding Sheena Claudlo {corroborates): p. 587+: Saw her at

nurses’s station at night trying to sign her TARs book. She was interrupted by Doreen

who asked her to step away and led her away. (This corroborates Sheena’s story.)Sheenn

was not able to complete her charting.

Southgate corroborates that it was a common practice at Somerset Center to chart for

these areas thenext day ifunable to do iight away. No discipline was given for non

compliance. They were told to get it done, and they did. Now during this period (union

petition, vote) disciplines were given, p. 965-966, Hearing Testimony. She also

corroborates prior testimony in that some staff did not receive disciplinary actions for the

same infractions that some disciplines were given, p. 970, 984 Hearing Testimony,

Confidential Witness Affidavit, April 2011. She states that Dande, and Mobamed are

nurses she can recallwho did not receive a discipline form who made similar errors on

the MAR, as well as for completing an incident report wrong. She further recalls other

errors that Mohamed made (IV missed dose), with no disciplinaiy action, p. 971,

Hearing Testimony.

This issue of.Sheena going back later to sign her chart areas is certainly not harmful to

the public, nor places any patients in harm’s way. This nurse should not be denied
reinstatement.

4. Time and attendance issues are also an issue in this instance. Sheena called out over a

pattern over 3 months, with a call out the day prior or after a day off. She was told by the

DN that the Employee Handbook states that this is a violation. The following pertains to

the additional testimony points by Sheena Claudio in the Hearing Testimony:

I. p. 113. No discipline for lateness from previous DN, p. 114, nor from prior
managers: Kovac, Meyers, Castro, Nair, Southgate.

2. P. 121. Than gave the time and attendance discipline mainly relating to the call
out on the day prior to day-off stating, “It’s in handbook.” Sheena states that she
never heard of that before, P. 126, Hearing Testimony, there was nothing in
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handbook regarding above as management told her {without actually showing

her the handbook.)

3. It is noted that Beatrice Beauvoir called out 4 times in 60 days and received a

verbal warning yet ma. Claudio called out sick 3 times in 90 days and received a
written warning, {Konjoh, p. 2400).

In summary, Sheena Claudia should not have been terminated. Her termination was
arbitrary, baseless, punitive, and did not follow the prescribed protocol in a step-wise

fashion for disciplinary actions, not to mention the provision of guidance, and staff
development to preserve the individual as a human resource. It is my opinion that the

cited Crror!om salons in the delivery ofnursing services were insufficient grounds for Ms.
Claudia’s termination. Her reinstatement would not place patients in any jeopardy or

harm, nor be against thepublic interest.

2. Shannon Napofltano, LPN Terminated on 9/17/10.
The reason provided by the Respondent for Shannon’s termination was for failing to

provide appropriate care in 3 areas, and declines the reinstatement of this nurse as it

would place, in their view, patients in jeopardy and would be against the public interest:

1. She administered medication to a resident without a physician’s order at least 4 times.

The key aspect of this concerned an incident on 9/16/10 when she gave a zinc oxide

capsnle to a patient for whom this medication had been discontinued on 8/23/10.

2. She left this medication at the bedside for the resident which is against policy.

3. This nurse did additionally admit that she incorrectly wrote in the record a “0” to
depict the pulse oximetry/oxygenation level for a resklent.

4. Prior to this, she iiad been issued a warning for performing pain assessments at the

beginning of the shift as opposed to the end.

5. Lastly, she was disciplined on 9/13/10 for being late 93 times between Januwy and
September 2010.

It is the opinion ofthis expert that Nurse Shannon Napolitano, LPN be reinstated to her

position. The errors are not denied, however I contend that these errors were not of a
serious nature, were amendable in that they could be averted in the Mure with proper

guidance and a chance for re-evaluation. In addition, it is my opinion that the cited

error/oteissions in the delivery ofnursing services were insufficient grounds for Ms

Napolitano’s termination. Her reinstatement would not place patients in any jeopardy or
harm, nor be against the public interest. In the industry, re-education with follow-up

evaluation would be done, along with investigation ofsystem breakdowns.
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The following areas demonstrate questionable evaluation and conclusion by the.

respondent, and are numbered to VCrcSpOid to the above infractions:
1 The above corresponding Issue of termination had to do with the zinc medication P

359+, 363 It appears that the zinc was given on dates that it was not to be administered

on several occasions 8/24,25, and other August date, and 9/17 (day ofdiscipline). This

medication was not to be given and had been discontinued some weeks prior. Shannon

contends that she administered the medication and saw the patient take the medication to

her mouth, p. 89 Deposition. The DN alerted the patient (in secret) that if that nurse

gives it to you (the patient), “get me” Ms Konjob, DN knew the day before of this

issue, but did not inform the nurse in question P 364 So, as the DN predicted, this zinc

administration didoccur. As insiructed, the patient notificd.Ms. Konjøh, DN.

Ms. Konjoh, DN in her testimony (p. 2568) states that after she discovered the zinc pill

was still being given after it was to be discontinued, she did not speak toNapolitano

about it She also denies that she knew about the pill stating, “I didn’t know there was a

pill “This statement makes no sense She adrmts telling the patient not to take the pill if

she gets it On top of that, the DN admits discipbnuig this nurse for not ensuring that the

zinc pu1 was in fact swallowed by the patient even though she knetir it was not to be
given, p 257O The DN claims in her testimony (p. 2567) that she did not see the

medication on the MAR so didn’t think the nurse would give it. Why not check the actual

pill box in the cart and remove the medication totally to ensure that no one would give it.

In the industry, the practice is that the nurse who takes the order off or 1rancribes the

order, ensures that the medication is taken out of the med cart and placed in the bin for

discard or return to the Pharmacy. This DN set up this nurse to make a mistake, and also

put the patient at risk, not to mention, share with the patient the negative issues occurring

in the facility. It is clear that the DN ensured that Shannon would in fact give the pill and

then be able to give her a discipline.

Ms. Soutbgate, Unit Manager, corroborates this in her Hearing Testimony, p. 964. With

detail, shO states that Inez “told inc that she had told this resident if she received the

medication the next day to let her know. Not to swallow It, but to let her know so she

could see it.”

As planned, the DN presented the pill to Shannon in the termination meeting (9117). This

is outrageous behavior by a manageuiDN: to co-opt a patient who is a customer allowing

them to know that you haveproblems with your nursing staff; enlisting their help, instead

of alerting the nurse as soon as she suspected that there might be a potential error that

might occur. The DN, Ms. Konjoh also had a conversation with the Unit Clerk on this

very issue the day prior to her dealing with Shannon. It was demonstrated in the record

that Ms. Konjoh knew or suspected that Shannon would again give this zinc to the

patient, enlisted the assistance from the patient to without question, establish an error on

Shannon’s part {Konjoh, p. 2393-2395+). This was not only usafc, but a deviation in

the standard of care for the patient. Needless to say, in the industry, such behavior is not

expected particularly in the administration ofmedications. The accepted practice in the
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industry as stated, was for the DN, once she knew the med was not to be given, to take

the pill box out of the med cart immediately, then to speak to the staff involved.

An additional question that has not been addressed in any testimony is if the zinc was in

fact discontinued, then how was it still in the cart {with the patient’s name on it)?
Someone in the system is to take the meds out when an order to discontinue is entered, to

prevent this very problem. Most importantly, the DN should have immediately removed

the medication from the cart so no one could make the predicted mistake again. Ms.

Konjoh agrees that he medication should have been removed from the cart {IConjoh, p.
2397}, yet she did not remove it herself. Ms. Napolitano was set up by her DN to be
entrapped to make an error.

There is commentary in testimony, Ms. Bell’s expert report, and in Koujoh’s Declaration
on the “negative” effects of this zinc for this patient, yet there is no Pharmacist who has
commented. Basic research on this medication shows that Zinc Sulfate {pink pill), is a

mineral, primarily focused on dietary supplementation for the promotion of heaLth and

disease prevention. Aside from dietary zinc supplementation, Zinc has been studied for

therapeutic use in the common cold and wound healing. This patient was receiving zinc

prior for wound healing. Typical daily doses range widely from 12 to 150mg daily as
free zinc or up to 220 mg-as zinc sulfate. It would appear that receiving a few extra doses
once daily for 4-5 days, would not harm the patient.

It is recognised that, yes, medication orders are to be transcribed, and followed as ordered

for patients for efficacy and safety. However, there were several variables at play here

which show that not just one person made an error in this situation. There are several
actions in this system ofmed transcription, and checking that did not work. The night
nurses who perform the 24 hour check an accepted industry system put in place. to catch
such expected errors, also fell short in this situation,

Ms. Lezauba and Ms. Chambers also administered the zinc to this patient during this

same period {Konjoh, p. 2380). Neither nurse was issued a discipline for this error,
Although she was suspicious, Konjoli states that the 3 nurses who gave the zinc also
{Chambers, Lezauba, and Claudlo) denied it and had crossed out parts of the MAR.
Napolitano admitted giving the zinc so she received the discipline, Konjoh, p. 2382.

Blanics in general areas in the MARs were revealed in testimony {Konjoh, 2385). This

points to the fact that there is an existing problem with MAR documentation in general

by all or the majority of statt Ms. Konjoh states that she only audited the MARs for the
zinc, as a patient complained, p. 2387. This does not makes sense. If one is auditing and
sees other blanks and problems, would that not be dealt with?

The administration of this zinc tablet, which had been discontinued, did not pose any
threat or jeopardy and did not negatively impact the patient.

2. It is accepted and acknowledged that Shannon did in fact leave the medication at the
bedside for this patient, who was alert, and aware. This had been a past behavior that was
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now routine and a habit in many instances at Somerset Center previous to this new

change in administration. Allowing the staffto learn and adopt new routines in place of

the old, was not provided.

It is my opinion that the cited error/omissions in the delivery ofnursing services were

insufficient grounds for Ms. Napolitano’s termination. Her reinstatement would not place

patients in any jeopardy or hSnn, nor be against the public interest.

3. Shannon was confronted wth writing the “0” for pulse oximetry measurement. This is

obviously incorrect. She said she would have realized this when, at the end of shift note

review, she would have picked this up. There was no harm to the patient. This was a

manual, clerical typo error which can occur when handwriting out multiple notes on

perhaps 20+ patients in a shift. Shannon was disciplined for this as well on 9/17/10. This

clerical mistake does not jeopardize patient safety nor would her reinstatement be against

the public interest.

4. A disciplinary warning regarding pain assessment was given to Shannon in January

2010 for doing them at the beginning of the shift. Testimony states that the DN asked

several nurses in a meeting how they perform this assessment. They replied, according to

Shannon, that the State told them last year to do the assessments at beginning of shift.

After this meeting, she was cafted back in and terminated.

It appears thattho severity of the discipline and the very discipline in itself, was dictated

by the severity Score of the G level deficiency. It is understandable that Administrators

and’ management staffbecome and react emotionally to such occurrences. Contrary to

their actions, errors and mistakes, do not improve when handled in a punitive manner.

Perhaps others should be held accountable for the lack of follow-up, education, and

reminders for staff. This was the first time this had been addressed at all, and the severity

it elicited is directly related to the G deficiency, and I consider it punishment to the nurse.

Again, the harm was minimal to the patient, and is mainly a documentation issue. Not to

minimize the purpose of the DOR survey, it is known that at times there is a subjective

aspect to the survey. The similar circumstance by another surveyor would not necessarily

give ‘he same deficiency. It can be missed entirely.

5. On 9/13/10, Ms. Konjob, DN gave a disciplinary action for lateness for 93 times, {P.

353, Hearing Testimony). Shannon contends that this was about a week after the

election, when she was given a warning for lateness. She had an explanation, which was

due to a traffic accident on the road which delayed her over an hour. She had not been

given warnings for this prior to this election, Confidential Witness Affidavit, September

2010. Shannon strongly asserts that she was not informed prior ofthis issue by any

manager and was not informed that she could respond on the actual warning form. She

thought she had to sign it so she did. As she states in her deposition, there was no stated

permission to be late every day. The permission is implied in that management had never

addressed this. From my experience, this is common and is an organizational culture

issue. There is a tendency in LTC to make concessions for individuals in an attempt to be

flexible with generally reliable and necessary employees. When management abruptly
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changed and enforced rules during, for instance, in a union petition cimpaign and drive1,

this cm result in the situation at hand: allegations of unfairness, disparate treatment and

just ineffective management.

Again, this Is an organizational culture issue. When routines and habits are permitted

over time, it takes time to alter such behaviors not to mention alter sonic of the facility

protocols mid habits that might ultimately benefit the facility and stalL Shannon was not

alerted to her lateness nor provided with the proper time lbr correction and evaluation for

improvement.

The following are additional issues which also substantiate that Shannon Napolitano’s
reinstatement would not be against the public’s interest or jeopardize patient care:

1. In referring to #30 exhibit, warning, Shannon said that she was never given this,

P. 346, Hearing Testimony.

2. Shannon’s Hearing Testimony is extensive in establishing that there was never

any discipline via past managers for lateness: from Southgate and prior: Janet,

Màyers, Castro, Margalie: (replaced Southgate}, (3erlin—never received the

disciplinary action from any of them regarding “lateness.”

3. On 9/17, Shannon was fired, P. 355, Hearing Testimony. She was asked for her

MAR to be reviewed. Southgate had to bring it to DN office. It is protbcol, and
considered ideal, in the industry to fill in MABs and to sign at the time of service.

However, situations at times prevent this from occurring in a timely manner, with
later documentation being done by the nurse. Shannon contends, that the staff
were routinely told by management to fill in the MARs for survey prep at
Somerset Center. This implies that they are told at a much later time to flU in the

documentation areas for compliance before a surveyor observes. This is a
con’nnon occurrence in the long term care industry, as well as at Somerset Center,

when using manual systems. Sonthgate (the Unit Manager) additionally
corroborates this in her Hearing Testhncny. It is stated here that staffwere told
thatiftheyfailedtosigntheMARfCAR,thcrcwasa$l,O00flne, Thisis a lilac
statement. There is no fine for not signing the MAR or TAR, p. 371, Hearing
Testimony. She also adds that other staffthat she knows commits errorslmistakes
such as with medication, but “they aren’t disciplined,” Confidential Witness

Affidavit, September 2010.

In summary, Shannon Napolitano’s reinstatement is not against the public interest nor

poses any jeopardy or harm to patients. Her tennination was arbitrary, baseless, punitive,

and did not follow the prescribed protocol in a step.wise fashion for disciplinary actions,

not to mention the provision of guidance, and staffdevelopment to preserve the
individual as a human resource. Most specifically, Ms. Napolitano was punished through

termination for the alleged pain assessment citation of a G level by the DHHS. Shannon

did have an explanation for her actions, which was that the DOH had previously told the



11

staff that pain assessments should be done at the beginning of the shift. I conclude that it

was because of the G level sanction given to the facility by the DOH for pain

assessment, that Shannon received punitive action.

3. JLllIan Jacques, LPN-Terminated 2/10/11.
Jillian was terminated due to failure to provide appropriate patient care, It is noted that in

her 3/09 evaluation which is some time prior to any of these allegations, that she was

advised to be more careflul with documenting specifically with new admissions and

incident reports. She had been employed by the facility for some 11 years. It is my

opinion that the cited error/omissions in the delivery of nursing services were insufficient

grounds for Ms Jacque’s temilnatuon. Rer reinstatement would not place patients in any

jeopardy or harm, nor be. against the:-pub1itCtCst

1. On 2/7111 she failed to correctly irancribc a medication order for enteric

coated aspirin to the MAR. She accidentally omitted transcribing the “entails”

part, end just put “ASA” (aspirin). Jillian contends that she did in fact make this

error, p. 574, Hearing Testimony. She explained that she had 5 admissions,

family members asking for things and information, and the fax machine was not

working {unable to process order properly-causing much delay}. and just very

busy on the 7th Jillian was approached by Jackie (Ingram) covering as DN, as

Konjoh was no longer at this facility for whatever reason. (lillian states that

Konjoh was terminated as DN.) She attempted to explain the shill activit and

fax machine problems with her to no avail. She was terminated on the 10

As stated previously, in theindustiy, there is to be a fail-safe system in place to

mitigate this type of predictable error: the 24 hour chart check which is done on

each and every night shift. This failed. When told of this, the DN said,

something to the effect that, yes, both systems failed. The fact that there isa 24

hour check in place, implies that we do expect humans to transcribe from one

paper to another under tiying circumstances implies that we expect errors and

that a system is put in place to catch the potential error. How is it that this

system was not looked at, but that the most vulnerable person is punished?

There is an inconsistency in this facility as to what issue results in a discipline.

For instance, a critical med error regarding coumadin was reported to Koujob

regarding a nurse, Mohanied, who was personally brought in to the facility (p.

474) from HoLmdel by Ms. Ills. Mr. Mohamed ensured that his colleagues

knew that ho had a relationship with Illis, as he would call Illis many times from

the nurses’ station. He told Jillian “Let me ask Doreen first” (to let her know

that he was close to Administrator). P. 475, Hearing Testimony, Jillian contends

that she reported errors with coumadin before (Dee, 10)-missed for 3 days. The

physician had to then be called. The Nurse involved who did this was

Mohamed, p. 473, Hearing Testimony. This undisciplined error and others are,

also noted in her Confidential Witness Affidavit, January 2011.
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Jillian told lnez first about the cownadin error made by nurse Mohamed, she
replied, “it’s taken care of,” P. 631, Heating Testimony. She is not sure ifhe
was disciplined and did not hear about it {bnt would have usualLy).

Mohanied made a 2” error with B-1Z where he gave an injection in tube instead

ofpill form. He spoke of this error after it occurred and realized his error, with

this nurse. Jillian feels that this error did not elicit a discipline, although she
cannot state as a fact that it did.

Jillian adds that Doreen Dande, LPN made a med error, aLso a missed coumadin
dose. She is also not sure if a disciplinary action was given, p. 483, Hearing
Testimony. Also Mohamed told her that Michael made several critical med
errors, P. 485, Hearing Testimony, and Confidential Witness Affidavit, January

2011. She contends that nothing happened to either Mohamed or Michael as a

result.

It is interesting that Jilhian said that another nursetold her {Sharon Smith) that
the “same thing” happened to her last week, which was the failure to transcribe

an order correctly. Inez told her ‘just put it in.” riuian learned of this after she
was terminated, P. 583, Hearing Testimony.

Konjoh agrees that giving a final warning to the nurse for giving the aspirin is
excessive, p. 2610. 1 also believe it is excessive.

It is my opinion that this error/omission in the transcription of an aspirin order
is insufficient grounds for Ms. Jacque’s termination Her reinstatement would

not place patients in any jeopardy or harm, nor be against the public interest.

2. On 12/2/09 Jillian failed to assess pain for a newly admitted resident with a
cancer diagnosis. This resulted in a deficiency for the facility per the DHSS
survey report, 2009.

lillian received a warning by Jnez Konjob, DN for documenting for patient RG,
part ofwhich was inaccurate as Jillian did not work one of the days cited on the
warning {the 25th.-p. 558}. On P. 643, Hearing Testimony, Konjoh said she’d
take one of the clays off of the warning form, but didn’t. Jiflian said that Inez

took it offofher list in her presence, but did not take that date off of the
warning form.

Jillian is aware of the U level deficiency for the pain assessment issue, P. 593.-

597. She was written up with a “final” warning for this 12/2/09. She didn’t
have the patient, but admitted the patient. When admitted, she was not lii pain.
Jillian didnotrespondonthewarniugsheetasthewasupsetasperherown
testimony. But she indicated that she agreed with the warning.
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This pain assessment issue occurred on I 1/Q09, yet no write up until 12/2/09.

p. 674, Hearing Testimony. Management waited a month after to write up. I
must ask why the delay?

The cited error/omissions in the delivery of nursing services were insufficient
grounds for Ms. Jacque’s termination. Her reinstatement would not place
patients in any jeopardy or harm, nor be against the public interest.

3. On 9/20/10 she fulled to document on a resident who had fallen earlier in the
week as part ofthe post-fall assessment. On 12/5/10 she fulled to document an
incidentreport. (Ms. Jacques did not receive a warning for the incident of 10/25.
She received a warning for the incident report attached to R-88, dated 11/1/10,
2612, Konjoh.)

Jillian was written up of for not completing an incident report. Her explanation
to the DN was that she was waiting for an aide to complete and explained this to
Southgate, IJM p. 568. She left a message on phone to Inez as well. P. 571. Ms.
Konjoh, p. 2231, corroborates this voice mail left by Jacques. Jillian was trying
to explain to the DN her barriers to getting ‘the incident report done. In nearly
100% of the industry, this is acceptable. Incidents can be completed several days
after the incident, and this is what usually occurs in facilities. This is not a
terminable offense. It is common in LTC that to complete the report completely,
several statements by other related staffhad to be included. Tracking them down
to obtain their statements can take time.

4. Jillian was given a warning action on 9/13/10 by Doreen and Inez for lateness
109 times. During that period, no one told her ofthe lateness as an issue, with
an attached second warning on 9/13/10 for calling out 3 times in 60 days period
after a scheduled day off, p. 527 Hearing Testimony. She was offered a
different shift, but she was unable to change at that time due to family issues. It
is written as “refused” on warning. Jillian refused to sign the warning. There
was a second warning attached to the first one: one was for the 119 late days, the
second was for the 3 call-outs in 90 day period. Jilhan had explained that she
had an arrangement and understanding with the previous DN as she hada family
medical issue to deal with which would make her 15 minutes late, On P. 603,. it
is stated that she received a note from Doreen fllis shortly after this noting her
improvement in this area.

Again, I assert my opinion that the cited errors/omissions in the delivery ofnursing
services were insufficient grounds for Ma. Jacque’s termination. Her reinstatement would
not place patients in any jeopardy or harm, nor be against the public interest. I base this
opinion on my many years of eAperience as a Director ofNursing and as Administrator,
and Regional Director in the long term care. Industry.

In addition, as contended from the Hearing Testimony,
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1. On p. 463, JIllian stated that Doteet and Inez were “combing through
everything “ When asked what) responded that her workmatcs would tell her,
“they’re searching and checking through everything to find mistakes” It is

understood that a resurvey was impending and that yes) nurses are to audit for
compliance. It is unusual to see the Admlnitrator auditing a chart when she is not
a nurse. Also, communication with staff explaining the intensity of the auditing
and survey prep would have been in order given the union issues and impending
election.

2. Jillian called Andrea Lee who said “I’m surprised,” p. 488, Hearing Testimony.
Jilliàn contends that Andre would look in to it and get back to her. She never did,
P. 490, Bearing Testimony. On p. 493 it is stated that Andrea said if she knew
about it she would have done something. Jullian said, “Well I called you andyon
didn’t answer my call. ..you never returned my call .. ..you never looked into it.”
Andrea did not respond. (This exchange took place at meeting in a conference
room with Illis.) The company reps, including BR, ignored the staffwho tried to
reach out for assistance.

3. On p. 954, Southgate’s Hearing Testimony she states that it is known that iillian
is attending a union meeting. She is told that if she is late, that lnez needs to take
that call.

4. It was implied to Southgate, Unit Manager, by Inez (and not stated specifically),

p. 1117, that she was trying to find sonething to write JIIIIaII up for. “if she was
given an excuse to discipline her, she would do so,” P. 1117, 1118.

5. It is interesting that Ms. Konjob, DN:waE removed (terminated or transferred)
from this iheility in December2010. Again, there is much turmoil in this facility
even with this administration (lillian’s Confidential Witness Affidavit, January
2011).

6. lillian’s most recent evaluation state that she “meets the standard” in all areas:
3125109. On this one, it also indicates the same for “adheres to the current
attOndance policy.” It is written in at the bottom ofthe form, that she needs to
improve her time, and “pay closer attention to completing assessments.” Mdád is
“Jillian is pleasant, cooperative and a good nurse.” The evaluation for 11/30/09 is
the same except for a “1” (needs attention), for “completes assignments in an
accurate manner.” There is no additional comment on the form by the manager. A
“I” would call for a specific comment with expected steps on how to improve.
Both evaluations are considered good or satisfactory.

In summary, lillian Jacques, LPN, reinstatement is not against the public interest nor
creates an environment ofhann or jeopardy for patients. Her termination was arbitrary,
baseless, punitive, and did not follow the prescribed protocol in a step-wise fashion for
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disciplinary actions, not to mention the provision of guidance, and staffdevelopment to

preserve the individual as a human resource.

The following is additional corroborating and related information as reviewed in the

Hearing Testimony:

It is agreed that there are numerous regulations and standards of care which dictate the

proper actions and interventions to be performed by staff in any long term care facility,

along with facility policies. It is also recognized that Administrators, Directors ofNursing

and other management staffmay expect that such standards are completely fulfilled on a

daily basis. However it must be accepted that it is a managerial challenge to be in 100%

compliance every day with the systems and variables that we have in these facilities.

With each of the Infractions and disciplines that were received by the above nurses, there

is a corresponding explanation along with a remedy that could have been provided by the

management to ameliorate such occurrences. Re-training, communication with staft and

guidance was not done as readily as the administration of disciplinary action to

termination in each of the above cases-with some sooner than later.

It is obvious that there is great inconsistency in giving disciplinary actions. In Ms.

Dande’s case, as per Konjoh’s testimony, p. 2575, she falsified the record, writing in the

chart that she did a treatment when in fuct she did not. Although a lack of further

questioning on this did not specifically state, it is assumed ftomthe testimony that she

was handled differently, and not severely disciplined for that, yet for making a mistake

such as putting a “0” for pulse oximetry, Napaiitano was disciplined and terminated.

On p. 2577, Ms. Konjoh admits that she did not look at the personnel file first when

giving disciplines for issues with stafi She later clarifies and says for 95% ofthe time

she did not check the files, but sometimes she did. She did in the case of lillian or

Shannon, p. 2577. She said that if she did check the files she “would have fired most of

them” at the first offense, p. 2576, # 14. On p. 2580, Ms. IConjob states that she does not

follow progressive discipline. When pressed, she responded, “it depends.”

It is noted that Beatrice Beauvoir cafled out 4 times In 60 days and received a verbal

warning, yet ms. Claudio called out sick 3 times in 90 days and received a written

warning, {Konjob, p. 2400).

This is totalLy unacceptable managerial practice. All facilities follow some type of

progressive steps In disciplining. This is to ensure fairness with or without a union

present A progressive discipline process ensures that there is a system ofexpectations

and stated consequences for staff in the event of lateness, or errors for example.

Arbitrarily giving disciplines at whim is not only not professional, but not effective.

Konjoh agrees that giving a final warning to the nurse for giving the aspirin is excessive,

p. 2610.
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Ms. Konjoh’s Declaration only deals with a few issues: Napoitano and the zinc pill, the

02 saturation of”0,” speaking with Ms. Jacques about cournadin. This is odd as there are
many other issues that Ms. Konjoh was involved in and she was the driving force in the 3

Nurse terminations.

When asked further about how she came to give disciplinary actions for lateness th

September, for lateness from January, she denied looking back at this date, and stated,
“the computer looks back.” It is obvious that a computer by itself does not do anything. It

must be requested. So dates to “look back” for the lateness regarding this selected staff

was put in by a manager, presumably, overseen by the Director ofNursing, Koroh p.
2577.

There is much testimony from many venues in this case with specific areas which
evidence a degree of doubt concerning Somerset Rehab at Cure One’s position and
contention. In addition, I think it is helpful to discuss the organizational culture and
systems issues as such concepts can be practically applied to this case. The following is a

list of such Issues with applicable discussion or comment.

Many organizational culture Issues:
Organizational culture simply refers to the accepted routines and procedures as well as

social interactions in a particular entity. For examplø, dress may be a form ofculture in

an organization. Many businesses, including health care, permit casual dress on Fridays,

with sonic restrictions, for example. Some facilities are more informal than others, not

requiring a strict attendance code, for example. This.is a function ofculture, Staffof any

business adapt or even devise the culture, which can also evolve over time.

1. The Administrator, Ms. Heedles, was changed shortly before an expected survey.
Based on my experience, it is not desirable to change leadership prior to a survey. Such
an action “flags” the Department ofHealth, and is looked at in a negative light. This is
very reactionary and can be a function of culture.

2. Lateness nd absenteeism was tolerated and woziced around for whatever reason. When
changes occurred, was very abrupt-moved Mzninistrator, fired DN, and then brought in
new who immediately made strict changes. Culture changeis a process. Allowance for
this was not done here. Also the callout after day offthat was supposed to be in handbook
but wasn’t, is another organizational culture issue. Ms. Southgate, for instance, was not

aware of the specific time and attendance policy issues (as they were never enforced or
brought up for discussion) specifically the days in 90 day period of call out, or the call
out after/before a day off, p. 961, Bearing Testimony.

3. it was routine for staff to sign MARs/TARs after the shift, later was “ok.” This is a
function of the culture of the organization. Then suddenly, this practice was not “ok”.
Staff did not have time to adapt, not to mention that this aspect is a challenge for most
LTC facilities in the industry.
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4. The organizational culture tolerated “sloppy” practices, staffwho set their own rules
without oversight and guidance for a long period of timó, and in this case, for the entire
tenure of these nurses. This is a result of lack of leadership and not the oxciusive fault of
the individual staff at the lowest level In the organization. The company should have
responded earlier to this to avoid the staff frustrations, as well as to avert infractions.

5. Areas of training were lacking. Jacqul Southgate states that she was not instructed on
how to complete or ensure the completion of the incident reports, yet she was expected to
discipline staff for not doing correctly, p. 985-986, Hearing Testlinony. She stated, “I
told her I wasn’t clear on what she wanted. I had to redo them and she still didn’t 111cc the
way I had done them...” p. 986. She states that others committed errors in the incident
reports. She stated that Mohamed committed errors in he incident reports, but was not
disciplined to her knowledge. She would know as a Unit Manager. The completion of
incident reports is a common problem for such staff and middle managers, not to mention
DNs, to perform without proper training and reminding. Again this is a lack of
management oversight and responsibility from the Leadership. To further this contention,
Southgate states that “One time I was writing up an incident report on Doreen (Dande),
and then I was told by. Incz not to give her the discipline, that she would take care of
it.. ..Ootober 2010. It is presumed that no discipline was given, as she as manager should
be aware of such things even if the DN In fact did give the action. The DN chose not to
give the disciplinary action to Doreen {Dande} for whatever reason. There was a culture
of inconsistency with the perception ofunfairness here.

System Problems:
Simply stated, systems are sets of detailed methods, procedures and routines that are
established or formulated to cany out specific activities, perform duties, or solve
problems. Within a system, actions are prescribed to be performed so that the overall
structure remains intact In healthcarc, there are many systems to ensure the consistency
and safety of consumers. An example related to the matters here include the medication
dispensing system, a much studied process in health care. Within this system of
medication dispensing for example, are many stops depending on the typo ofinstitution.
The steps begin with the written order to the patient receiving the med and lastly with the
documentation of that event. Many manual systems were updated into computerized
systems from one degree to another in both hospitals and long term care in recent years,
to streamline the process for ultimate safety. The Pyxis system is a further example of a
streamlined system for computerized medication dispensing, which prevents many of the
errors that we have seen in this case. Another, non-clinical example ofa system, would
be a payroll system. There are specific steps hi a process to ensure that a person is paid
for the time he is working. flow that is defined is up to the business, and is
communicated to the empioyees.

1. The entire medication transcription process at Somerset Valley with several people
involved in this, can easily result in staffwho can make mistakes. Much is done
manually, with pens and pencils. An electronic or coinjruterized system, would not allow
them to miss a dose, or to not sign. I am not saying that everyone is expected to have



18

computerized systems. I am making the comparison between a manual charting system

with that of computerized. ?vnna1 ystems which are prevalent in long term care and

tend to not be changed, or upgraded, are replete with potential sources oferror. On p.
998-1000+, Jacqui Southgate’s Hearing Testimony, there isa long description ofthe

convoluted medication transcription process including the recap process. Not only did the

Judge and legal personnel not understand this, but I don’t even understand it. I have

worked in this “system,” which is common in LTC without EMRs and I have contended

that it is fraught with potential areas for errors. It is a fragmented human system, which

encourages work-arounds and errors. Computerization linked with the pharmacy

óllminates 99% ofthis potential.

In addition, it is common in the industry thut nurses who give out medications are very

often interrupted during this critical process. There is only enough staff on duty with 2-3

nurses occupied at either treatment or medication carts on a typical shift. Visitors.

Physicians, and other personnel continuaLly interrupt the med nurse. This has been cited

in the lit&ature as a source for errors in itsC1f

There is a very large area of literature and research on patient safety and error

management. It is known and accepted that such “systeflis” or lack thereof as in this case,

potentiates errors and mistakes. Most errors are hidden or are latent. There exist no

automatad systems to pick up or prevent such errors from occurring. The “audit” is the

only universally used method which is less reliable and subjective. Ms. K.onjoh testified

that she and Ms. Arroyo did audits, but as we saw, this was done on certain staffonly,

and can be viewed as to target specific staff.

The lack of sophistication to understand “systems” by Administration was a cause for

their own frustration as well as not fixing the problems for the future. Disciplinary action

does not fix the root cause of the problems. Hence, why we see repetitive similar issues in

the testimony.

2. As discussed, the 24-hr chart check is a process designed as a fail-safe to catch

potential med errors, and pick up those that have occurred. The check is implemented as

an expectation that such manual errors can likely occur. This system did not work in this

case. When Such errors occur in the industry based on my experience, a full investigation

occurs. In this case, had an investigation been done, the staff involved in not performing

the 24 hour cba±t check would have been in question, as well as the entire process. Such

investigation did not occur in this facility as a result ofthe medication transcription

errors.

3. Lack of a practice for staffto follow on pain assessment until an issue with Napolitano

arose. The State {DHSS) told them to do the pain assessments, as was done by

Napolitano, at beginning of shift. These systems were not Mly cLarified and not in place.

4. It is not evident to any significant extent is that the company or facility made efforts to

re-train, adjust workload and schedules for staff. What occurs in the industry is that when

such errors surface, education and discussion is provided to not just the few that made the
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error, but to all pertinent staff. It is assumed that ifone or two made an error, that perhaps

others may have the potential and therefore re-education and group discussion would be

in order. Another accepted industry standard.practice is to look further at the process that

is involved to see if it is working correctly or has perhaps has broken down.

5. System changes take time and arc a process. Terminating staff for these Infractions

(most on documentation and not actual patient care critical issues) is poor with evidence

of poor leadership which continued. In my practice and experience in the industry, I

operate On the leadership premise that accountability lies at many levels and not just at

the lowest level. Managers are certainly accountable for the processes in their

departments.

6. There was no incident investigation that was objectively done in most of the cited

issues and errors by these nurses. There was no RCA (Root Cause Analysis) process

which is done by a team ofplayers in one room, documented, and lead by objective

person. This process did not exist in this company.

7. Lack of unit clerks to do the manual transcriptions, faxing, etc, was evident with a

lack of functioning fax equipment and the use of multiple manual systems created excess

work load and fragmentation. Use of clerks increases direct costs. In this case, having

such clerks might just decrease indirect costs. Creating barriers for staff, and then

punishing them does not reflect progressive management or leadership.

Simply, the lack of sophistication to understand “systems” by Administration was a cause

for their own frustration as well as not fixing the problems for the future,

Ceneral Concluding Opinion:
It is my professional opinion that the Somerset Valley Rehabilitation and Nursing Center

did not have proper and reasonable justification for terminating nurses Shannon

Napolitano, Sheena Claudlo, and Jillian Jacques for allegations regarding their failure to

provide appropriate patient care and fur time and attendance violations. It is my opinion
that the cited error/omissions in the delivery of nursing services were insufficient grounds

for the termination ofMs. Napolitano, Ms. Claudio and Ms. Jacques. Their reinstatement
would not place patients in any jeopardy or harm, nor be against the public interest.

Most of the infractions via discipline, and termination, are rooted in documentation issues

and no actual harm. The clinical documentation and medication errors or omissions are

by no means “grievous” or a threat to patient safety. The second theme of these
disciplinary actions was in the area of lateness and time and attendance, which also does
not harm patients. Such issues are easily remedied through discussion, mutual

accommodation, and continued monitoring Enough testimony which shows that some

staffwere disciplined and others were not, with a long-standing tolerance for absenteeism
and lateness in months prior. In my experience in this industry, when dealing with any
personnel, consistency is the hall-mark and must be used when administering discipline
for deviations.
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When infractions which result in a survey deficiency, it is a human response to “punish”

the person who made the ezior. That is the first thing and the easy thing to do. It may not

solve the overall problem though. If one nurse makes a mistake, perhaps others are doing

the same and following the same pattern, the question must be asked: why are they

making such mistakes? Discussion was provided in depth concerning the investigation of

the process and not just the individual. Through demonstrated re-training, examination of

systems with revision, and compliance auditing in time, these staff would either

improved to 100%. Such efforts that are routine for management or should be, were not

done in thIs case.

It was demonstrated that there eidsted several organizational culture and systems issues

that directly related to most ofthe infractions cited by Somerset Valley/care One, et al. It

is my opinion that bad such issues been handled or understood, perhaps these 3 nurses

could have been spared being terminated.

The cited infractions as purported by Somerset Valley Rehabilitation Center {Care One}

are of a minor nature, and do not constitute grounds for termination. It is my opinion that

the cited errors or omissions in the delivery ofnursing services were insufficient grounds

for the termination of Ms. Napolitano, Ms. Claudio, and Ms. Jacques. I reiterate that their

reinstatement would not place patients in any jeopardy or harm, nor be against the public

interest.

Kathleen Martin, RN, MSN, MPA, LNHA, CPHQ, WCC
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