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On 9/17/10 I 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 left 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 15D, oxygen saturation was documented as 0%, nurse agrees
that this was a wrong saturation documented.
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Inez Konjoh
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Doreen Illis Administrator.
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GRIEVANCE/COMPLAINT REPORT

This form shall be utllized lo provide written documentation of any concern expressed by a resident or resident
representative and to record the foilow-up action taken and results thereof.

‘... . REGEIPT OF GRIEVANCE/COMPLAIN]
Dats received q Ilb I [D

Individual inftlating complaint; U’ﬁesident LJ Reslident representativg; relatjonship ..

Print individual's name ‘ )
Concern reported to: eds CUVK'OV-:S .5 j@&ﬂ.u Ca Ol e CLLQM&
Staff member: — l \ N
Name and Tile

LAY Dre

and Thle
DOCUMENTATION OF FACILITY FOLLOW-UP
Indvidual(s) designated to take action on this concam: ._lne 2. KAMZ}MA— 2

(g

] Date assigned 9 / /é I/O Date to be resolved by C}’ qu //O )
Was a group meeting held? Q Yes; If yes, Identify all individuals In attendance 2o
- 1:] 7 pt

What other action was taken to resolve concern (bespeclﬂc)?g a9 'QP-(‘U-C“:Z»& aa 4 Lobry b
‘ ade. aubizt. iud L 5 efedsy ¥ fv

WA 5L Y Litn c_ra/(z(_ Q:.—t? , AL WD V'M Caieﬂ«_ C.a.,(d. (A-Q.-—"

Restits of ac;Ion taken: l-l' Fa 1A iﬁ:) [N (O T, Q4—I CLl‘J @ Mm?m {1 ,Ql,cvu - “

4] ‘J'vki-uf' {
Plan of Care updeted? OYes @Ko Date [ "
Staff member: Ml ) DR

Name and Tile

_ RESOLUTION OF GRIEVANCE/COMPLAINT =~

Was grievance/complaint resolved? D’( » describe resolution. O No, explain why not.

A educedid b d I":V()au.\ codty, ;- wluns l\;ﬁ) wal ";WL“”(" oy
IL‘\CU.N'L- ok O - \ lﬁ:" ]_, )c-‘.fv\.\.a < 1 G;L‘(.-I/'e‘rz";— I.(‘lijl.'(/y)'—'zf ity o2 ’JJ'L:.,
wad dedee, D Lﬂf—‘u-f;,_ Ol ! (_/

[dentify the method(s) used td notify the resident and/or resident representative of the resolution:
Q Written notification Q Phone conversation 2-Cne-to-one discussion

Date of notlfication q / /7 I / o . ) 3
This form was completed by: Q-Lu"ﬂ’{/u 'Q' o ) d\’\-) 7 I / 7 / / o

8@nature and Tile Dale
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PARTNERS
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DIETITIAN'S NOTE TO PHYSICIAN

~) TO: DR. R(.\m c&%‘u:(xmu\ DATE: B ,[q ‘ 1Q
REGARDING: | o
Faciuty SNV IN K& | room#__ 1D W)

DD\ AN YY\-QC\S

_Sf)m\ W U\\D\)V\/L
Clo_ Aiorrbion
Rec ' Dle RM\ AH’:“'
RCS Reo diet
Pfosr\-od' QL\ 2Oml BHID

Zine ~ o\\c 4:5 2. weeks
—:D\C- \&C:sruu\oSL‘

7
N

)
ThamR\You,
(-
- . Registered Dietitian

D-201 WHITE - Chart YELL&\) - Distitian’s Co;x/ PINK Stimeing003339
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NOTICE OF DISCIPLINARY ACTION

E]

!
| EMPLOYEE INFORMATION ' T

Name: Sl\ew OLC'-&“-QLLQ Faciliy SV QJC’C .
b Title: L PN Date of Uire

Prior Disciplinary Notices in File: {include date and nature)

[ TYPE OF VIOLATION T
Dress Fude !’ertbmmr!ce . Rcs.idcnt Right_s . N :
s Totivess  ppbrite Belvio O\ hpem bt

| DESCRIPTION . 1 .

Date: 9/ i / w Time;

Specitic Description of | ssue, Situation (mehavinr (what, where, how); Oh ‘i IS' / (© Gaa m{d_a-z QD&& i
' oW f 'TUJ\ A Cara aba . A T A ctd Sy
X ; : N . _ -

i L ) |
[ (PN q ¥ .lD #q 9 tQ . X CLO o ta -‘/ 'P-“- oY
[T\ (oL, \/\Q—rm Q 9—\"4 4]
L EMPLOYEE RESPONSE ]

)
I djsagree Yor these reaso
IR s,

Documented Verbal Notice \m
Suspension for days to start on ate) and return to work on (date).

Does this Disciplinary Action Constitute Final Warning; @ No

Further problems of any-kind may lead to Surther disciplinary uction up to and including termination

~ M, H
Employee s[Signature Ddte
Siguature is merely un acknowledgement that this matter was discussed und does it indicute ugreement,

)

Employee Refused to Sign (Requires Witness Signature)

Supervisor’s Signature Date
1ofl0
[ ament Head/Administrator Dute v y Date
(One copy to Employce - one capy to Perscnnel File - One copy to Supervisor) G Cl 7
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Employee Education Attendange Record
Topic of In-service: . A

Content:

Objectives:

At the letion of this Ing session the particinant(s
r/ e y 1 3 1 .’/

Date: o Length 4o _om/n Location: _&sémw
Presented By: "
Instructional Method(s :g;.ecture iscussion (3Visualaids CAGroup activity
QSkill demonstration [Self-study module

Q Other:

Evidence of Learning; LIPost test  [JReturn skill demonstration
UGronp/team presentation TiParticipation in discussion [ Verbalization of content

to meet objectives 3Other :
Department Shift
.::. - tg% % 7=

NEg 7=

VRNC 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

GETTING OUT OF BE |
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

LABLES ON 02, FEEDING PUMPS, IV LINES ETC.

SVRNC 000824
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Somerset Valley

g s . . . L.
Rehabilitation & Nursing Cenrer

October 21, 2010

Sheena Claudio
8 Edgewood Terrace
South Bound Brook, NJ 08880

Y

Dear Sheenn,

Please be advised that, etfective immediately, you are hereby terminated trom your
position as an employee with Somerset Valley Rehabilitation and Nursing Center. The
reason for this termination is your inappropriate and/or unprofessional conduct including,
but not hecessarily limited to, your failure to complete required clinjcal documentation,
As you are aware, you have received prior discipline, including a suspension and final
warning on October 4, 20] 0. for such performance related issues,

Center’s premises,

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

Sincerely,

Lo

Doreen Illis
Administrator

Cec: Human Resources
Personnel File p—

P77
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State of Nem Jersey
OF HEALTH AND SENIOR SERVICES

 DEPARTMENT

. PO BOX asg
TR

ENTON, N.J. OB625-0358
© www.al.gov/haaith

JON 5, CORZiNE

HEAT HOWARD
Governor Ci

HER
ummissioner

e

IMPORTANT NOTICE - PLEASE READ CAREFULLY

December 10, 2009

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

Elizabeth Heedles,
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Informal Dispute Resolutioen: (42 CFR §488.331)

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 bProcess, you must,
within ten calendar days from Your receipt of this letter (this time
limit shall be strictlx enforged), send an original and ten (10)
copies of the following: g written request for informal dispute
resolution, a copy of the CMS-2547 form, a list of the specific
deficlencies being disputed, an explanation of why each deficiency isg
being disputed, and any supporting documentation to

New Jersey Department of Health and Senior Services
P.0. Box 358, Trenton, New Jersey 08625-035)9

{609) 633-9547

Fax Number: (609) 633-9087

of any enforcement action,

(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 allegation, we
may presume compliance until substantiated by revisit or other means,
The POC should be sent to Patricia §. Guner, at Department of Health
and Senior Services, Office of Assessement and Survey, PO 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

Your POC must contain the following:

What corrective action(s) will be accomplished for those residents affected

by the deficient practice;

How you wijl identify other residents having the potential to ne affected by
the same deficient Practice and what Correctiveaction will pe taken;

What measures will be PUt into place or what systemic changes you wij) make
to ensure the deficient Practice will not recur, and,

How the corrsetive actions will be monitored 1o ensure the deficien, practice
will not recur, i.e., wiat Quality assurance program wil] be pPut inte placa,

Somers005302
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Do not include Information chat will identlfy specific residents, family
members, or facility staff, such as pames or room numberg.

If you intend to uUse a computer or word Processing format to print
the POC, the Department requests the following:

The original 2567 face sheet be completed with the allegation of compl iance
date and administrator's signature,

The POC for each discrete tag number be attached behind the 2567-page(s} of
deficiency text.

The completion date for the correction of each deficiency be shown at the -
right margin at the beginning of the poc text or at the end of the POC text.

Each page of the poC text should be identified with the citation tag number,

'Remedies:

A. Mandatory Remedies:

§d88.417(b)(1)). This shall become effective 15 days after
notification by CMS. Moreover, if substantial compliance has not
been achieved within six (6) months of that date, CMS/the Department
will terminate your provider agreement (12 CFR §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 tMs:

$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" civi) money
penalty (CMP) to a "per instance" CMp or a change in the amount of
the CMp,
{

Somers005303



Y

e pme R

g TR L

Somerset valle

Y Rehabilitation g Nursing Center
Page 4

Faderal Remediag 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,

5 regarding the contents of this letter,
Program Compliance at (609) 9684-8128,

Gottlieb, Director
Program mpliance g
Health Caxing Financing
DJG: PC: d}
Enclosure
¢ Nursing Home Administrators I,
Annette Tucker-Osborne,

Frank Skrajewski, Long T
Control # 09567/WsPv11

icensing Board
Survey Branch Manager
erm Care Licensing
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CENSUS 58
SAMPLE SIZE 16
F279 4a?_’g:s.zow). 483.20(k)(1) COMPREHENSIVE F 279
ARE PLANS

A facliity must use the resuits of the assessment
to deveiop, review and revise the resident's
comprehensive pian of care.

The faciiity must develop a comprehensive care

plan for each rasident that includes measurable

objectives and timetables lo meet & resident’s

; medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive

assessment. .

ok
‘ﬂ,.l'

The care plan must describe the services that are
1o be furnished to attain or maintain the resident's , i
highest practicable physical, mental, and :
psychosacial well-being as required under
§483.25; and any services that would otherwise i
be required under §483.25 but are not provided .

due to the resident's exercise of rights under
§483.10, inciuding the right to refuse {reatment
; under §483.10(b)(4). i |

i i } .

: This REQUIREMENT is not met as evidenced
. b .

y: .
: Based on interview and record review it was ' '
" determined that the fscility failed lo develop a H ;
. care pian for a resident who was experiencing  : !
: excruclating pain at times due Io rectal cancer. ! !
" This was evident in 1 of 4 residents reviewed for "

iORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

e —— - ——.

;ﬁ' )-:.y Statemant ending with an ssterisk (") denoles a daficlency which the institution may be excused from eorrecting providing il is determined that
s iards provide sulficient protection o the patients. (Sea inslruciions.) Excepl for nursing homes, the findings siated above are disclosable 20 days
wits, .9 dale of survey whethet or not a plan of correction is provided. For hursing homes, the ebove findings and Plans of correction ere discipsabls 1
i loflowing lne' dale theas documents are made available to the facility. if deficiencies are ciled, an approved plan of correction is requisie io conilued
fam participalion.

# CM5-2567(02-89) Provious Vevslons Obsolnle Event ID WSPV1 1 Fantiy 10 81010 1o Batimore0Q530% ,
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( \_Fﬁ, Continued From page 1

pain (Resident #7) as evidenced by the following;

| Resident #7 was admitted to-the facillty with a
diagnosis of raclal cancer for which the resident
experienced excruciating pain. The resident's
initia! pain assessment wag incomplete and the
interdisciplinary team falled to develop a care plan
for the resident’s pain needs.

Please refer to F309.

/"-SN>NJAC B:39-11.2 (d) 2
F 300 }/483.26 QUALITY OF CARE
N\—S5=&"

Each resident must receive and the facility must

X or malntain the highest practicable physical,

| mental, and psychosoclal well-being, in

; accordance with the comprehensive assessment
and plan of care.

(, I provide the necessary care and services to attain
| {
|

This REQUIREMENT is not met as evidenced
i by:
Based on observation, interview, and record
review it was delermined that the faclilty failed to
pravide effective pain relief for 1 of 4 residents
reviswad for pain (Resident #7). This resuited in
- the resident being afraid to eat and use the toilet.
* The residant also experienced excruciating pain ,
! during bowel movements and for three hours |
every evening when she received a rectal
- 8uppository. The deficient practice was
* evidenced as follows:

H

| Resident #7 was admitted on 11/4/09 with a
dlagnosis of reclal cancer for which she was

i’ receiving radlation therapy outside the facllity

F 279

/

F 309

)
i
]
i
i

i

M CMS-2567(02-99) Provious Varsions Obsolsle Evenl 1D; WEPV11

Faailiy ID: NJB1810

If conhnuation sheet Page 2ol 12
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F 308 ; Continued From page 2
Mondsy through Friday.

On 11/24/09 at 1:30 p.m. the resident stated that
she had such severe pain when she had a bowel
movement that she had 1o ¢ry out in pain which
made her feel embarrassed so she pute
washcloth in her mouth to muffie the scream. She
further stated that there was an ointment that she
was supposed io get for the rectal pain but she
had not gotten it.

1 On 11/26/09 at 8:50 a.m., the surveyor observed
i the Resident #7 sitting in her room in her

| wheelchair with her uneaten breakfast in front of :
;- 1 her. When asked If she was dissalisfied with her ;
@ ; | breakfast, she said no it iooked good but she

TV
-

; couldn't eet. "I'm afraid to go to the bathroom, |

- have so much pain.” Resident £7 explained that

| she had cancer of the rectum and a lesion on the
inside of her rectum that hurt so badly when she
had a bowel movement that she had to stuff rag

i in her mouth because she was embarrassed of -

’ anyone hearing her scream. The resident aiso
slated that she received a rectal suppository at

i night and that afterward she was in terrible pain

i for 3 hours. She said when anything touched the

| lesion, she could jump through the ceiling. When
1 asked if she had told anyone about this she said
'"yes, they know",

The surveyor reviewed (he resident's medicai
record and found that when the resident was
admiited, the faciity failed to perform a complate
' pain assessment. Consequently, the ;
interdisciplinary team did not develop a care plan !
* for pain, and pain was not included on her lis of |
i problems despite the fact that one of her :
" admitting diagnoses was pain. The initisl MDS
, (Minimum Data Set) Assessmen! identlfied her as n

F 309

-

;
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F 309 Continued From page 3 F 308
 having moderate pain daily.

The resident had an order for Lidocaine Ointment
5% to be applied to the rectum every 2 hours as
needed for pain dated 11/16/09. This medication
wag never documented as having been

administered &ccording to the MAR (Medication !
Administration Record). The resident was !
receiving Percacet s needed on a dally basis i
and also had a Lidocaine palin patch and @ i
; Duragesic 50 mcg. pain patch every 72 hours,
: The resident told the surveyor that the pain

I medications wera not working.

On 11/26/09 at 10:15 a.m. the wound nurse toid
-1 1 the surveyor that the resldent received medication
‘i applied to her rectum at night for wound heaiing.

| The Unit Manager was asked for the resident's

« {ates! pain assessment shest 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 reside

. feceived ointment applied to her reetGm for pa
When she was shown the blank M.A.R. she

" stated “| don't know why they n't signed for

ity

*On 11/25/09 at 12:00 p.m. the same concerns
were brought to the atiention of the Administrative ,

" Staff. They had no verbal responsse but stated

_ they would look into i,

On 11/30/09 at 10 a.m. while the surveyor was
observing the medication pass, Resident #7 fold :
« the medication nurse that she was experiencing |
; Paiin at a level of 5 on a scale of 0-10. The .

! resident expressed fear of having a bowel

oV
g ’ﬁw/
e

.

RM CM5-2567(02-99) Pravious Versions Obsalste Evenl ID:W8PV11

Faciiy ID: NJ6 1610

#f continuation sheel Pago 40f 12
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F 309
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Continued From page 4 ]
mavement while out at the radiation center. The
medication nuree told the susveyor that she would
give the resident Percocet when she returned
from the radiation treatment bacause the

resident’s pain was aiways a 10 on a scale of
0-10 when she refumed from her treatment.

| When asked why the resident was not

i premedicated for pain if staff was aware her pain
would be a 10 after reatment, the medication
nurse said the resident wouid complain of pain
upon return whether or not she provided paln

! management prior to the treatment. No pain

! medication was provided to the resident prior lo |
) going for the rediation therapy.

I After surveyor intervention, on 14/30/09 the
. 8urvayor observed that the resident's Duragesic ;
 paich was Increased to 75 mcg every 72 hours.

f The Lidocaine Ointment was changed to fwo :
: times a day and every 2 hours as needed and the |
| supposltory that caused the resident pain for 3
| hours every evening was discontinued, f

1 On 12/1/08, again after the surveyor had

! discussed Resident #7 pain concerns with faciiity

i staff, on the days following 11/26/08, there were
several compleled pain assessments as well as

I an interdisciplinary care pian for pain.

- The surveyor visited the residen! on 12/1/09 at
8:20 a.m. Resldent #7 told the surveyor that the

. ointment that she had gotten the night before and -

. her pain pills helped her paln. !

“On 12/1/09 at 1:00 p.m. the surveyor asked the i
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 Olntment

F 309

e e s e — - cnen

e e e e —

Semm—— .

W8 CMS-2557(02-98) Previous Varsions Obsoisie

Evenl ID: WSPV11

Faciky iD

NSG16t0 if continuation shaet Page §of 12

Somers005309

——




P S

.

" "DEPARTMENT OF HEALTH AND HUMAN SERVICES

CE 8 FOR MEDJC

PRINTED: 12/08/2009
FORM APPROVED
OMB NO. 0938-03

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NTER. R ICARE & MEDICAID SERV/
{X1) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER:

315002

{X2) MULTIPLE CONSTRUCTION
A BUILDING

8. WING

(X3) DATE SURVEY
COMPLETED

12/01/2009

NAME OF PROVIDER OR SUPPLIER
SOMERSET VALLEY REMABILITATION & NURSING CENTER

1821 ROUTE 22 WEST
BOUND BROOK, NJ 08805

STREET ADDRESS, ¢ITY, STATE, 2IP coDE

SUMMARY STATEMENT OF OEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED 8Y FuLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

{X4) ID
PREFIX
TAG

PREFIX {EACH CORREC
TAG

10 PROVIDER'S PLAN OF CORRECTION

TIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

!
GOMPLETION
DAYE

F 308 | Continued From page §
usage. She was also asked why there were no
paln assessments for this resident who had
excruciating pain. The DON stated *| can't answer

that, | don't know."

N.J.A.C. 8:38-27.1(s)
483.25(d) URINARY INCONTINENCE

Based on the resident's comprehensive
assessment, the facllity must ensure that a
resident who enters the facility without an
indwelling catheter Is nol catheterized uniess the
resident's clinical condition demonstrates that
catheterization was necessary; and a resldent
who is Incontinent of bladder receives appropriate
treatment and services lo prevent urinary tract

Fa1s
§8=D

i function as possibie.

This REQUIREMENT s not met as evidenced

Based on observation it wag determined that the
faclilty failed to practice proper caiheter care for @
resident who had an indwafling catheter, This was
observed In 1 of 2 residents reviewed for catheter
care (Resident #13). The deficient practice was
eévidenced as follows:

On 11/25/09 at 11:00 a.m. the surveyor observed
Resident # 13 In her bed asleep. The resident
‘had an indweiling urinary catheter and the bag

1 Which collected the urine was In a privacy bag

i lying on the floor next to the bed.

i On the same day at 12:00 P.m. the surveyor
observed the resident being dressed while in her

! bed by a C.N.A. (Certified Nursing Assistant). The
'l catheter bag and the associated tubing were -

1 infections and to restore as much normal bladder !

F 309

F 316

|
!
]
1
i
H

;
!
!
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|
|
|

M CMS-2567(02-00) Pravious Versions Obsolels
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: observed lying on the bed. This practice could
: result in a backflow of urine into the bladder for !
! this resident who had a history of urinary tract i
; infections as well as be a source of infection by
carrying bacteria from the floor into the resident's
bed,

NJAC 8:39-27.1 ()
F 3684 | 483.35(d)(1)-(2) FOOD F 364
88=C
Each resident receives and the facility provides
food prepared by methods ihat conserve nutritive
value, flavor, and appearance; and food that Is
i paiatable, attractive, and at the proper
Q temperature. ,

=

! : This REQU!REMENT Is not met as evidenced i :
by: |

Based on observation and Interview, it was i

defermined that the facillly falled to provide l

condiments with the meal trays in order to |

|

i

]

t

]

]

improve palatability of the meals as evidenced by
the following:

4 1. On 11/24/09 at 11 a.m. during the Group

i Meeting, 5 of & residents staied that they never

receive condiments on thelr meal frays. No

i ketchup, sugar, suger substitute, sall or pepper
were provided.

; :2. On 11/24/09 at lunch, the surveyor requested
" 3 test trays which did not contaln condiments,

: 3. On 11/24/08 at lunch, two surveyors noted 16
. fesidents eating from lunch trays which did not
, conlain any condiments.

R T

{
H
1
1
]
|
;
]
|
i

4. On 11/24/09 al lunch, 3 additional aleri and . .'
: i
Faciliy ID: NJB160 If continyation sheet Page 7 of 12
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| oriented residents and a family member of a

( fesident eating iunch stated that meal trays were
never delivered with condiments.

5. On 12/1/09 at 9:25 a.m. Resident #0 told the
surveyor that "the food stinks, it isn't fit for a pig. |
usually send my platter back and they send me
something eise."

" IN.JAC. 8:39-17.4(e)
F 425 | 483.60(a),(b) PHARMACY SERVICES

8820

The fecliity must provide routine and emergency
‘1 drugs and blologicals to its residents, or obtain
; them under an agreement descrlbed in
é; + §483.75(h) of this part. The facility may permit
““ - unficensed personnei to administer drugs if State
! , law permits, but only under the general
; Supervision of a ilcensed nurse.

f
A facility must provide pharmaceutical services
(Including procedures that assure the accurate
i acquiring, recelving, dispensing, and
! administering of all drugs and biologicsls) to mesl
F the needs of each resident,

! The facility must employ or obtain the services of
' a licensed pharmacist who provides consultation
; on all aspects of the provision of pharmacy
 services In the facliity.

i This REQUIREMENT is not met s evidenced

1 by:
; Based on observation, Interview and record

1 review, It was determined that the facilty falied to !

assure that the provider pharmacy provided a

!
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reviewed on the survey sample and on med pass
observation. Also, the facillly falled to properly
secure medications stored In the med carf. The
svidence Is as follows:

1. On 11/30/09 at 8:32 a.m., the surveyor was
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 fentany! patch transdermal. Change i

{ every 72 hours, Apply 1st dose stat.” The nurse :

| stated that the fraquent use of Percocet was  ;
ér ' assessed and evalusted and it was determined |

" i that a fentanyl patch every 72 hours would i
! provide better baseline pain control than
continuing with the "prn" as needed Parcocet

i Though the fentany! palch was ordered the

{ previous night as a “stat” (at once) order, It had

I not been provided for adminisiration {o Resident

—

#18 for the morning med pass. Consequently the
" physician modified the order on 11/30/09 to :
l “May hold Fentany! patch until delivered from
| Pharmacy." When the med nurse asked the
| resident what the leve! of psin wes on e scale of 1
: 1o 10, the resident stated her pain was an 8. The
! nurse then administered a prn dose of Percocet
' to the resident. i

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

On 12/1/09 &t 11 a.m., the DON stated that the :
, provider pharmacy had informed the facility that
 they were unabie to provide the fentany! paich on !
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pain medication which was ordered “stal” (at F
once}) for 1 of 22 residents, Resident #16,
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F 426 | Continued From page 8
11/28/00 at the time of the order as it was a i
; Schedule 2 narcotic and required a parlicular X
- prescripfion which the physician had not provided.
The pharmacy had besn unable to get in contact
with the physician for the prescription. No effort
had been made by the facility or the pharmacy to
contact the medicai director in order to provide
the "stat" fentany! patch to the resident, The
faclilty's back up medication box did not contain
the dose of fentany! patch the physiclan had
ordered for the resident. Consequently, the
resident did not receive the fentanyl patch but

- rather continued with the “prn” (as needed) ;
| Percocet, ll

€ " 12, On 1124/08 at 1:40 p.m., a madication cart
~ | was observed open and unatiended in front of !
| Room 9. The door 16 room 9 was closed andno |
1 slaff member was observed in sight of the meg .
j cart which was unlocked and the door to the cart
| was ajar. When the med nurse returned fo the
’ cart, she told the surveyor, "You uniocked my
med carf” to which the surveyor repfied that she
had no keys to the med cart and had found it
open. The med nurse then told the surveyor that
this was the second time that day that the med |
! cart had been found to be unlocked and open, |
| The first time, It had been found by the Director of !
i Nurses (DON). | ‘
i

'N.JAC. 8:39-20.6(a),
8:39-29.4(h) ;. j
F 428 . 483.60(c) DRUG REGIMEN REVIEW . F428i :

§8=D

The drug regimen of each resident must b !
! reviewed al least once a month by a licensed
, pharmacist. ;
The pharmacist must teport any irregularities to j ;
Event 1D-WSPV14 Facility ID: NJ8 1810 I conlinuation sheat Page 100f 12
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Continued From page 10 ! Fa28

,' the attending physician, and the director of :
 nursing, and these reports must be acted upon.

F 428

This REQUIREMENT s not met as evidenced

Based on observation, Interview and record
| feview, it was determined that the consultan
| pharmacist falled to comment on the use ofan
! antipsychotic medication in the absence of | ! '
| behavioral symptoms in a resident at risk for side !
4. ! eflects from the medication for 1 of 16 residents,
6 . Resident #11, a5 evidenced by the following: ¢ '

-
a v—

Resident #11 was admitied to the facllity on I
I 11/8/09 and was assessed by the facillty as being
L alert and orlented. This resident was selected by
the facility and participated in the group meeting i
on 11/24/09 at 11 a.m. At 1 p.m. on the same i
; day, the resident was observed working on the i
| computer, The resident had a diagnosis of i
| diabetes meliitus. Resident #11 had a physician's -
| order for the antipsychotic olanzepine (generic !
| Zyprexa) § mg. daily. The facility identitied the *
| target behaviors of hilting and delusions on the !
behavior monitoring form for the use of :
- olanzeplne. On 12/1/09 at 11 a.m., the Director ! : :
of Nurses (DON) stated that if no behaviar was : : ;
present, a "0" would be entered on the behavior ‘ ,
monitoring form. No *0's" were entered but rather {
the behavior monitoring sheet was left blank. On :
11/25/09 at 11 a.m., the Unit Manager told the | ' :
Surveyor she was unsure why the resident was : :
 raceiving olanzepine therapy and that the resident : ; ’
- had no behavioral symploms. :

e e ——_ s e
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| Diabetes. Zyprexa can incresse the bioad

Continued From page 11

On 11/30/09 at 1:30 p.m., the Director of Nurses
stated that the resident had had an acute delirium
episode in the hospital which resulted in lhe
resident receiving 2yprexa therapy.

Resident #11 had biood sugar monitoring
performed 4 times a day due fo the diagnosis of

glucose level, An Initial medication regimen
review (MDR) was parformed by FAX on
11/16/09. The consuitant pharmacist performed
a MDR in the facliity on 11/16/09. The consultant
pharmacist failed to address the fact that Zyprexa
can elevate the blood sugar fevel in this resident
with a diagnosis of diabetes. The consultant
pharmacist note of 11/16/09 stated, “On Zyprexa"
but did not address the blank behavior monlloring
sheet or the fact that the resident was
expariencing no behavioral symploms yat was
recelving entlpsychotic therapy. .

On 11/30/09 at 1 p.m., the DON stated that as a

. result of surveyor Intervention on 1 1/26/09 the
physiclen ordered Zyprexa to be decreased fo 25
mg. daily for 5 days and then discontinued the
antidepressant therapy and antianxiety

'l medications were then ordered,

| N.J.AC. 8:39-29.(a)1 :

F 428
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All accidents or incidents occurring on the center's promises must be reported. An incident Is any occurrence not

1.3 Accidents / Incidents

LA TG R

consistent with the routine operation of the center, normai care of the resident, a happening Involving visitors,
malfunctioning equipment, or observation of a condition which might become a safety hazard.

To provide & safe and healthful environment for residents, visitors and employees,

1 Reporting of Accidents/incidents:

14

1.2

1.3

21

Regardless of how minor an accldent or Incident may be, it must be reported lo the nursing supervisor,
and appropriale documentation completed on the shift that the accident or incident occurred.

Employess witnessing an accident or Incldent involving a resident, employee, or visitor must report such
occurrence fo the nursing supervisor as saon as practical. Do not leave an accident viclim unattended
uniess It Is absolutely necessary to summon assistance.

124 Any un-witnessed accldent or incident must be investigated for potential abuse. (Refer to: Abuse
Reporfing and In\(esllgallon)

The supervisor must be informed of all accidents or incidents 5o that medical atiention can be provided.

Assisting Accident/Incident Victims;

Should an employes witness an accident, or find it necessary to aid an accident victim, the employee
should:

" 244 render immediate assistance. Do not mova the victim untii he/she has been examined bya

31

32

33
34

3.5
3.6

Licensed professional for possible injuries;
21.2  ifitIs a resident, move the resident io his or her bed once examined, If appropriale;

213 |f assistance Is needad, summon help. If the employee cannol leave the victim, ask someone fo

report {o the nurses’ station that help is needed, or If possihle, use the call system localed In the
resldent's room to summon help:

Medical Attention; The nurse shali:

Examine all accidentincident victims. The victim will not be moved until he/she has been examined by a
Licensed professional for possible Injuries.

Notify the medical director or the victim's personal o attending physician, and Inform the physician of the
accident or Incident.

Family will bs notified as soon as possible conceming accidentfincident.

If the Injury appears serious or questionable, the individual will be sent to the hospital by ambulance or
911 as needed.

If nacessary or appropriate, designate an employee fo accompany the victim o the hospital,
When a resident sustains a biow to the head or there has been an un-witnessed fall, they shall be

observed for neurological lies, Neurological checks will be initiated and continued periodically
e T N

CASE NUMBEH - (0 2

EXHIBIT NUMBER: =

DD\~ RECD —
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over a 72 hour period. Documentation of the resuils will be placed in the madical record.

3.6.1 If abnormal neurological symploms occur, the physician will be notified for further orders. If the
physiclan can nol be reached In as needed, the resident will be transferred fo an acule care
hospital ER.

3.7 Any first ald rendered for minor Injuries, cuis or abrasions will be documented In the medical record.
Documentation and Investigative Action

4.1 The charge nurse and/or the depariment director or supervisor must document the incldent and Initiate an
immediate Investigation of the accident or incident.

4.2 The Resident AccidentIncident Form wiil be used for residents and vistiors. The Employse
AccidentAincident Form will be used for employees. investigation form and/or log must also be compieted
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 altempt will be made o ascertain the cause of the accidentincident thru the investigation process.

45 The Administralor and Director of Nursing will 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 Administralor immediately regardiess of time or day. '

45.1  Completed Accident/Incident Reports and investigation forms must be submitted within 24 hours to
the Administrator and the Direclor of Nursing.

Medication Errors

51 Omission Error: the fallure to administer an ordered dose, unless refused by the resident or not
administered because of recognized contraindication,

52 Unauthorkzed drug error: administration to the resident of a medication dose nol authorized for the
- resident. This category Includes a dose given to the wrong resident, dupllcate doses, administration of an
unordered drug and a dose given ouside a stated set of clinical parameters.

53 Wrong dose error: any doss that Is the wrong number of preformed unils (l.e., tablets) or any dose
above or below the ordered dose by a predetermined amount (1.e., 20%). :

5.4 Wrong route error: adminisiration of a drug by a route ofher than that ordered by the physician, or a
wrong site of administration.

§5 Wrong rate error: administration of a drug at the wrong rate, the correct rafe belng that gliven in the
physiclan’s orders or as established by center policy.

56 Wrong dosage form error; adminisiration of a 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 consldered an error If the
medication s on the "Do Not Crush” list and/or there Is no physlolan order lo crush.

57 Wong time error: administraion of a dose of drug greater than 60 minutes from Iis scheduled
administration time except for drugs that the time of administration Is not Imporiant. That is, an error is
counted only if that wrong time can cause the resident discomforl or jeopardize the resident's health and
safely.

5.8 Wrong preparation of a dose: incorrect preparation of the medication. Examples include incor}ect
dilution or reconstitution, not shaking a suspension, using an expired drug, not keeping a light sensltive
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

Somers005450




forth, but improper technique Is used. l.e. not using the Z track Injection technique when Indicated for a
drug.

8. IVincldents - Intravenous medication incidents are considered separale from medication errors. Examples of [.V.
errors requiring incldent reports are:

6.1 Infusion rate not within ten parcent of that specified over a twenty-four hour period
6.2 incorrect infuston date.

6.3 Infiitration characterized by edema of 3 centimeters or greater and/or accompanied by tendemess and
pain,

6.4 Edema of less than 3 cenfimeters from a drug diluled in less than 250 millimelers of solution that has
infilfrated.

6.5 Infitration of a known tissue damaging drug regardiess of the drug diiution.
6.6 Phiebliis along the catheterized vein beyond the venipuncture.
7. Traumas
1.1 Falls or collislons
7.2 Bums - electrical, chemical or other
7.3 Trauma Involving iacerations that require sutures
74 Any other event which can be considered traumatic In nature
8  Other Polentially Unusual Occurrences .
8.1 Any unusual documentation or evidence of tampering with a medical record.
8.2  Any resident or family verbalizing intent to sue physician, nurse, center, elc.
8.3  Any complaint of improper ireatment whether made by the resident or famly.
8.4 Security Issues such as unautharized entry to center, bomb threals, destruction of properly, elc.
8.5 Unauthorized leave by residents.
T 8.6 Damage lo praperty. .
8.7 Occurrences of a serlous or life threatening nature which Includes but not iimited 1o
8.7.1 Reslident death, when sudden and unexpecied.
8.7.2  Unusual incident that resulls In serlous 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 Reglonal Vice President /Director of Clinical Services will be notifled by the Vice-President of
Operations, assigned Reglonal Director of Operatlons and Clinical Services Coordinator
Jmmediately regardless of time of day.

88.2 The Regional Vice President/Direclor of Clinical Services/Clinical Services Coordinator will ensure
that staff direclly Involved will be suspended pending compiete Investigation by the center,
depending on the circumstances of ihe incident.

8.9 The Adminisirator Is responsibie for coordinating the investigation and assuring that appropriate action Is
taken. This will Include:

8.8.1 Notification of the following as determined:

%I Somers005451
|
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Ombudsman

Department of Health

Famlly

Physiclan/Medical Director
Police or appropriate authority

8.9.2 Conduct inerviews, collect written statemants from all staff or visitors involved in the situation. All
required documentation should be completed.

8.9.3 Reglohal;paisonnel will be present dally dddng assessment an'd, In'yes_ﬂgatiod,'as necessary. .
Reglonal pérsonnel will be present al exlt conference should a survey by the Health Dapartment
oceur. : T

8.9.31 The assigned Reglonal Director of Operations and or the Cllnical Services Coordinator will
maintain communication and update the Reglonal Vice President/Direclor of Clinical
Services.

8.9.3.2 The Reglonal Vice PresidenlIDirector.of Clinlcal Services will update the Vice President of
Operations.

8.8.33 Reglonal personnel wiil continue pending investigative oulcomes based upon center
need.

Individual wili be appolinted to direct the safety program.
91 Allincidents will be forwarded to the center safely officer for follow up.
Do nol 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 filed”.
10.2 Do not wrlte “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 condllion and treatment related
to the incident.

Somers005452



' “ €ase 3:11-cv-02007-MLC -LHG Document 35-8 Filed 05/11/11 Page 28 of 128 PagelD: P 13
. 2308
s
- \ Nurses' Meeting’
O October, 20, 2010

Agenda of topics;

r

1. Care Issues — Lack of supervision

2. Customer Service and Patient Satisfaction.

3. Callbell response — Monitor your Staff response to callbell. BE PROMPT!
Patients room are Messy
Equipments not taken out when not in use
Equipments not dated - g-tubes and nebulizers and 02.
Treatments not done but signed for
Medicating patients with sleeping pills late

¢ 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 bour 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.

New PT /INR binder

' 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 02 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 new admission orders to the TRG Group — 11-7
8. Survey ready — reviewing other facility DOH survey.

SVRNC oo1049




“ P-7
EMPLOYEE WARNING RECORD .

Napolitano Shannon

.-
Employee's Name:

shift: 645a-315p

Clock or Payrol No:
Date Of Warning:

WARNING

Department:  Nursing

09/13/2010

Date Of Violation: 09/13/2010 NATURE [[] substandard Work ~ [] Conduct Lateness
Time Of Violation: OF VIOLATION
) [] Carclessness [} Disobedience [] Time& Attendance
[ Reported Absent [ Unreported ~ [] Abuse of Sick Leave/ Proof of
Without Leave Absence Iliness

[] Pattem Absentteeism [} Late Call - Off [T} Excessive Absenteeism

[] Uncooperative [ ] Lunch/Rest Break Period Abuse

COMPANY REMARKS

Shannon has been late 93 times since 1/1/10.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 termination upon the next episode of lateness.

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.

Date I’jb ’6

ACTION TO BE TAKEN

a. Oral Waming a Comments:
b. Written Wamin / lg )
c. Suspension a # of Days
d. Discharge a Date
Approved By
Name Title Date
I have read this "warning" and understand it.
Signature of the person who Title Date
‘. Employee's Signtu Date prepared the warning

G0

o polle 10 D00 e

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 therein.”

Witness: Date

If employee refuses o accept copy of form:

* Employee refuses to accept his copy of this warning
notice."

Supervisor: Date

Nursing

[‘)ﬂ}(;}\ Somers003344



Punch Detail Report

2010-01-01 - 2010-09-30

Napolitano Shannon Licensed Practical Nurse CO: BV1 File No: 002839

IN ouT IN ouT IN OuT TOTALS
Fri 01/01 7:00 AM 4:02 PM 9.03 9.03
Mon 01/04 7:04 AM 5:06 PM 10.03 19.07
Tue 01/05 7:07 AM 4:18 PM 9.18 28.25
Wed 01/06 6:51 AM 3:42 PM 3.85 37.10
Fri 01/08 6:53 AM 3:11 PM 830 45.40
Sun 01/10 7:09 AM 3:55 PM 8.77 54.17
Mon 01/11 7:04 AM 3:30 PM : 8.43 62.60
Wed 01/13 7:59 AM 3:00 PM 7.02 69.62
Fri 01/15 7:00 AM 3:223 PM 8.38 78.00
Mon 01/18 7:06 AM 322 PM 827 86.27
Tue 01/19 7:04 AM 3:44 PM 8.67 94.93
Wed 01/20 7:06 AM 3:51 PM 8.75 103.68
Fri 01722 7:01 AM 4:18 PM 9.28 112.97
$at 01723 7:08 AM 3:24 PM 827 121.23
Sun 01/24 7:06 AM 3:43 PM 8.70 129.93
Mon 01725 7:05 AM 3:44 PM : 8.65 138.58
Wed 01727 6:58 AM 4:10 PM 9.20 147.78
Thu 01/28 7:10 AM 3:18 PM 8.13 155.92
Fri01729 -  7:05 AM 4:34 PM 948 165.40
Mon 02/01 7:03 AM 4:15PM 9.20 174.60
Tue 02/02 6:47 AM 3:19 PM 8.53 183.13
Wed 02/03 6:54 AM 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 3:14PM 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 22522
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
Tue 02/16 .6:55 AM 3:02 PM 8.12 257.712
.Wed 02/17 6:51 AM 325 PM 8.57 266.28
Fri 02/19 6:48 AM 3:20 PM 8.53 274.82
Sat 02720 6:51 AM 3:12PM 8.35 283.17
Sun 02721 6:50 AM 2:55PM 8.08 29125
Mon 02/22 6:48 AM 3:43 PM 8.92 300.17
Wed 02/24 6:51 AM 3:37PM ; 8.77 308.93
Thu 02/25 6:56 AM 324 PM ; 8.47 317.40
Fri 02/26 9:57 AM 321 PM 5.40 322.80
Mon 03/01 6:50 AM 321 PM 8.52 33132
Tue 03/02 6:49 AM 3224 PM 8.58 339.90
Wed 03/03 6:51 AM 3:35PM 8.73 348.63
Fri 03/05 6:51 AM 3332 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 3:13PM . 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 03/12 6:55 AM 3:54 PM 8.98 408.97
Mon 03/15 6:45AM E : : 3.00 416.97
Tue 03/16 6:54 AM 3:13 PM : 8.32 425.28
Wed 03/17 7:00 AM 3:15PM 8.25 433.53
Fri 03/19 6:54 AM 3:37PM 8.72 442.25
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 847 467.37
Tue 03/23 7:00 AM 3:15PM 8.25 475.62

Somersoo334§age of 3



Puach Detail Report

2010-01-01 - 2010-09-30

AR LA W S

Thu 03/25
Fri 03/26
Mon 03729
Tue 03/30
Wed 03/31
Fri 04/02
Sat 04/03
Sun 04/04
Mon 04/05
Fri 04/09
Mon 04/12
Fri 04/16
Sat 04/17
Sun 04/18
Mon 04/19
Fri 04/23
Mon 04/26
Sat 05/01
Sun 05/02
Mon 05/03
Tue 05/04
Wed 05/05
Fri 05/07
Mon 05/10
Fri 05/14
Sat 05/15
Sun 05/16
Mon 05/17
Fri 05/21
Mon 05724
Tue 05/25
Fri 05/28
Sat 05/29
Sun 05/30
Mon 05/31
Tue 06/01
Fri 06/04
Mon 06/07
Fri 06/11
Sat 06/12
Sun 06/13
Mon 06/14
Thu 06/17
Fri 06/18
Mon 06/21
Fri 06/25
Sat 06/26
Sun 06/27
Mon 06/28
Fri 07/02
Sun 07/04
Mon 07/05
Wed 07/07
Thu 07/08
Fri 07/09
Sat 07/10
Sun 07/11
Mon 07/12
Wed 07/14
Thu 07/15
Fri 07/16

6:52 AM
7:06 AM
6:56 AM
6:54 AM
7:19 AM
6:56 AM
6:55 AM
6:59 AM
6:58 AM
7:00 AM
6:58 AM
7:07 AM
7:02 AM
6:56 AM
6:56 AM
7:06 AM
7:54 AM
6:49 AM
6:53 AM
7:01 AM
12:00 AM
12:00 AM
6:54 AM
7.00 AM
6:55 AM
6:58 AM
6:45 AM
7:00 AM
6:55 AM
7:35 AM
7:03 AM
6:52 AM
6:56 AM
7:03 AM
7:00 AM
7:01 AM
6:45 AM
6:52 AM
7:02 AM
7:00 AM
7:05 AM
7:09 AM
8:32 AM
6:54 AM
7:02 AM
7:00 AM
7:11 AM
7:01 AM
6:58 AM
6:56 AM
12:00 AM
7:16 AM
7:18 AM
7:00 AM
6:45 AM
7:14 AM
7:05 AM
7:14 AM
7:08 AM
7:29 AM
7:02 AM

3:11 PM
3:19 PM
311 PM
3:39 PM
3:19PM

342PM .

321 PM
9:59 PM
3:20 PM
11:03 PM
11:22 PM
10:50 PM
3:14PM
331 PM
10:48 PM
11:13 PM
11:12 PM
314 PM
3:19 PM
10:20 PM

11:17 PM
10:55 PM

3:19PM

10:58 PM
11:16 PM
3:44 PM
3:04 PM
10:17 PM

3:08 PM

2:52PM
3:10PM
3:09P™M

11:01 PM
2:46 PM
11:06 PM
2:52 PM
11:55 PM
3:04 PM
3:30 PM
10:47 PM
3:00 PM
3:16 PM
10:31 PM
3:09 PM
12:21 AM

11:00 PM
3:12PM
3:54 PM

11:35 PM
10:06 PM
11:03 PM
3:11 PM
3:30 PM
12:12 AM

6:55 AM

322PM-

11:56 PM

832  483.93
822  492.15
825  500.40
875  509.15
800  517.15
877  525.92
843 53435
1500  549.35
837  S51.72
1605  573.77
1640  590.17
1572 605.88
820  614.08
858 622,67
1587  638.53
1612 654.65
1530  669.95
842 67837
843  686.80
1532 702.12
1638 718.50
1592 73442
1645  750.87
835  759.22
800 76722
1597  783.18
1635  799.53
815  807.68
802  815.70
1542 83112
820  839.32
782 847.13
817  855.30
813  863.43
1600  879.43
1615  895.58
773 903.32
1610 919.42
778 0120
1677 94397
653  950.50
860  959.10
1575  974.85
800  982.85
8.08 99093
1550 - 1,006.43
8.18  1,014.62
1742 1,032.03
1573 1,047.77
790  1,055.67
890  1,064.57
16.00  1,080.57
1635  1,096.92
1502 1,111.93
1582 1,121.75
805  1,135.80
802 1,143.82

SOmErso'&:ﬁM ,160.98
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Puach Detail Report 2010-01-01 - 2010-09-30

Mon 07/19 7:06 AM 11:15 PM 1615  1,17713
Fri 07/23 7:00 AM 11:50 PM 16.83 1,193.97
Sat 07/24 7:28 AM 3:40 PM 8.20 1,202.17
Sun 07/25 7:09 AM 3:30 PM 835 1,210.52
Mon 07/26 7:00 AM 11:14 PM 16.23 1,226.75
Wed 07/28 7:53 AM 3:11 PM : 7.30 1,234.05
Thu 0729 7:01 AM 6:30 PM 1148 1,245.53
Fri 07/30 7:12 AM 11:53 PM 16.68 1,262.22
Sat 07/31 7:06 AM 1:58 PM 6.87 1,269.08
Sun 08/01 3.01 PM 11:01 PM 800 127108
Mon 08/02 7:02 AM 11:14 PM 16.20 1,293.28
Wed 08/04 6:53 AM 3:42 PM 8.82 1,302.10
Thu 08/05 7:06 AM 3:44 PM 863 1,310.73
Fri 08/06 7:04 AM 10:53 PM 1582  1,326.55
Sun 08/08 1200AM V ' 8.00 1,334.55
Tue 08/10 7:07 AM 3:34 FPM 845 1,343.00
Fri 08/13 7:00 AM 11:03 PM 16.05 1,359.05
Sun 08/15 6:48 AM 1:57PM . g 71.15 1,366.20
Mon 08/16 12:00AM V 16.00 1,382.20
Fri 08/20 7:10 AM 10:46 PM 1560 1,397.80
Sat 08/21 6:52 AM 1:59 PM 712 1,404.92
Sun 08/22 7:08 AM 3:13PM 8.08 1,413.00
Mon 08/23 7:05 AM 11:21 PM 1627 142927
Wed 08/25 7:12 AM 331 PM 832 143758
Thu 08/26 7:19 AM 1:56 PM 6.62 1,44420
Fri 08/27 6:45AM V - 800 145220
Mon 08/30 7:03 AM 3:50 PM _ 8.78  1,460.98
Tue 08/31 7:08 AM 3:19 PM . 818 1,469.17
Fri 09/03 6:48 AM 10:11 PM 1538 1,484.55
Sat 09/04 6:53 AM 3:10PM 828 - 1,492.83
Sun 09/05 7:03 AM 3:24 PM 835 1,501.18
Mon 09/06 6:51 AM 3:13PM 837 1,509.55
Tue 09/07 6:51 AM 3:12PM 835 1,517.90
Wed 09/08 6:51 AM 3:20 PM 848 1,526.38
Fri 09/10 6:55 AM 3:27PM 8.53 1,534.92
Mon 09/13 7:24 AM .

Regular Paid 1,292.72

Shift Differential DWDE Paid 221.40

Shift Differential DWED Paid 252.70

Shift Differential DWEE 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 Worled (100%) HOL Paid 29.97

Somers003347
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1 Printed on 08/13/2010 by dtrain
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Attendance Record {Display Only)

Napolitano Shannon (Licensed o™ Aol
Practical Nurse)

Year

12010 ME

' January
! Febryary

March
Lo Apiil
i May
© June
July

August
Septemb

{

|

l Uctober
i November
| December ( X X ] |
I

J 9)'... )ll 0'... i

l
I 9).&0

1 234 5 6 ? 8 910111213141516 1718192021 22324 52627 2829 0 3
G)0)(0) @ ool o) ?)A.‘k;g,[_]@"f §.c;000
AQ)Q@Q@;JJ 93. J}gil__.j

06N>
- o '..Q,ullo Le)oo@ua*
T BRI ooogl,l SO ERRE O | |
_BrosrelonC SR 1 B L8 ekt T8 ]
OBIOIVI X X0 T Fo T SIOe] LB | BT
o (Y IR N | | gmppguuuo*ooq HOOS
HO 0o TXX XX T IO
LS XXAL
OO

01/14/2010
02/10/2010
03/15/2010
04/30/2010
04/30/2010
05/14/2010
gg/,ggmo
010
06/04/2010
07/08/2010
07/09/2010
08/08/2010
08/12/2010
08/16/2010 .
08/27/2010

Call Out
Call Out
Cali Out
Sick

Sick
Vacation
Vacation
Vacation
Vacation
Sick

Sick
Vacation
Request Off
Request Off
Vacation
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Fogphos ee's Name: t Lusdio Sheena R,

st (043a-315p

EMPLOYEE WARNING RECORD

Cluck or Payrol No:

Dite OF Warnmg,:

Depactment: — Nugsing

097132010

WARNING

1 hte O Viotation: /1 2/2040 NATURE

OF VIOLATION

|ime OF Vialation: .
D Carclessness

Substandard Work

D Reparted Absent
Without Leave

K] Pattern Absentteeism [ vawecait-onr [] Excessive Absentecism

D Listeness

[ rime & Anendance

D Comduct
D Disobedicnee

Abuse of Sick Leaver Proot of
IHness

[] mreported
Ahsence

D tincoupentive D Luncly Rest Break Period Abuse

COMPANY REMARKS

Sheena has called out sick 3 times within the last 90 days (6/1. 6721, 9713), OF the three occuragees two have been prior to a day not
«cheduled (6/21 was betore a six Jay break in schedule and 9/13 was before her normal day olf of 9/1-4). See attached.

EMPLOYEE'S REMARKS

IIn. haenee of any statement on the part of the F%M LOYEE indicates higrher .|gm.m;,ct with the n.pnrl as ~m|u..-d

s awey Cou ¢

deq (x..C\—S ,me

' : Doy
[ i um.rugﬁuv vouzv‘on af' 1he matter .ll'mw. \)e ‘\,
¢
i

(

10

Fmpleiyee’s Sighature

;\,\_\{“ﬂe GL r

17 shecld

b-eh_)/Q wr afle
;u(%,,}' c)/), :fl /sllco)a)/ )9-\8.

@ call

Date

ACTION TO BE TAKEN

£ Ol Wimning

b Avritten \W.arnn

0
i AL

C. SHBRRSI a

# of Days

. Discharee a Pate

Approved By

Lonuments;

Name

itle Date

1 have read this "warming® and understaad it

Date

/il

Sigiure of the person whop
m \.p.m.d Ihydwarning

litle
L(.ju h;'é “

bt i | ™

II‘ cniploy ee rclus\:ﬁ/m sign:

* Phis 1 i centify that the employee named in this
wepurt was warned by his superevisor in my presence
converning the suhject matter contained theeein.”

A sy 13ine

AN
KA

I einployee retuses to aceept copy of form:

" Employee refses to aceept is copy of 1his waming
nutice.”
Prue
qor«(‘f

Somers003465

Nupervisor:

Nursing
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sed an 09/132010 by dirain

Attendance Record (Display Only) '
i . Year
Claudio SheenaR. (Licensed | “Gehedde  Acwel  [Z10 <]
Practical Nurse)
12345867 S. gion 12131415161718192021 22232425262728293031
January .,Q..‘--” ..-.QQ _.-
fromgll° @ ug 58‘“ ,d@@ocud 0/070)
Maich Weie L)b @\)‘QU:JO ] \J,
;A BE) cfum OS0! _|_IOODeK
May IU d’uuo@uuolc]u g)uu,,QUDM g l
June 'D.'(_)D@ ooqugm@@e)ucuauoq 0}
MER005: 0050 Nl 000°0 00 0NNeee

- Augus _I".u..dllui)@)..[][] @OA.OIIO;@
| September o'@ulugomobd BL OB | | 9SG
. October q .’...q’- .. ‘: _
' November oo' HOoo . 'S _

| December T ooo ® , 0 |

LI
e
©®

(L]

;ooooI
XT3

D4/25r2010
ge/C M0
e, ho
09/0+:2010
09/13r2010

Request Off
Call Qut
Call Qut
Vacation
Call Qut
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g

o ~ EMPLOYEE WARNING RECORD P-tb

“Tployees Mane: — Claudio Sheena R. Cluck o Pas ral Miy: Department: — Mursing

Slutt:

o43u-315p

Date OF Warning:

WARNING

1312010

(ate OF Vinlation: 19/12/2011) NATURE

E] Substandard Wurk
OF VIOLATION

Listeness

D Fime & Astendunce

D Conduct

D Disobedience

{1 Reported Asent ] tmrepuned ] Abuse ot Sick Leaves Prootor
Without Leave Absence (lness

[ Pauern Absenttecism ] e catt-onr [J tixcessive Absenteeism

Iisme OF Violation:
e olatiog D(.‘urclcssm:ss

] vucooperative [ tuncty Rest Break Period Abuse

COMPANY REMARKS

Sheena has been late 64 times since 1/1/2010. Within the last 30 days (8/12-9/12) she has been late 16 times. This is excessive and
requires immediite improvement. Sce itdched.

; EMPLOYEE'S REMARKS

ll}g u \;321:) 737 anwn on the purt o lhc'\ I:L()Yr[z ::(2:“(‘:\8 hwhc.r gcemcnt with tl\e repurt ti.‘mlcc ,,.;e/\e ,L[O/Q ,L /{_(‘1,»,
(8 N /C\K 7_/ call eJ E_, et O ,fg Y, t”/_
Pore.  Hgga &C &RC\:&ES i ec-,d o o

a
(¥
[ cx.nlcn:d my version of the maiter uhovc ‘.,\ (I 1342 Lz( 1 8C_ e
LSO I' 1 US

,uuf‘nll‘)sf
ACTION TO BE TAKEN

Ewmployee's Signature )

. Ol Warning a Copmients:

h. Writien Warnin { :2h x '

¢. Suspension o # of Days
. Discharge o Date

Approved By

Nane litle Dage

I hitve read this "warning” and understand it

-“7 v Al /(_u.

)
LA

Signature of the person who Fitle Date

prepured the warning g~ i .
o 9/16/r
i 7

Employee's Signatune

\Jéfﬂ"’\‘:‘i, v

es to siga:

/ < (A«.,f{‘{ o
v

1f employee ryfi

" This 1s w certify that the eisployee nuned in this
repurl was warned by his supervisor in my. presence
caneerning the subject matier contnined therein.”

PN Date

1€ employee retuses to aceept copy of form:

* Limployee refuses w aceept his copy of this wamning
notice.”

Supervisor: Daste

Gex-18

Somers003467
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wh Detasd Report

Clawdiv Sheens R. Licensed Practical Nurse CO: BV File No:
IN ouT IN 3191) IN our IOTALS
e 0119 045 AM 315 M 8.30 330
Ak 01720 6:45 AM 115 1M 8.50 1.4
Iha 1721 043 AM 313 PM 3.50 540
Fring; a2 6:15 AM A5 PM 16.50 1200
Mon 01725 645 AM 5:45 PM 11.00 33.00
Tue 01726 645 AM 5 MM 3.50 61.30
Wed 01727 6:-45 AM 500 PM 9.5 70.75
Thu 11,28 014 AM 10 PM 9.43 8018
Sat 01730 611 AM 4:33 PM 0387 J0.45
Sun 01731 6:42 AM <30 PM 9.80 M.85
Mon 0201 616 AM 120 PM 9.57 109,42
Wed 02/03 . 6:39 AM 44 M 9.38 119.00
T 02704 6: AM 3:26 PM R.75 137.75
Fri 0205 G643 AM 3.2 M 8.65 136.40
Sat 02/06 647 AM 321 PM 8.57 144,97
Mon 02/08 64 AM 257 M 9.27 154.23
I'ue 02709 645 AM 9:56 PM 15.18 169.42
Wed 02/10 6:54 AM 315 PM 8.35 171.77
Fri 02/12 6015 AM 3:15PM 8.50 186.27
St 02/13 6:47 AM 323 PM 8.60 194.87
Sun 02/14 7:30 AM 3:22pM 71.87 02.73
Wed 02/17 6:39 AM J:7eM R.63 211.37
Thu 02/18 6:43 AM L12PM 9.8 22085
Fei 02/19 G4l AM {1:00 PM 16.32 137.17
Mon 02/22 0:42 AM 3:24 PM .70 21587
Tue 02723 6:53 AM 4:25 PM 9.53 155.40
flcd 024 6:41 AM 3:28 M 8.78 16418
.6u 02725 6:42 AM 3:51 PM 9215 273.33
Sat 02727 6:13 AM 3:45 PM v.12 28245
Sun 02/28 - 701 AM 4:00 M 3.98 2191.43
Man 03/01 TG AM 10:00 PM 15.22 i6.635
Wed 03/03 6:dd AM 3:38 M 8.90 315.55
'l 03/04 G4 AM 4:00 M 9,27 iNEN2
Fti 03/05 3:06 PM 9:00 PM 5.90 130.72
Mon 03/08 6:51 AM J3aeM 8.37 119.08
Tue 03/09 6:47 AM 4:05 PM 9.30 318.38
Wed 03/10 6:55 AM 3 PM 8.27 }56.63
Thu 03/114 6:42 AM 3:16 PM 8.57 165.22
Sat 03/13 65:39 AM $:00 PM 13.35 378.57
Sun 03/14 7:34 AM 4:30 PM 8.93 387.50
Mon 03/15 313 pPM 12:16 AM 9.05 6.35
Tue 03/16 7:01 AM 4:09 PM 9.13 105,68
Wed 03717 a4l AM 4:05 PM 9.4 41508
Fri 03/19 6:42 AM 3:56 PM 9.23 12432
Mon 03:22 744 AM 349 PM §.08 132.10
Tue 03/23 6:42 AM 9:00 PM 14.30 1-46.70)
Wed 03/24 6:45 AM 331 eMm 3.77 155.47
Fri 03/26 644 AM J:i6 PM 8.53 164,00
Sat 3727 6:51 AM 7:01 PM 12,17 176.17
Suu 3/28 3:27PM 14:15 PM 7.80 18397
Mon (3729 6:50 AM 4:00 PM 9.17 Wi
Wed 03731 6:44 AM 3:17PM 8.55 501.08
“hu 04701 0:42 AM J:15 PM 8.35 310,23
i 04702 6:42 AM 3:31 M 8.92 319.035
¥lon U4/05 6:39 AM 3:38 PM 398 528.03
Tue 04,06 6: 17 AM 3:19 PM ’ 833 336.37

Somers003468
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Wed 0107
M 04708
Sat 4710
Sun Q471 |
e /13
ed 04/ 14
Thu O-¥/13
Fri 0416
Mon 04/ 19
T'ue 04720
Wed 0:4/21
I 04722
Sat 04724
Mon 04726
Wed 04728
Thy 0:4/29
Fri 04/30
Mon 05/03
Wed 05/05
Sun U5/09
Mon 05/10
Wead 05/12

" Thu 05/13

Fri )5/14
Sun 05/16
Mon 05/17
Tue 05/18
Wed 05/19
'hu 05720
Sat 05722
o 05/23
dn 0524
thu 05727
Sat (05/29
Sun 05/30
wvion 05/31
Wed 06/02
Fri 06/04
Sat 06/05
Sun ()6/06
Mon 06/07
Wed 06/09
Uhu 06/10

Fri 06/11

Sun 06/13
T'ue 06/15
Wed 06/16
Thu 06/17
Sat 06/19
Sun 06/20
Wed 06/23
Thu 06/24
Mon 06/18
Fue 06729
Wed 06/30
Sat 07/03
“an 07404
d 0707
Fri 7409
Mon 07/12
Fue-07/13

h31AM
6015 AM
7:12 AM
(ll-‘z .\I\I‘
047 AM
038 AM
6:33 AM
0:37 AM
732 AM
618 AM
6:51 AM
6:42 AM
722 AM
6:55 AM
6:31 AM
7:04 AM
H:54 AM
7:02 AM
6:49 AM

T10AM -

7:01 AM
7:05 AM
7:04 AM
7:09 AM
5:37 AM
7.01 AM
7:05 AM
7:08 AM
6:56 AM
8:52 AM
6:56 AM
H:56 AM
7:01 AM
7:22 AM

- 6:50 AM

7:00 AM
6:38 AM
6:39 AM
6:42 AM
6:47 AM
6:35 AM
6:50 AM
649 AM
6:46 AM
7:04 AM
6:41 AM
7:13 AM
6:38 AM
6:38 AM
6:46 AM
6:47 AM
6:47 AM
615 AM
06:32 AM
6142 AM
7:57 AM
6:51 AM
6:39 AM
6:33 AM
6:54 AM
39 AM

740 'M
38 M
J:16 PM
3:15 PM
3:45 PM
3:49 PM
313 PM
100 PM
3:17 PM
353 eM
333 oM
35 P
1:32 PM
3:57 PMt
3:51 PM
342 PM
9:40 PM
202 PM
3:15PM
9:25 PM
3:I5PM
335 PM
3:36 PM
344 PM
.6 M
351 PM
4:39 PM
7:18 PM
3:39 M
3:23PM
7:01 PM
3:35 PM
7:08 PM
3:i15pPM
3:05 PM
3:22 PM
3:22 M
3:19 pM
3:18 PM
3:31 PM
3442 PM
3:26 PM
2:53 pM
345 M
10:54 PM
3:58 PM
3:39 PM
9:20 PM
8:03 PM
310 PM
3:27 PM
3:29 PM
6:06 PM
3:31 PM
3:29 PM
3:36 PM
iieM
3435 PM
3119 PM
331 PM
117 PM

1242
8.35
J.07
8.55
1.97
0.18
3.83
92.05
7.75
2.08
3.70
2.05
6.17
2.03
92.00
3.63

477

1400
343

14.25
3.23
8.50
8.53
8.58
$.32
3.33
9.90

12,17
$.72
6.52

12.08
8.65

12.12
7.38
8.23
8.37
3.73
3.67
3.60
8.73
4.718
8.60
8.07
8.48

15.33
9.28
8.43
i4.70
13.08

$.40
$.67
$.70
1135
3.65
$.78
1.63
.70
3.00
8.43
3.62
350

Somers003469

ALY
337 13
365,30
3573.85
382,82
3N2.00
oti().¥3
009,88
0617.63
626.72
n35.12
odd 47
630.03
659 o7
608.67
677.3)
092,07
706 .07
71450
728.75
736.98
74518
73:5.002
762.60
77092
779.75
789.65
j01.82
$H).33
817.05
829.13
337.78
4990
$57.78
366.02
174.38
383.12
§91.78
900.38
909.12
9217.90
926.50
934.57
943.05
938.43
968.17
976.60)
Y930
1.004.38
1.012,78
1,021.45
103015
L041.50
1.050.15
1.058.93
1.066.58
1,075.28
1LU83.88
1.092.52
1,100.93
1149 23

Page 2 of 3
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* ah Detaid Report

VERAF t2g k) - spger ]
¥t 0)7/17 633 AM 320 PM 832 LS
s 07718 038 AM v rm $.08 Ll
Mon 074 0.4 AM 4:25 PM 9273 13017
Wed 07721 0:4] AM 321 PM $.67 L1483
thy 1)7/22 04l AM RHEY 9.48 115432
A07126 0:55 AM 11:24 PM 16.48 1L170.80
Wed 07728 Gobl AM 11:22 PM - 16.68  L187.18
Sat 07731 (48 AM 3:35 PM $.78 1.196 27
Sun O8/01 2.0 M 11:.07 PM 830 120457
Mon 08/02 :56 AM 3:27 PMt $.52 1.213.0%
Tue 03/03 0:48 AM 3:29 PM 13.68 1.226.17
1°ri NY/06 610 AM 3:37 PM 8.95 1.235.12
Mon 0849 6:48 AM 3:32 M .73 1254 )S
Tue V8710 60:39 AM 3:51 PM 1.87 L2sv s
Wed 08/11 6:58 AM 340 PM 870 1l62n!
Sat 08/14 64 AM 3:34 PM 883 127088
Sun O08/15 701 AM 3:51 M 3.3 1.279 0y
Mon 08/16 6:55 AM 1115 PM 16.33 | 206.023
Tue O8/17 7:00 AM 3:23 PM £38 {040
Wed 08/18 1L AM 3:21 PM 417 131280
ri 038/20 7:04 AM 2:34 PM 150 132000
von 08723 7:07 AM 557 PM 10.83 1390
Tue 08724 6:55 AM 6:24 PM LA 130238
Wed (18725 6:54 AM 3:35 PM S.08 135tn7
Sat 18728 7:07 AM 116 PM $.05 1339 02
Sun (08729 6:34 AM 3:10 PM 127 el 8
Mon 08/30 6:32 AM 3:06 PM 3.23 1378
Wed (09/0) 6:53 AM 3:35 PM .70 138042
I 09/02 6:50 AM 2:06 PM 1.27 IRUTER
Fri 09/03 6:53 AM 3:28 PM 8.58 I oo 27
* fan V6 6:35 AM 3T PM ’.37 1. 108.03
11907 6:45 AM .00 Ltloos
Wed 09/08 7:06 AM 3:33 PM 845 LSy
Thai 09709 8:53 AM 2:52PM 708 Ldvn?
Sat09/1 1 _6:57 AM 315 PM 830 L
Slm\()‘)ll 2 7:08 AM 3:22 PM 8.23 IR EUNRY]
Regular Paid 121285
-5hift Difterential DWDE Paid 124,42
Shift Differuntial DWED Paid 260.27
shitt DitTerentinl DWEE Paid 55.65
Over Time oT Paid 97.45
I'raining TRN Paid 49.30
Vacation VAC Paid 3.00
Holidiay Worked (100%) HOL Paid 22.50
' Page 3 of 3
Somers003470
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rar ot EMPLOYEE WARNING RECORD

——t
Employee's Nomme:  Jacques Jillian Clock or Payrol No: Department:  Nursing
Shir:  245p~1115p Date Of Womning:  09/13/2010

WARNING
Dute Of Violation: 09/05/2010 NATURE [ SeistndondWork [] Cosdus K] Latencss
ime OF Viltios: OF VIOLATION
me OF Violation: ] Carclessness [] pisobedionse ] Time & Aticadance

[JRoported Absent [} Unreported [C] Abvss of Sick Lauvel Proof of
. Without Leave Absence Ulinecss

[] Pattern Absonttestsm  [] Late Call - OFF [ Excessive Abscnteelsm

[ uncooperative [} vunch/ Rest Break Period Abuse

COMPANY REMARKS

Jillian has been late 109 times since 1/1/2010. Within the Jest 30 days (8/5-9/5) she was late 11 times. This is excessive and requires
immediate improvement. See attached.

EMPLOYEE'S REMARKS

The absence of any statement on the pert of the EMPLOYEE indicates his/her nt with the report as stated,

e - JSsud/ oo g L N
\ b [ v yﬂ 5?7%,0 10,V A 'Z)d\’a ,
. ..-centemdmymsionofnlmahove:e v on- 'T(“:,va,%'f% ‘.'} ﬂ/’w

A e e e

5.Oml Waming [} Comments;
b, Wrluen Wanin lg ' 2"30/"'1—1 o/f.ﬂ.ol ol Liean t
¢ Suspension o # of Days §/)/[ ’ /?/Wrﬂ{ s
d. Dischnrge o Date
Approved By
Name Title Date
Thave read this “woming® and understand .
- Signature of the person who Title Date
Employcc’s Signnture Date prepared the woming
Ir employes refuses to sign:
» This Is o certify that the employce.nemed in this ir employee refusts to accept copy of fowm:
report was warned by his supervisor in my presence * Employce refuses to accept his copy of this wamnling
concerning the subject matter contoined therein.” *  gotice”
Witness: Date Supervisor: - Date
Somerset
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L EMPLOYEE WARNING RECORD

SmployegsName:  Jacques Jlilian Clock or Payrol No: Department:  Nursing
shif:  245p-1115p Dute Of Waming:  09/13/2010
WARNING

NATURE - Substaydard Work Conduct Lataness
OF VIOLATION D ry D @

’

[[] Corolessness [ visobedience [} Tims & Attondunco

Dnt; Of Violation: 09/05/2010
‘Time Of Violatlon:

[JReported Absent ] Unroported [T} Abuss of Slck Leave! Proofof
Without Leave Abseice Hiness

[ pettem Absenttecism [ Loto Call - OFf [7] Bacessivo Absantosism

[] Uncooperstive [T Lunch/ Rest Break Period Abuso

. COMPANY REMARKS

Jilllan has been Iate 109 times since 1/1/2010, Within the lost 30 days (8/5-9/5) she wes late 11 times. This Is excessive and requires
immediate improvement. See attached.

- B EMPLOYEE'S REMARKS

The abscnce of any statement on the part of the EMPLOYEE indicates his/her sgreement with the report as stated,

: ‘}; entered my version of the malter above.

Fmployee's Signature . ' Date

- ACTION TO BE TAKEN

o Ol Waming 0 Comments;
h. Wrinen Wamin \
¢ Suspenslon 1y @ of Days
o, Discharpe o Dats
Approved By
Numo Tile Date

Thave reud this "woming® ond undersiand it.

Signature of the person who Title Date
Pinplayec’s Signature Date prepared the waming

11" employce rofuses to sign:

* ‘This I8 o cortify that the employes named In this If employee refuses to accopt copy of form:

report wus warned by bis supervisor in my presence " Employce refuses to acoept his copy of this warning
concerning the subject matter contalned therein,” notice.”
A -Ls Date Supervisor: Date

Somerset
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. h Detall Report 2010-01-01 - 2010-09-30
* . T . .
“Jncques Jillian Licensed Practical Nurse CO: BV1 FileNo; 000140
Ty IN ouT IN ouT - IN ouT TOTALS
k —
rei 01701 3:02 PM 11:44 PM 8.70 8.70
Mon 01/04 3:00 PM i:15 AM 1025 18.95
Tue 01703 2:48 PM 12:25 AM 9.62 857
Wed 01/06 2:50 PM 1121 PM 8.52 37.08
Sat 01/09 3:08 PM 12:20 AM 9.20 46.28
Sun 01/10 2:56 PM 1123 PM 845, 54.73
Mon 01/11 2:54 PM 11:21 M 345 63.18
. Wed 01113 3:00 PM 12:37 AM 9.62 7230
ThuOV14 3:02PM 11226 PM 840 81.20
Fri0l/15 2:56 PM 12:09 AM 9222 90.42
Mon 01/18 2:56 PM 11:220 PM . 8.40 98.82
Tue 01/19 3:00 PM 1228 AM 1047 109.28
Wed 01/20 2:51 PM 12:42 AM 9.85 119.13
Fri01/22 3:04 PM 1121 PM 8.28 127.42
Sat 0123 2:59 PM 12:52 AM 9.88 137,30
Sun 01/24 2:54 PM 1:37 AM 10.72 148.02
Wed 01727 2:52PM ;18 PM . 843 156.15
Thu 01/28 2:54 PM 11:57 PM . 9.05 165.50
Fri01/29 2:54 PM 12:22 AM 947 174.97
Mon 02/01 2:52 PM 12:59 AM . 10.12 135.08
Tus 02/02 2:53 PM 1:00 AM 10.12 195.20
Wed 02/03 2:51 PM 12:04 AM 9.22 204.42
Fri 02/05 2:50 PM 1:16 PM 843 212.88
Sat 02/06 3:02 PM 11:19PM 8.28 221.13
Sug 02/07 252 PM 11:23 PM 852  229.65
h02/08 2:50 PM 1::16 PM 843 238408
. Wed 02/10 2:49 PM 11:20PM ' 8.52 246.60
Thu 02/11 2:54 PM 11:18 PM 840 255.00
Fri 02/12 2:54 PM 11:20PM 443 26343
Mon 02/15 2:56 PM 11:20 PM 840 271.83
Tue 02/16 250 PM 12:21 AM 952 28135
Wed 02/17 2:50 PM 12:16 AM 9.43 29078
Fri 0219 2:52 PM 12:18 AM . 9.43 300.22
Sat 02/20 245 PM 8.00 308.22
Sun 02/21 2:57 PM 11:22 PM 842 316463
Mon 02/22 2:53 PM 1:08 AM 1025  326.48
Wed 02/24 2:54 PM 12:32 AM 9.63 336,52
Thu 02/25 2:54 PM 12:15 AM 9.35 345.87
Fei 02726 2:55 PM 11:52 M 8.93 354,82
Mon 03/01 253 PM 11:20 PM 845 363.27
l'us 03/02 2:54 PM 11:50 PM 8.93 372.20
\Ved 03/03 2:56 PM 11:57 PM . 9.02 381,22
el 03705 2:52 PM 2:32 AM 11.67 392.488
St 03/06 2:58 PM {1:51 PM ' 8.88 401.77
Sun 03/07 2:58 PM 12:17 AM 932 41108
Wed 03/10. 2:56 PM 2:00 AM 11.07 422,15
hu 03/11 2:59 PM 1:26 AM 1045 432,60
#ri 03712 2:54 PM 4:00 AM 13.10  445.70
Mon 03/135 2:52 PM 11:20 PM 8.47  d454.17
I'ne 03/16 3:00 PM 12:58 AM 9.97 464.13
Wed 03/17 254 PM 1:31 AM 1062  474.75
33/19 3:00 PM 12:03 AM 905 48380
~in 03720 2:55 PM 11:41 PM 877 49257
Sun 03721 2:56 PM 11:33 PM 862 50118
Mon 03/22 2:55 PM 11:55 PM 900 51018
Wed 03724 2:53 PM 12:33 AM 9.67 519.85
Somers002520
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2010-01-01 - 2010-09-30

, #h Detail Report

_ +Thu 0325
!" Mm 03”9
¢ Tue 03/30
7 wedoanl
~04/02
104/03
Mon 04/05
Wed 04/07
Thu 04/08
Fri 04/09
Mon 04/12
Tue 04/13
Wed 04/14
Fri 04/16
Sat04/17
Sun 04/18
Mon 04/19
Wed 04721
Thu 04/22
Mon 04/26
Tus 04/27
Wed 04/28
Fri 04/30
Sat 05/01
Sun 05/02
Man 05/03
Wed 05705
‘Thu 05/06
Fri05/07
Mon 05/10
= '\0S/11
.405/12
Prios/14
Sat 05/15
Sun 05/16
Mon 05/17
Wed 05/19
‘Thu 05/20
Mon 05/24
Tue 05/25
Wed 05/26
1’r] 05/28
Sun 05/30
Mon 05731
Wed 06/02
‘Thu 06/03
¥ri 06/04
Mon 06/07
Tue 06/08
Wed 06/09
Fri06/11
Su1 0612
Mon 06/14
Wal 06/16
Thu 06/17
Fri 06/18
M 6/21
v Jema
Wed 06/23
Fri 06/25
Sat 06726

3:01PM
3:00 PM
3:43 PM
2:58 PM
300 PM
2:57 PM
2:58 PM
2:53 PM
3.03pM
2:54 PM
2:58 PM
3:02PM
3:02 PM
313 PM
3.04 PM
3:00PM
2:58 PM
3:06 PM
3:01 PM

<<€<<<g

12:47 AM
12:15 AM
1228 AM
12:538 AM
1147 PM
11:55 PM
1120 PM
1:12AM
11:43 PM
12:12 AM
12:08 AM
12:48 AM
12:55 AM
11:51 PM
12;17 AM
11:17 PM
11226 PM
11:23 PM
1:17 AM
12:30 AM
12:27 AM
12:14 AM
12:52 AM
12:05 AM
11:55 PM
1239 AM
1:29 AM
12:16 AM
12:44 AM
11:46 PM
11:57 PM
11:30 PM
11:58 PM
1127PM
11:20 PM
1222 AM
11:59 PM
12:33 AM
11:15PM
1:05 AM
12:19 AM
1:26 AM
11:37PM
11:36 PM
2:26 AM
12:02 AM
11:48 PM

1:31 AM

12:18 AM

1:17 AM
12:21 AM
12:49 AM
12:42 AM
12:14 AM
12:25 AM
12:26 AM

9.77
925
8.75
9.95
8.78
8.97
8.37
10.23
8.67
9.30
9.17
92.77
9.28
8.63
922
8.28
847
8.28
10.27
9.47
942
9.23
9.80
9.08
8.82
9.80
10.55
932
9.85
8.30
9.10
8.53
9.00
8.52
8.37
940
9.12
9.62
8.27
10.15
9.40
9.90
348
8.70
1147
9.05
8.72
8.00
8.00
8.00
.00
8.00
10.68
9.27
10.35
9.20
9.82
945
9.30
9.42

9.40
80mer5002521

529.62
533.87
547.62
557.57
566.35
57532
383.68
-593.92
602.58
611.58
621,05
630.82
640,70
649,33
658.55
666.83
675.30
683.58
693.85
703.32
71273
72197
BT
740.85
749.67
73947
T70.02
779.33
789.18
797.98
807.08
815.62
824.62
833.13
841.50
850.90
R60.02
#69.63
877.90
888.05
.897.15
907.35
915.83
924.53
936.00
945.05
953.717
961.77
969.77
971.717
985.77
993.77
1.004.45
1.013.72
1,024.07
1,033.27
1,043.08
1,05253
1,061.43
1,071.25
),080.65

age 2 al'4
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.
.\ . ¢ Detall Report

2010-01-01 - 2010-09-30

/l: 06/27
‘Mon 06/28
Ved 06/30
v ~07/01
. 0704
{ Mon 07/05
Tue 07/06
Wed 07/07
Sun 07/11
Mon 07/12
Wed 07/14
Thu 07/15
Frl 0716
Mon 07/19
Tue 07/20
Wed 07/21
Fri 07/23
Sat 07/24
Sun 07725
Mon 07/26
Wed 07/28
Tha 0729
Frl 07730
Mon 08/02
Tue 08/03
Wed 08/04
Frl 08/06
Sat 08/07
Sun 03/08
Dowes
Thu 08/12
Fri08/13
Mon 08/16
Tue 08/17
Wed 08/18
Fri 08/20
Sat 08/21
Sun 08/22
Mon 08/23
Wed 08/25
Thu 08726
Pri 08727
Mon 08/30
Tue 08/31
Wed 09/01
Fri 09/03
Sat 09/04
Sun 09/05
Mon 09/06
Wed 09/08
Thu 09/09
Fr1 09/10

3:02PM
3:03 PM
252 PM
2:55PM
12:00 AM
2:58PM

2:52PM -

2:57TEM
248 PM
2:48 PM
253 PM
248 FPM
2:50 PM
2:50 PM
2:56 PM
2:54 PM
247PM
2:50 PM
2:49 PM
2:48 PM
2:50 PM
2:54 PM
2:45 PM
245 PM
2:51 PM
3:02 PM
2:57PM

248 PM

251 PM

2:51 PM
2:50 PM
2:53 PM
2:50 PM
2:49 PM
2;56 PM
2:50 PM
3:01 PM
2:51 PM
3:00 PM
3:07 PM
2:58 PM
2:55PM
2:44 PM
3:06 PM
2:52PM
3:48 PM
2:52 PM
2:56 PM
2:49 PM
2:44 PM
2:46 PM
2:46 PM

<<

12:07 AM
12:59 AM
1:08 AM
12:44 AM

12:22 AM
1:50 AM
1:18 AM

12:30 AM
1:50 AM
1:57 AM

12:21 AM

1:54 AM

12:50 AM
1:27 AM
12:59 AM
133 AM
11:43 PM
11:58 PM
12:11 AM
1:09 AM
1:53 AM

{2:42 AM
11:48 PM
218 AM
12:10 AM

12:55 AM
12:31 AM
2:57 AM
12:58 AM
11:50 PM
2:02 AM
1:12 AM
1:21 AM
1226 AM
1220 AM
1:17 AM
1:10 AM
12:21 AM
224 AM
12:02 AM
12:40 AM
12:45 AM
734 PM
11:38 PM
11:55 PM
7:45 PM

11:20 PM

748 PM

7:49 FPM

12:51 AM

11:48 PM

9.08
993
10.27
9.82

940
1097
10.35

9.70
1,03
11.07

9.55
1107

1028
10.05
9.38
11.48
9.30

9.88
8.82
N
8.98
8.92

8.57

somersoozszz_ Page 3 uf 4

1,089.73
1,099.67
1,109.93
1,119.73

1,129.15
1,140.12
1,150.47
1,160.17
1L,171.20
1,182.27
1,191.82
1,202.88
1,212.88
L2340
1,233.48
1,244.23
1,253.13
1,262.28
1.271.67
1,281.98
1,292.97
1,300.97
1,308.97
1,318.82
1,327.58
133893
1,348.30

135837 °
1,368.03°

1,380.15
1,390.23
1399.23
141045
1,420.72
143123
1440.05
1,450.11
1,460.12
1,47047
1479.85
149133
1,500.63
1,510.20
1,52008
1,528.91
1,537.61
1,546.65
1,553,517

1,564.13
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2000010 - 2010-00-30

Shift Differentinl

"”\'ﬂﬁ Differential
sver Time

Vacation

Holiday Unworlked
Holiday Worked (100%)

DWDE
DWDN
DWEE
DWEN

VAC
HOL
HOL

Paid
Paid

Pald
Pald
Paid
Paid
Paid
Paid

1,331.12
1,071.62
93.72
21745
2522
90.82
64.00
8.00
3192

somersoozszadgc Jofl
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—" EMPLOYEE WARNING RECORD

H

Clock or Payrol No: Department:  Nursing
Date Of Warning: 09/13/2010

WARNING

Employee's Name:  Jacques Jillian
shin:  245p-1115p

Date Of Violation: 09/052010 NATURE [] substandard Work ] Conduct [] voteness
Tme OF Violation: OF VIOLATION
- [ Carciessness [[] pisobedience [} Time & Ateadance
Reported Absent ] Unroported [C] Abuse of Sick Leave/ Proof of
Without Leave Absence Iliness

] Patiem Abssatteeism [ ] Late Call - OFF [] Excessive Absentecism

[J Uncooperative ] Luncl Rest Break Period Abuse

COMPANY REMARKS
¢ last 60 days. Bach occurance was the day after an unsch_edull_qd day off therefore extending her

Jillian has called out 3 times within th
period of time off. Sce attached.

B EMPLOYEE'S REMARKS

The absence of any stotement on the part of the EMPLOYEE in hisfer agrecment with the rcpon as stted.

207 8 fury o&//& vp 2 el
. 0 /fﬂ’k &VL/W*- 0‘—@4‘/\—'

wc cntered my version of the matip: above.

. F.mployee’s Signature
2. Oral Warning I'.'I Comments:
b. Written Wamin { 12 ?‘"ﬂl" e Al—’ "“" ‘ bt e ,L,,-(—
c.Suspension # of Days L VY hkf’ L thr L el ok
d.Discharge Date Y bakin, g g, W
Approved By
Nome Title Date
“Thave read this "warning” und understand it.
Signature of the person who Titte Date
Employee's Signature Date prepared the waming
If employee refuses to sign:
If employee refuses lo accept copy of form:

* This is 1o certify that the employcc named in this

report was wamed by his supervisor in my presence * Employee refuses to sccept his copy of this wurning

concerniag the subject matter contained therein,” notice.”
Ky 7 .
Winess: Lo gt - Date  Gf({yf Supervisor: Date

(L’/H Somerset
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= EMPLOYEE WARNING RECORD
 Eapluyec's Name:  Jacques Jillisn Clock or Payrol No: Depurtment:  Nursing
shin:  245p-1115p Datc Of Warnlng: .. 09/13/2010

WARNING

[} substandard work [ ] Conduet D Lateness

NATURE
OF VIOLATION

Dute Of Violation: 09/05/2010

lime OF Violation: [ Corciessness [] Disabedience O Time& Attendance

[JReporte Absent ] Unreported [] Abuse of Sick Leave/ Proof of
Without Leave Absence Tilncss

[CJ Pattcra Abscatteeism [] Late Call - OFF ] Escessive Absentecism

[} Uncooperative ] Lunch/Rest Break Period Abuse

CONMPANY REMARKS

Jitlian has called out 3 times within the tast 60 days. Each
period of time off. See attached.

occurance was the day after an unschedulled day off therefore extending her

EMPLOYEE'S REMARKS

‘The absence of any statement on the part of the EMPLOYEE indicates his/her agrecment with the report as stated,

:.’we entered imy version of the matter above.

Employee's Slgnature Date

ACTION TO BE TAKEN

a. Oml aning o Comments:
b. Written Warmnin o 4
¢. Suspension o # of Days
d. Discharge o Date
Approved By
Name Title Date
Thave read s “warning: and understand it.
" Signature of the person who Title Date

fmployee’s Signature Date preparcd the waming
If employee refuses to sign:
" wqhisis lo cerify that the crployee named in this IF cunployee reflses 10 accept copy of form:

report was wiwned by his supervisor In my prescnce * Employce refuses to nccept his copy of this warning

concerning the subject matter contained thereln.” notice." )

‘ {Vilness: Date Supervisor: Date
Somersct
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.~ Printed on 08/13/2010 by dirain

. dnnu:* Rt curd (Dx«ley Unly‘u

Jacques Jllllan (Llcensed smdu,e CAowd [0 <]
Practical Nurse) SR ; R A
1 2 3 4 5. 5 7 B 310111213141515171319&2122232425282723293031
Janualy O O 0] 0 @O 0)[0]10 0
Februay : ' e o ' N
Mafch Y { i o) O ; O OV OYIO
Ap[il ; e, O OYO O OHOTO o). -
May O ONO 570N0) o) 550 @001 0Y0
Juna '-.' ) O O O) O O 0).0 D)
Ju[y O S57€0) DL ) )0
Aualm [V YR s) f Q)0 ' O o) 0) 0
Septembe; Y Y DONe OHO ) .
Octobies.. ;.
NOVQQ‘\bSI’*‘ y I y .. \, \,
Decémber:-

01/08/2010  Call Qut
02" N0 Vacation
03. M0 CallOut
03/26/2010  Call Out
04/04/2010  Call Qul
08/07/2030  Vacation
08/08/2010  Vacation
06/08/2010  Vacation
' 068/41/2010  Vacation
06/12/2010  Vacallon
0%0e/2010  Call Out
07/30/2010  Vacation
08/02/2010  Vacatlon
08/41/2010  CallOut
09/13/2010  Call Out
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Nirses’ Meeting
November 18, 2010
Agenda of topics;

1. 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 pills late

2. 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
Admiseion assessments not completed

3. MARS and TARS - New MARS & TARS.

Double signature and double checks on all insulin and Coumadm

Orders. New Coumadin and dialysis sheets.
No more dialysis binder.
New PT / INR binder

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 02 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 etrors
Transcribing orders completely / IV'S

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

(-7
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6. Destruction of narcotics / Kitty litre

7. No narcotics outside the lock box.

8. All insulin should be Jabeled per patient and in individual bags.

9. Survey ready — reviewing other ficility DOH survey.

10, Infection conirol ~ Garbage liners , Tray pick ups, handing over a dirty cart
11. Re - stock your cart before change over, Ice in buckets

12. Giucagon is now in the e-kit

13, Calling in consults® -

14, Charging labels on supplies - WB 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 certificd needs to let us know.

17. Physicians complaints and lack of trust.

18. Any Other BUiSness . .cvirvvrrseniersiisssavrencorisnreotiianescennncersnseressnnes

SVRNC 001047



Kathleen Martin, RN, MSN, MPA, LNHA, CPHQ, WCC
368 White Oak Ridge Road, Short Hills, NJ 07078
973-218-6267 email: kathleenmartin l(@me.com fax: 973-912-9702
http://www jurispro.com/K athleenMartinRNMSNMPALNHA

0 dHenliug Solptlo!ls, Ban'ingtoﬂ,:

October 201 l-present '
Provide medical oversight for patients with wounds in Long Term Care facllltles
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 delivery 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 clinical/nursing programs/operanons

‘o - Reduced survey deficiencies by 30-60%

o Implemented programs for Case Mix Index, and MDS 3. 0 RUGIV.

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 100%} in 95% of areas.
o Established Performance Improvement/Quality & Patient Safety
Programs, and Customer Semce 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 {$16M+ 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.-5-STAR Quality Rating-CMS.

Administrator, Care One-Dunroven, Cresskill, NJ. February 2006-July 2007.
24/7 operations of 100 bed Sub-acute/Rehab/LTC 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 {1 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 LTC/Sub-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.
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Nominated DON for Governor’s Merit Award-Received.
Orthopedic program/wing to enhance sub-acute revenue.
Turnover to <2% annually.

Established Performance Improvement/Quality initiative program.

OO0 0 C¢C

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 rounds-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 II 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,™ 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 95-100% 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
bld.; Administrative responsibilities including financial, budgetary, staffing,
Human Resource, Risk Management, Admissions procedures, JCAHO, and
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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; 1 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, mamtam quality.

Jersey City Medical Center, Jersey City, NJ. March 1990-February 1999.
Director of Nursing: Critical Care-3 units/Intermediate Care/Emergency

Dept/Surgical Sve./Endoscopy Unit/Cardiac Cath Lab./PACU/Transport Svc.;
Position Titled ‘95: VP Crit Care/ER 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
1199-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 of Nursing, Jersey City; Some direct patient care.

(Promoted from Asst. Director of Nursing, 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, Inc,
Kingsland Ave, Nutley, NJ.
Clinical Research Associate, Anesthesiology group, January 1989-March 1990.
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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-UMDNJ,
Bergen St., Newark, NJ.
Clinical Nurse Specialist (CNS), Critical Care, July 1986-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 tc 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 of Nursing, Newark.

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

Mubhlenberg 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.
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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, AHCA; Review with nationwide team, Gold Applications for
Quality Award, 2/10-present.

Malcolm Baldrige National Quality Award Board of Examiners, 5/09-present.
Certified by Health Care Quality Board as CPHQ: Cert Professional in Health
Care Quality, Nov. 2007,

Licensed by State of NJ 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 of Nursing
Services, THE AMERICAN COLLEGE OF PHYSICIAN EXECUTIVES.
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 HCPro, Mass., : “60 Essential Forms for LTC
Documentation.” Compendium of various forms and methods for easy
documentation for staff management and administration and survey compliance.
Atticle 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.
i *  “Oxygen Consumption in Septic Shock,” International Journal of Intensive
Care, December, 1991.

. ¢ . “Septic Shock,” in Case Studies in Crltlcal Care book, Wllllams and Wilkins
j _ .- pub.; Barbara Mims, 1990. i n Lo
j o e “Reducing Complications of Thorac;c Tﬁauma Dueto Gunshpt Wounds "
- 7 'Dimensions of Criti¢al Care, Noveriber, 1989, - S
. '.4“Budgetag Co IIol for_th Ni Manag r” Nursmg Man gement, October
S S 1989 4 : i)

S e e Cade Studies Hemodynanuc MOmto' 4 "'f;"Critical ‘Cai

LECTURES/SPEAKING

1: e HCAN]J-Health Care Assn of NJ, to speak full day on “Patient Safety”

! 9/11.

* HCAN]J-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 Inmatlon Northem NJ Ethlcs 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
NAHQ-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

TP VETRTres
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Kathleen Martin RN, MSN, MPA, LNHA, CPHQ, WCC

368 White Oak Ridge Rd.
Short Hills, NJ 07078
973-218-6267 email:KathleenMartin] Fax-973-912-9702
10/15/11
Sanlo Santiago, Esq.
Michael Silverstein, Esq.
Counsel for the Petitioner
National labor Relations Board, Region 22
20 Washington Place, 5™ fl

Newark, NJ 07102

RE: . Michael Lightner, Regional Direotor of Region 22 of the National Labor
Relations Board for and on behalf of the National Labor Relations Board.
V. 1621 Rout 22 West Operating Company LLC, d/b/a Somerset Valley
Rehsbilitation and Nursing Center, Civil Action No 3:11-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
{“Center,” “facility”} did not have proper and reasonable justification for terminating
nurses Shannon Napolitano, Sheena Claudio, and Jillien Jacques for allegations
regarding their failure to provide appropriate patieat care and for time and attendance
violations. It is my contention that these nurses, while admitting to some of the specific
allegations. The evidonco shows that they are not a hazard or unsafe for patient care, Had
proper staff eduoation 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
absentesism. Enough testimony which shows that some staff were 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 & 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 leadership.

¢ EXHIBIT 7y,
A




1 possess over 25 years nursing experience in varicty of areas and roles:
Nursing/Hospital: Administration/LTC/Sub-Acute Care; clinical & operational
administration with specific oversight and active role in wound care, fall prevention and
management, various aspects of patient safoty. I am also licensed as an Advanced
Practice Nurse aside from the license as an RN.

1 have held positions in Long Term, Sub-Acute Care, Ventilator Unit as Direotor of
Nursing and as a Licensed Administrator, as well ag other health care titles, Ipossess
extensive experience in both CMS, DHSS, Joint Commission survey process and
proparation from the provider perspeotive.

In addition, I am Certified by Health Care Quality Board: CPHQ {Cest Prof in Health Care
Quality} and am also Certified in Risk Managemeat, My experience also encompasses
extensive JCAHO and State Department of Health surveys/andits. I have published over
10 articles; book chapters, and a book, 60 Forms for LTC” with 2 most recent article,
“Taking Flight With Patient Safety, " Provider, 9/10. I have also lectured on Patient
Safety for Organizations, as well as clinical nursing topics for over 20 years and continus
to do so..

As a member of the Board of Examiners for Baldrige National Quality Program, Dept. of
Commerce, Washington, DC, as well as the American Health Care Assoclation {AHCA}
Gold Award Examiner, 1 have reviewed excellent organizations nationwide for top
awards and national recognition,

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

Materials Reviewed:
1) Petitioner {Labor Board's) supplemental memo of points and authorities
2) Administrative Law Judge Hearing transoript for witnesses:
8) Sheena Claudio, LPN
b) Shannon Napolitano, LPN
¢) Jillian Jacques, LPN
d) Jacguie Southgate, LPN
3) Administrative Law Judge Hearing transcript for the {Respondent} witnesses:
a) Inez Konjoh, DN ,
b) Doreen Illis, Administrator, Care Ono
4) General Counsel ALY Hearing Bxhibits through trial testimony of Jacquie Southgate
5) Employer Expert witness reports:
a) William Iscle
b) Beth Bell, RN
6) NI DHSS Recertification Survey, 12/10/09
7) NI DHSS Recertification Survey, 1/7/11
8) Declaration of Inez Konjoh, 5/6/11
9) Declaration of Doreen Illis, 5/6/11



10) Deposition Sheena Claudio 5/3/11

11) Deposition Jacquie Southgate, 5/27/11

12) Deposition Jillign Jacques, 5/23/11

13) Deposition Shannon Napolitano, 5/1/11

14) Charging party’s exhibits CP-1 thru CP 11

15) Several Employee Educ Attendance Records, and Disciplinary Action forms

1. Sheena Claudio, LPN- terminated by Ilis/Konjoh-10/21/10,
Sheena was terminsted for failing to provide proper patient care in several instances, in
addition to time and attendance issues.

1. In September 2010, Sheena admits that she administered a medication daily for a
patient that was supposed to have the med every other day.

On p. 138+, Hoaring Testimony, discipline was given on 9/17/10 for not following
orders. She gave the med daily and not every other day, as ordered. When the order is
transeribed, by another person usually, the days are to be blocked out so that it isn’t given
daily, and only given in the set blocks. This is routine accepted 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 baclup that is set in the
facility, end the blocking ont, 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, LFN
also had this happen to them cavsing them to make a similar error, Written warnings and
not “final wernings” were given fo Dande, R-93, R-98, R-83, p. 2611, Konjoh.

When asked if giving a final warning for the administration of aspirin for & 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 of nursing 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 dooumentation 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 specifio
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 could happen as thete aro
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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faility at risk as in 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 murses routinely
implement a minor treatment {for skin tear for example} without order, then get an order
later, Yes, in the strict sense, all treatments are to be done as a result of 8 physician’s
order, A prudent and reasonsble nurse would address the immediate problem such as a
gkin tear for a patient. This is a minor treatment application with something like a band-
side. Routinely dong in the industry, the order is obtained later for the treatment applied.
This is done in most facilities and is another example of an aspect of this facility"s and
LTC's general organizational culture,

Sheena stated that she was clled into the DN’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 of the documentation process, formats, policy, and barriers to
completion, The Administration did not examine the systems in this area but terminated
this nmrse 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 of paragraph or # 4. She responded to 2 items butnot 3 or 4,
This was not discussed with her. It is accepted practioe in the health care administration
industry to meet with the employes to discuss a disciplinary action/wamning in full,
providing them with the complete list of items for correction.

I also.conclude that the cited errorfomissions in the delivery of nursing services were
ingufficient grounds for Ms. Claudio’s termination. Her reinstatement would not place
patierits in jeopardy or harm nor be ageinst the public interest.

3. On p.167, of the Hearing Testimony, it is stated that on 10/7/10, Sheena had forgotten
to sign the treatment {TAR} book. After leaving the facility at the end of her shift to go
to another job or obligation, 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, Iilis said that this is
forgéry, 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 isnot
“forgery.” This is the same nurse completing her own document. It is my experience that,
dlthough not ideal, this practioe of filling in or completing the MAR/TAR signatures is
done on a regular basis and at the management’s encouragement. In the industry,
menagement requests that staff fill in the blanks in the MAR and TAR on a regular



basis. Althoughnotﬂneideal.itismutineimheindusu-ythntthis is done days later in
most oases, and sometimes even moro time elapses. So why was this such an issue for
Sheena at this time? At least sho returned to finish her work which is usually admirable.

Ms. Southgate corroborates above the testimony in regards to the charting of TARs and
MARS. I 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 ocour, this is a known common practice in tho 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 ia also
recognized that the systems of the facility sre imposed by the Administration and
company which become multiple barriers for the staff to accomplish this task, as well as
other tasks,

Jillian recalls an incident regarding Sheena Claudio {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.} Sheena
was not able to complete her charting.

Southgate corroborates that it was a common practice at Somerset Center to chart for
these areas the next day if unable to do right 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 Mohamed are
purses she can recall who did not receive a discipline form who made similar errors on
the MAR, as well as for completing an incident roport wrong, She further recalls other
arrors that Mohamed made {IV missed dose}, with no disciplinary action, p. 971, .
Hearing Testimony.

This issus of Sheena going back later to sign her chatt 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 ont 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:

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

2. P. 121. Inez gave the time and attendance disoipline 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



handbook regarding above as management told her {without actually showing
her the handbook.}

3, Jtis noted that Beatrice Beauvoir called out 4 times in 60 days and received a
verbal warning, yet ms. Claudio called out sick 3 times in 90 days and received &
written warning, {Konjoh, p. 2400}.

" In summsary, Sheena Claudio should not have been terminatod. Her termination was
arbitrary, baseloss, punitive, and did not follow the prescribed protocol in a step-wise
fashion for disciplinary actions, ot to mention the provision of guidance, and staff
development to preserve the individual as 2 human resource. 1t is my opinion that the
oited error/omissions in the delivery of mursing 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. Shannon Napolitano, LPN Terminated on 9/17/10.

The reason provided by the Respondent for Shannon’s termination was for failing to
provide appropriste care in 3 arcas, and declines the reinstatement of this nurse a8 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
capsule to & 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 2 “0” to
depict the pulse oximetry/oxygonation lovel for a resident,

4. Prior to this, she had been issued a warning for performing pain assessments atthe
beginning of the shift as opposed to the end.

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

It {s the opinion of this expert that Nurse Shannon Napolitano, LPN be reinstated to her
position. The errors are not denied, however I contend that these errars were not of a
serious nature, were amendable in that they could be averted in the future with proper
guidance and a chance for re-evaluation. In addition, it is my opinion that the cited
error/omissions in the delivery of nursing 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 of system breakdowns.
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The following areas demonstrats questionable cvaluation and conclusion by the
respondent, and are numbered 10 cotrespund to the above infractions: :

1. The above corresponding issue of terinination 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 of discipline}. 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 teke 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. Konjoh, DN knew the.day before of this
issue, but did not inform the murse in question. P, 364. So, a'the DN predicted, this zinc
administration did ocour. As instructed, the patient notified Ms, Konjoh, 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 to-Napolitano
about it. She also denies that she knew about the pill stating, “I didn’t know there was a
pill.” This statement makes no scnse. She admits telling the patient not fo take the pill if
she gets it. On top of that, the DN admits disciplining this nutse fornot ensuring that the
zinc pill was in fact swallowed by the paticxit 6ven though she knew.it- was notto be
given, p 2570; The DN claims in her testimony {p. 2567} that she did not scc the
medication on the MAR 0 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 giveit,
In the industry, the practice is that the nurse who takes the order off or transcribes 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 nurso to make a mistake, and also
put the patient at risk, not to mention, share with the patient the negative issues ocouring
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. Southgate, Unit Manager, corroborates this in her Hearing Testimony, p. 964. With
detail, she states that Inez “told me 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 s0 she
could see it.”

As planned, the DN presented the pill to Shannon in the termination meeting {9/17}. This
is outregeous behavior by a manager/DN: to co-opt a patient who is a customer allowing
them to know that yon have problems 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 Clark 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 zine to the
patient, enlisted the assistance from the patient to without question, establish an emor on
Sharmon’s part {Konjoh, p. 2393-2395+). This was not only unsafe, 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 of medications. The acoepted 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 tho meds out when an order to discontinue is entored, to
provent this very problem. Most importautly, the DN should have immediately removed
the medication ftom the cart so no one could make the predicted mistake again, Ms,
Konjoh agrees that he medication should have been removed from the cart {Konjoh, 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 Konjoh's Declazation
on the “negative” effocts 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 150 mg daily as
free zinc or up to 220 mg as zinc sulfate. It would appear that receiving & few extra doses
onoe daily for 4-5 days, would not harm the patient.

It is recognized 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 mads an error in this situation. There are soveral
actions in this system of med 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. Lezanba and Ms. Chembers also administered the zing to this patient during this
same period {Konjoh, p. 2380}. Neither nurse was issued a discipline for this error.

Although she was suspicious, Konjoh states that the 3 nurses who gave the zinc also
{Chambers, Lezauba, and Claudio} denied it and had crossed out parts of the MAR.
Napolitano admitted giving the zinc so she received the discipline, Konjoh, p. 2382.

Blanks 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 majarity of staff. Ms. Konjoh states that she only audited the MARSs for the
zine, 2s & patient complained, p. 2387, This does not makes sense. If one is anditing and
seds 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

Pl
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now routine and a habit in mary instances at Somerset Center previous to this new
change in administration. Allowing the staff to leam and adopt new routines in place of
the old, was not provided.

It is my opinion that the cited error/omissions in the delivery of nursing services were
insufficient grounds for Ms. Napolitano’s termination. Her reinstatemeat would not place
patients in any jeopardy or harm, nor be against the publio interest,

3. Shannon was confronted with 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 type ecror which can ocour when handwriting out multiple notes on
perhaps 20+ patients in a ehift. Shannon was disciplined for this as well on 9/17/10, This
clerical ruistake does not jeopardize patient safety nor would her reinstatement be ageinst
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 o
Shannon, that the State told them last year to do the assessments at beginning of shift.
After this meeting, she was called back in and terminated.

It appears that the severity of the discipline and the very discipline in itself, was dictated
by the severity score of the G lovel deficiency. It is understandable that Administrators
and managoment staff become and react emotionally to such occurrences. Contrary to
their actions, errors and mistakes, do not improve when handled in a punitive mamer.
Pethaps 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 divectly 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 DOH survey, it is known that at times there is 2 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. Konjoh, DN gave a disciplinary action for lateness for 93 times, {P.
353, Hearing Testimony}. Shannon contends that this was about & weak after the
election, when she was given 8 warning for latencss. 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 wamnings for this prior to this eleotion, Confidential Witness Affidavit, September
2010, Shannon strongly asserts that she was not informed prior of this issue by any
manager and was not informed that she conld 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
permisgion 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 gencrally reliable and necessary employees, When management abruptly
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this can result in the situation at hand: allegations of unfaimess, 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 some of the facility
protocols end habits that might ultimately benefit the facility and staff. Shannon was not
alerted to her lateness nor provided with the proper time for correction and evatuation for

improvement.

The following are additional issues which elso 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 latencss: from Southgate and prior: Janet,
Meyers, Castro, Margalie {replaced Southgate}, Gerlin—-never received the
disciplinary action from any of them regarding “lateness.”

3. On 9/17, Sharmon 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 protocol, and
considered ideal, in the indnstry to fill in MARs and to sign at the time of service.
Howoever, situations at times prevent this from occurring in a timely manner, with
Iater documentation being done by the nurse. Shannon contonds that the staff
were routinely told by management to fill in the MARs for survey prep at
Somerset Center. This implics that they are told at a muoh later time to fill in the
documentation arees for compliance before a surveyor observes. This is a
common occurrence in the long term oare industry, as well as at Somerset Center,
when using mamual systems. Southgate {the Unit Manager} additionally
corroborates this in her Hearing Testimony. It is stated here that staff were told
that if they failed to sign the MAR/TAR, there was a $1,000 fine. This is & false
statement. There is no fine for not signing the MAR or TAR, p. 371, Hearing
Testimony. She also adds that other staff that she knows commits errors/mistakes
such as with medication, but “they aren’t disciplined,” Confidential Witness
Affidavit, September 2010.

In summery, Shannon Napolitano’s reinstatement is not against the public interest nor
poses any jeopardy or harm to patients. 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 & 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
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staff that pain assessments should be done at the beginning of the shift. 1 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, Jilian Yacques, 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 prier to any of thess allegations, that she was
advised to be more careful with documenting specifically with new edmissions and
incident reports. She had been employed by the facility for some 11 years. It is my
opinion that ttie cited ervor/omissions in the delivery of nursing services were insufficient
grounds for Ms. Jacque's termination Her reinststement would not place patients in any
jeopardy or harm, nor bé against the:piiblic:intarest,

1. On 2/7/11 she failed to comeotly trangcribe a medication order for enteric
coated aspirin to the MAR. She accidentally omitted transcribing the “enteric”
part, and 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 7", Jillian was approached by Jackie {Ingram) covering a3 DN, &
Konjoh was no longer at this facility for whatever reason. {lillian states that
Konjoh was terminated as DN.} She attempted to explain.the shift actmtx and
fax machine problems with her to no avail. She was terminated on the 10,

As stated previously, in the jndustry, thers is to be a fail-safc 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 cffect that, yes, both systems failed. The fact that there is a 24
‘hour check in place, implies that we do expect humans to transcribe from one
paper to another under trying circumstances implies that we expect errors and
that a system is put in place o 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 resuits in a discipline.
For instance, a critical med ezror regarding coumadin was reported to Konjoh
regerding a nurse, Mohamed, who was personally brought in to the facility {p.
474} from Holmdel by Ms, Illis. Mr. Mohamed ensured that his colleagues
knew that ho had a relationship with Xilis, 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 contsnds
that she reported errors with coumadin before {Dec, *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 Inez first about the coumadin error made by nurse Mohamed, she
replied, “it’s taken care of,” P. 631, Hearing Testimony. She is not sure ifhe
was disciplined and did not hear about it {but would have usually}.

Mohamed mads a 2™ error with B-12 where he gave an injection in tube instead
of pill 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
camnot state as a fact that it did.

Jillian adds that Doreen Dande, LPN made a med error, also 8 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 soveral critical med
errors, P, 485, Hearing Testimony, and Confidontial Witness Affidavit, January
2011. She contends that nothing happened to either Mohamed or Michael a3 a
result,

Tt is interesting that Jillian said that another nurse told 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.” Jillian learned of this after she
was terminated, P, 583, Hearing Testimony.

Konjoh agroes that giving a final warning to the nurse for giving the aspirin is
excessive, p. 2610. 1 also believe it is exceasive.

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.

Jillian received a warning by Inez Konjoh, DN for documenting for patient RG,
part of which was inaccurate as Jillian did not work one of the days cited on the
waming {the 25th.-p. 558}, On P. 643, Hoaring Testimony, Konjoh said she'd
take one of the days off of the warning form, but didn’t, Jillian said that Inoz
took it off of her list in her presence, but did not take that date off of the

warning form.,

Jillian is aware of the G level deficiency for the pain assessment issue, P. 593.-
597. She was written up with & “final” waming for this 12/2/09, She didn’t
have the patient, but admitted the patient. When admitted, she was not in pain.
Jillian did not respond on the warning sheet &s she was upsot as per her own
testimony. But she indicated that she agreed with the wamning.
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This pain assessment issue occurred on 11/4/09, 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 publio interest.

3. On 9/20/10 she failed to document on a resident who had fallen earlier in the
week as part of the post-fall assessment. On 12/5/10 she failed to document an
incident report. {Ms. Jacques did not receive a warning for the incident of 10/25.
She received 2 waming for the incident report attached to R-88, dated 11/1/10,
2612, Konjoh.}

Jillian was written up of for not completing an incidont report. Her explanation
to the DN was that she was waiting for an aide to complete and explained this to
Southgate, UM p. 568, She left a message on phonoe to Inez as well. P, 571, Ms,
Konjoh, p. 2231, corroborates this voice mail Jeft 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. Inoidents can be completed several days
after the incident, and this is what usually ocours in facilities. This is nota
terminable offense. It is common in LTC that to complete the report completely,
several statements by other related staff had to be included. Tracking them down
to obtain their statements can take time.

4, Jillian was given a waming action on 9/13/10 by Doreen and Inez for lateness
109 times, During that period, no one told her of the 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 offereda
different shift, but she was unable to change at that time due to family issaes, It
is written as “refused” on warning. Jillian refused to sign the warning. There
was a second wamning attached to the first one: one was for the 119 late days, the
second was for the 3 call-outs in 90 day period. Jillian had explained that she
had an arrangement and understanding with the previous DN as sho had a family
medical issue to deal with which would make her 15 minutes latc. On P, 603, it
is stated that she received a note from Doreen Iilis shortly after this noting her
improvement in this arca,

Again, 1 assert my opinion that the cited errors/omissions in the delivery of nursing
services were insufficient grounds for Ms, Jacque’s termination, Her reinstatsment would
not place patients in any jeopardy or harm, nor be agdinst the public interest. I base this
opinion on my many years of experience ag a Dircctor of Nursing and as Administrator,
and Regional Director in the long term oare industry.

In addition, as contended from the Hearing Testimony,
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1. Onp. 463, Jillian stated that Doreen and Inez wete “combing through
everything.” When asked what, tésponded that her workmates would tell hes,
“they're searching and checking through everything...to find mistakes.” Itis
understood that a resurvey was impending and that yes, nurses are to audit for
compliance. It is unusnal to see the Administrator anditing 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 tho union issucs and impending
election.

2, Jillian called Andrea Lee who said “I'm surprised,” p. 488, Hearing Testimony.
Jillian contends that Andrea would look in to it and get back to her. She never did,
P. 490, Hearing Testimony. On p. 493 it is stated that Andrea said if she knew
about it she would have done somsthing. Jillian said, “Well I called you and you
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 Tllis.} The compmy reps, including HR, ignored the staff who tried to
reach out for assistance.

3, Onp. 954, Southgate’s Hearing Testimony she states that it is known that Jillian
is attending a union meeting. She'is told that if she is late, that Inez 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 something to write Jillian up for. “if shc was
given an excuse to discipline her, she would do s0,” P, 1117, 1118,

5. Itis interesting that Ms. Konjoh, DN‘was removed {terminated or transferred}
from this facility in December 2010, Again, there is much turmoil in this facility
even with this administration {Jillian’s Confidential Witness Affidavit, Janvary
2011}.

6. Jillian’s most recent evaluation state that she “meets the standard” in all areas:
3/25/09. On this one, it also indicates the same for “adheres to the current
attendance policy.” It is written in at the bottom of the form, that she needs to
improve her time, and “pay closer attention to completing assessments.” Added 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
acourate manner.” There is no additional comment on the form by the manager. A
“]* would call for a specific comment with expected steps on how to improve.
Both evaluations are considered good or satisfactory.

In summary, Jillian Jacques, LPN, reinstatement is not against the public interest nor
creates an environment of harm or jeopardy for patients, Her termination was arbitrary,
baseless, punitive, and did not follow the proscribed protocol in a step-wise fashion for
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disciplinary actions, not to mention the provision of guidance, and staff development to
preserve the individual as a ruman resource.

The following is additional corroborating and related information as reviowed in the
Hearing Testimorny:

It is agreed that there are numerous regulations and standards of care which diotate 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 of Nursing
and other management staff may expeot that such standards are completely fulfilled on a
daily basis, However it must be acoepted that it is 8 mansgerial challenge to be in 100%
compliance every dey with the systems and variables that we have in these facilitics.

With each of the infractions and disciplines that were received by tho above mrses, there
is a corresponding explanation along with a remedy that could have been provided by the
management to ameliorate such occurrenpes. Re-training, communioation with staff, 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.

Tt 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 & treatment when in fact she did not. Although a lack of further
questioning on this did not specifically state, it is assumed from the testimony that she
was handled differently, and not severcly disciplined for thaf, yet for making a mistake
such ss putting a “0” for pulse oximetry, Napalitano 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 staff. She later clarifies and says for 95% of the time
she did not check the files, but sometimes she did. She did in the case of Jillian 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. Konjoh states that she does not
follow progreasive discipline, When pressed, she responded, “it depends.”

1t is noted that Beatrice Beauvoir called 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, {Konjoh, p. 2400}.

This is totally unaccepteble managerial practice. All fagilities 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 of expectations
and stated consequences for staff in the event of lateness, or errors for example.
Arbitrarily giving disciplines st whim is not only not professional, but not effective.

Konjoh agrees that giving 2 final warning to the nurso for giving the aspirin is excessive,
p. 2610,
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- Ms. Konjoh’s Deolaration only deals with a few issues: Napolitano and the zinc pill, the

02 saturation of *0,” speaking with Ms. Jacques about coumadin, This is odd as there ero
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 in
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 menager, presumably, overseen by the Director of Nursing, Konjoh p.
257.

There is much testimony from many venues in this case with specific areas which
evidence a degres of doubt concerning Somerset Rehab at Care One’s position and
contention. In addition, I think it is helpful to discuss the organizational oulture and
systems issues as such concepts can be practically applied to this caso, The following is 8
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 example, dress may be a form of culture in
an organization. Many businesses, including health care, permit casual dress on Fridays,
with some restrictions, for example, Some facilities are more informal than others, not
requiring a strict attendance code, for example, This is a function of culture, Staff of 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 of Health, and is looked at in a negative light. This is
very reactionary and can be a function of culture,

2. Lateness and absenteeism was tolerated and worked around for whatever reason. When
changes occurred, was very abrupt-moved Administrator, fired DN, and then brought in
new who immediately made strict changes. Culture change is a process. Allowance for
this was not done here. Also the callout after day off that was supposed to be in handbook
but wasn’t, i another organizational culture issue. Ms. Southgate, for instance, was not
aware of the specific time and attendance policy issucs {as they were never enforced or
brought uip for discussion) specifically the days in 90 day period of call out, or the call
out after/before a day off, p. 961, Hearing Testimony.

3. it was routine for staff to sign MARS/TARs after the shift, later was “ok.” This is &
function of the culture of the organization. Then suddenly, this practioe 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 indusiry.
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4, The organizational culture tolerated “sloppy™ practices, staff who set their own rules
without oversight and guidance for a long period of tims, and in this cass, for the entire
tenure of these nurses. This is & result of lack of leadership and not the exclusive fanlt of
the individual staff at the lowest level in the organization. The company should have
responded carlier to this to avoid the staff frustrations, as well as to avert infractions.

5. Areas of training were lacking. Jacqui Southgate states that she was not instructed on
howtocompleﬁ:orensurcthecompletion.oftheincidentreports,yotshewasmpectedto

* discipline staff for not doing correctly, p. 985-986, Hearing Testimony. She stated, 1

told her I wasa’t clear on what she wanted, I had to redo them and she still didn’t like 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
DN, 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 “Ono time I was writing up an incident report on Doreen {Dande},
and then I'was told by Inez not to give her the discipline, that she would take care of
it....October 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 of unfaimess here.

System Problems:

Simply stated, systems are sets of detailed methods, procedures and routines that are
established or formulated to carxy out specific activities, perform dutics, or solve
problems. Within a system, actions are prescribed to be performed so that the overall
structure remains intact. In healthoare, there are many systems to ensure the consistency
and safety of consumers. An example related to the matters here includs the medication
dispensing system, a much studied process in health care. Within this system of
medication dispensing for example, are many steps depending on the type of institution.
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 degres 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 of a system, would
be a payroll system. There are speoific steps in & process to ensure that a person is paid
for the time he is working. How that is defined is up to the business, and is
communicated to the employees.

1. The entire medication transcription process at Somersst Valley with several people
involved in this, can easily result in staff who can meke mistakes, Much is done
manually, with pens and pencils. An electronic or computerized system, would not allow
them to miss a dose, or to not sign. I am not saying that everyone is expected to have
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computerized systems. I am making the comparison between & manual charting system
with that of oommﬂeﬁzed.Mmualsystems,wlﬁchareprwnleminlongtarmcmand
tend to not be changed, or upgraded, are replete with potential sources of error. On p.
998-1000+, Jacqui Southgate’s Hearing Testimony, there is a long description of the
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. T 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
éliminates 99% of this potential,

In addition, it is common in the industry that nurses who give out medications are very
often interrupted during this critical process. There is only enough staff on duty with 2-3
nurses occupled 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 literature as a source for errors in itself.

There is a very large area of literature and rescarch on patient safety and orror
management. Jt is known and accepted that such “systerns™ or lack thereof as in this case,
potentiates ctrors and mistakes. Most errors are hidden or are latent. There exist no
autornated systems to pick up or prevent such errors from ocoutring. The “gudit” is the
only universally nsed method which is less reliable and subjective. Ms. Konjoh testified
that she and Ms. Arroyo did audits, but as we saw, this was done on certain steff only,
and can be viewed as to target specifio staff.

The lack of sophistication to understand “systems” by Administration was a cauge 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 issucs in
the testimony.

2. As disoussed, the 24-hr chart check is a process designed as a fail-safe to catch
potentisl med errors, and pick up those that have ocourred. The cheok is implemented as
an expoctation that such manual errors can likely oocur. This system did not work in this
oase, When such errors ocour in the industry based on my experience, 8 full investigation
occurs. In this case, had an investigation been done, the staff involved in not performing
the 24 hour chart check would have been in question, as well as the entire process. Such
investigation did not occur in this facility as a result of the medication transcription
GITOIS.

3, Lack of a practice for staff to follow on-pain assessment until an jssue with Napolitano
arose, The State {DHSS} told them to do the pain asseszments, as was done by
Napolitano, at beginning of shift. These systems were not fully clarified and not in place.

4. Tt is not evident to any significant extent is that the company or facility mads efforts to
re-train, adjust workload and schedules for staff, ‘What oceurs in the industry is that when
guch 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 if one 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 are a process. Terminating staff for these infractions
{most on documentetion 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 acoountebility 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 mitses. There was no RCA {Root Cause Analysis) process
which is done by a team of players 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, otc, was evident with a
lack of functioning fax equipment and the wse 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,

General Concluding Opinion:

It is my professional opinion that the Somerset Valley Rehabilitation and Nursing Center
did not hiave 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 attendancs violations. It is my opinion
that the cited error/omissions in the delivery of nursing services were insufficient grounds
for the termination of Ms. 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
staff were disciplined and others were not, with a long-standing tolerance for absentesism
and lateness in months prior. In my experience in this industry, when dealing with any
petsonnel, consistency is the hall-mark and must be used when administering discipline
for deviations.
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When infiactions which result in a survey deficiency, it is a human response to “punish”
the person who made the error, That is the first thing and the easy thing to do. It may not
solve the overall problem though. If one nurse makes a mistaks, perbaps others are doing
the same and following the same pattern, the question must be asked: why are they
making such mistakes? Disoussion was provided in depth concerning the investigation of
the prooess and not just the individual, Through demonstrated re-training, examination of
systems with revision, and compliance anditing, 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.

Tt was demonstrated that there existed several organizational culture and systems issucs
that directly related to most of the infractions cited by Somerset Valley/Care One, ct al. It
is my opinion that had such issues been handled or understood, perhaps these 3 nurses
could have been spared being texminated. :

The cited infractions as purported by Somerset Valley Rehabilitation Center {Care Onc}
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 of nursing services were insufficient grounds
for the tarmination 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



Care One Somerset is wasting resources.

Care One, the second largest nursing home chain in New Jersey, is spending money on high-priced
out-of-state lawyers to overturn our union election at their Somerset facility. Before the election, they
had caregivers leave our residents to attend management’s anti-union meetings. They’ve scared
and bullied caregivers, and illegally fired and disciplined nearly 20% of Somerset employees. All
because caregivers united for a voice to improve resident care and working conditions.

-

But Caregivers are standing strong.

The Courier News recently reported on the illegal firing of Somerset workers. Last weekend,

we reached out to family members of Somerset residents to let them know about conditions for
caregivers inside the facility. And we're circulating a community petition, which already has
hundreds of signatures, telling Doreen Illis and Care One to stop wasting resources, to treat us with
dignity and respect, and to rehire our co-workers.

For more information, contact
Isabelita Sombillo at (132) 646-1639

1199SEIU

United Healthcare Workers East
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+ Eoday, we're renaming the Straus Institute for
Ly ‘-"Tthe Advanced Study of Law and Justice to
35 -l more aptly reflect the values of its founder,
;{ ', .Danlel Straus, Danisl, along with his brother Moshael
a4 Straus, runs the multi-million dollar nursing home

%" khalns, Care One and HealthBridge. His companles
. have violated workers' rights and Federal Labor Law.

:It's great that Danlel Straus endowed an institute

;&;...,1~;;;'jafﬁﬁated with NYU Law School dedicated to studying
""" »law and justice. But Care One and HealthBridge have
i1, broken the law and strippad workers of justice.

v v ? 3
[ LI

The National Labdr Relations Board, a Federal Government Agency, issued a complaint against
Care One and HealthBridge in Connecticut for firing housekeepers and rehiring them as “new
employees” at lower wages. -~ S B ' :

~In New Jersey, Care One illegatly terminated workers aiter they voted to form a union. The NLRB
issued a complaint and is seeking an injunction in Federal Court to reinstate the workers.

Care One and HealthBridge are threatening to lock Connecticut workers out of their jobs at siX
_ nursing homes, and are attempting to slash safe stalfing ratios, wages and benefits.

fitute will be called the Straus Institute for Worker Injustice - .
until the Straus brothers uphold law and justice. Ry

~ call Daniel Straus at (201) 242-4900, ext. 5700
-~ and telt him to-show his dedication to law and justice hy respecting fabor law and supporting
~~justice fot nursing home earegivers. For more information, email info@careonewatch.ory
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= | SEIUHealthcare,
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A B C (5]
1 |Somerset Hires and Terms
Name Job Description Criginal Date |{Termination

2 Hired Date

4 |Alexander-Chambers-Carol Licensed Practical 09/10/2007 02/19/2011

4 |Beck Patricia Licensed Practical 03/16/1998 08/03/2011

5, |Bockarle Mohamed Bakay Licensed Practical 08/02/2009 05/24/2011

5 |Bolagasi- Smith Sharon Licensed Practical 01/04/1999 08/05/2011

7 |Catalano Anthony F Licensed Pract—icéfl_ 02/01/2010 04/14/2011 |

~|Conteh Salaimalu Licensed Practical __ |09/22/2010  101/10/2011
|Dacres Cheryi " liivensed Practical _[09/10/2007 " 10/27/2011 ;
i |Dande Doreen “|Ucensed Practical _|01/22/2010 Toersizonn .

17 |D'Ovidio Irens ““|Licansed Practical  {08/12/2002  |08/18/2011

|z |Garcia Blanca Licensed Practical 05/11/201%  j08/18/2011

13 JJacques Jillian Licensed Practical 11/30/1999 02/11/2011

14 {Kanjarpane Lalita Licensed Practical 02/22/2011 03/19/2011

15 JLezuaba Henrietta Licensed Practical 02/17/2008 02/19/2011

16 |Mangal Maharanie Licensed Practical 04/29/2002 10/18/2011

17 {McGuire John S Licensed Practical 02/07/2011 02/20/2011

18 |Moore Michele Licensed Practical 01/03/1994 05/24/2011

1u INoel Wisner Licensed Practical 08/24/2010 11/08/2010

1» [Noor Faizy Dexter Licensed Practical 03/16/2011 08/03/2011

1 |Nwaro Adanma NKennaya Licensed Practical 08/24/2010 01/25/2011

21 |Santos Jeremias Licensed Practical 02/18/1993 05/24/2011

=% 1Sesay Hawanatu Licensed Practical 09/21/2010 05/30/2011

=1 |Singh-Kaur Narinder Ucensed Practical, 06/14/2000 01/22/2011

225 | Turay Patricia Licensed Practical 02/25/2011 03/19/2011

2% [Usharenko Vyacheslav Licensed Practical 07/15/1997 06/13/2011

27 |Abraham Gigl Registered Nurse 07/21/2011 08/24/2011

28 JAdeshina Olubunmi O Registered Nurse 03/10/2011 05/27/2011

29 |Aliseo Kimberly Registered Nurse 10/03/2011

30 JAversa Joan E Registered Nurse 09/15/2011

31 |Baln Laurel Registered Nurse 08/23/2011

32 |Birgfeld Amy E Registered Nurse 04/28/2011

33 |Black Donna Registered Nurse 08/01/2011

34 |Blackburn Dale E Registered Nurse 09/15/2011

;7 |Bogdan irene Registered Nurse 01/10/2011 04/11/2011

2/ |Castro Cromwell Registered Nur_se 05/13/2008 01/22/2011

~7 |Champagne Monica Registered Nurse 06/02/2011  106/20/2011

" |Dale Rebecca L Registered Nurse 00/26/2011  |10/18/2011

20 |Delos Reyes Florabele A Registered Nurse 1220/2010 05/01/2011

.11+ |Di Quollo Philomena Reglstered Nurse 11/12/1994 01/22/2011

41 |Esendemir Guihan Registered Nurse 03/09/2011

42 IFernandez Patricla Registerad Nurse 11/21/2011

43 |Fitzgerald Leonora Marie D Registered Nurse 02/01/2011

44 |Ghotra Puja Registered Nurse 09/26/2011 10/11/2011

45 |Greene Danielle Registered Nurse 09/26/2011

45 |Grishkevich Irina Registered Nurss, 05/23/2011

47 |Hawkins Antonette Registered Nurse - |11/21/2011

48 |ibe Nicole O Reglstered Nurse 07/22/2010 02/19/2011

|2 |logu Ebele Registered Nurse  08/26/2008 |

) |Koottiyaniyll Reethamma Registered Nurse 08/24/2010 01/25/2011 ;

<1 {Lynch Debra Registered Nurse 06/17/2010 02/19/2011 i

T+ |Mootoosammy Sandy Registored Nurse |06[22/2010 ~j02/20/2011
175 |Odaa Silas Registered Nurse {08/01/2011

a4 {Palumbo Elaine Registered Nurse 01/14/2011 08/03/2011

35 |Pillai Helen Registered Nurse 08/11/2011

G |Sheriff Osman Registered Nurse 12/09/2010  |01/14/2011

57 |Urbano Helen ) T f{eglstered Nurse " 103/07/2011

55 |Velards Jane Registered Nurse 01/14/2010__}05/27/2011 :

59 [Danesh Shahrakl Soudabeh RN Shift Supervisor 11/03/2011 } ﬁl

10 |Lindower Barbara RN Shift Supervisor  |10/21/2011 :

31 |Mollica Diane RN Shift Supervisor 10/21/2011 . _!
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Curriculum Vitae

Beth A. Bell RN

After graduating from Helene Fuld School of Nursing, Beth worked for 16 years in Acute
Care before joining the state of NJ as a Field Investigator in the Office of the Ombudsman for the
Institutionalized Elderly in 1984. In 1985 she transferred to the Department of Health and Senior -
Services (DHSS) as a Complaints Investigator. She attended Thomas Edison State College
working towards a BS in Health Care Administration. From 1988 to1990 she returned to the
private sector as the Director of Staff Development, Quality Assurance and Infection Control in a
Long Term Care Facility. In that capacity she was responsible for ongoing staff development,
teaching the state certified nurse aide program, continuous quality improvement and tracking
nosocomial infections throughout the facility.

Upon return to the DHSS, Beth became a team leader of a state survey team responsible
for surveying Long Term Care Facilities in accordance with State and Federal guidelines. She
also participated in a research project for the Federal Government in conjunction with the
University of Wisconsin to determine the variation in Federal Surveys across the nation. She has
served as a subject matter expert for the Centers for Medicare and Medicaid (CMS) in the
development of the Surveyor Minimum Qualifying Test (SMQT- a standardized test required to
become a state surveyor) questions on multiple occasions. Beth attended Fairleigh Dickinson
University and became a Certified Public Manager. In 1998 she joined the DHSS training team.
At that time she obtained state certification as a trainer and was responsible for orientation of
new employees, ongoing staff development of state surveyors and development of provider
educational programs. She also became the State Resident Assessment Instrument (RAI- a
standardized assessment tool) Co-coordinator, responsible for answering clinical coding
questions for all NJ providers. In 2003 she was promoted to Supervisor of Inspections
responsible for managing three survey teams as well as the training team.

In January 2009, Beth retired from state service. She then worked part-time with the Health Care
Association of NJ performing Mock Surveys for their members. In October 2010 she formed a
consultant company, Professionals for Quality LLC servicing providers across the state. She
continues to have a deep interest in the Quality of Life for Long Term Care Residents.
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Consulting Acrass the Continuum of Care

July 8, 2011

Rosemary Alito, Esq.

K&IL Gates LLP

One Newark Center, 10" Floor
Newark, New Jersey 07102

Re:  J. Michael Lightaer, Regional Director of Region 22 of the National Labor Relations
Board for and on behalf of the National Labor Relations Board. v. 1621 Route 22
West Operating Company LLC, d/b/a Somerset Valley Rehabilitation and Nursing
Center, Civil Action No. 3:11-cv-02007-MLC-LHG

Dear Ms. Alito:

At your request  am providing the following report in connection with the above-referenced
action. As discussed in detail herein, it is my professional opinion that the Somerset Valley
Rehabilitation and Nursing Center (“Somerset Valley Center” or the “Center”) had proper
justification for terminating nurses Shannon Napolitano, Sheena Claudio, and Jillian Jacques for
failure to provide appropriate patient care to the residents of the Center. Also, Somerset Valley
Center had proper justification for terminating Staffing Coordinator Valarie Wells for failure to
properly staff the clinical areas of the Center, thereby impeding the delivery of clinical services
and interfering with the Center’s ability to provide appropriate patient care. It is also my opinion
that the Center’s unorthodox prior practice of utilizing per diem employees in the nursing areas
on regularly scheduled shifts was contrary to accepted practices in the health care field and had
the potential to impact the continuity of care appropriate for proper patient care. It is my
professional opinion that the reinstatement of these employees and the use of per diem CNAs
and nurses on other than as-needed basis would impede the Center’s ability to meet the standards
of care required pursuant to applicable State and Federal regulatory programs, jeopardize its
ability to remain licensed as a healthcare facility, place the lives and physical well-being of the
Center’s patients at risk, and be contrary to the public interest.

As indicated on my attached curriculum vitae, I am a Registered Nurse and the Managing
Member of Professionals for Quality, LLC, providing health care consulting services, and have
over 40 years experience in the health care industry, with particular experience in long term care
issues. I have more than 23 years experience with the New Jersey Department of Health and
Senior Services, having served as a team leader for the New Jersey state survey team responsible
for surveying Long Term Care Facilities in accordance with State and Federal guidelines, as

. Training Coordinator responsible for orientation of new employees, ongoing staff development
of state surveyors and development of provider educational programs, and as Supervisor of
Inspections responsible for managing three survey teams as well as the training team.
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I have reviewed the following documents which establish the factual basis for this report:

® Declaration of Doreen Illis, Administrator of the Somerset Valley Center, dated
May 6, 2011, and exhibits thereto

° Declaration of Inez Konjoh, former Director of Nursing of the Somerset Valley
Center, dated May 6, 2011, and exhibits thereto

° Declaration of Jason Hutchens, Regional Director of Operations, dated July 8,
2011 *

. Transcript of deposition of LPN Jillian Jacques, taken May 23, 2011, and exhibits
thereto

o Transcript of deposition of Staffing Coordinator Valarie Wells, taken April 26,
2011, and exhibits thereto

o Transcript of deposition of LPN Sheena Claudio, taken May 3, 2011, and exhibits
thereto

. Transcript of deposition of LPN Shannon Napolitano, taken May 2, 2011, and
exhibits thereto

o New Jersey Departrent of Health and Senior Services Centers for Medicare and
Medicaid Services (“DHSS”) survey report dated December 1, 2009, and Life
Safety Code Report of the same date

) Initial Notice Letter from DHSS to the Somerset Valley Center, dated December
10, 2009

° Plan of Correction submitted by the Somerset Valley Center to DHSS

. Form CMS-2567B issued by DHSS to the Somerset Valley Center, dated January
14, 2010 :

J Determination of Compliance letter from DHSS to the Somerset Valley Center
dated January 15, 2010

Based on my review of the above-referenced documents, the facts relevant to this matteras 1
understand them are as follows:

Following a seriously deficient Annual State Re-Certification Survey conducted in
December 2009 that nearly caused the demise of the business for the Somerset Valley Center and
which required a re-survey in January 2011 (this Survey will be discussed in greater detail
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elsewhere in this document), the performance of the Administrator (who was just completing her
first year in an Administrator’s role) and Director of Nursing was called into question. Thus,
Regional operations and clinical personnel began monitoring the Center more closely and the
Center’s leadership team was increasingly held to higher levels of accountability for remedying
the issues in the clinical areas that had resulted in the poor Survey. In April 2010, in the face of
this increased scrutiny and accountability, it was determined that the Director of Nursing was
incapable of turning things around in the area of patient care and she opted to resign. The Center
then hired from the outside a new Director of Nursing, who “on paper” appeared to be qualified
and capable of improving the Center’s delivery of nursing services. Unfortunately, after only a
couple of months on the job, it became clear to the regional personnel who were engaged with
this Center that she was not an effective leader and was not making sufficient progress in
improving the clinical operations affecting patient care. Becanse time was closing in on the
opening of the window for the next Annual State Survey (and time was running out on Somerset
Valley being able to turn-around its delivery of nursing services prior to the next Survey), Jason
Hutchens, the Regional Director of Operations decided to change both the Administrator and the
Director of Nursing. This time the decision was to go to an experienced Administrator at another
facility and an Assistant Director of Nursing that Mr. Hutchens had worked with at another
center and had confidence that she could make a difference.

Thus, in August 2010, the Administrator and Director of Nursing at the Somerset Valley
Center was changed. The new Administrator, Doreen Illis, and the new Director of Nursing,
Inez Konjoh, were charged with improving all aspects of the Center, and in particular patient
care. The Center had not performed well in its annual state evaluation in 2009, and an
improvement in 2010 was a top priority. To that end, Ms. llis and Ms. Konjoh took numerous
actions to ensure adherence to governmental and industry standards and to enhance patient care.
Several of their actions are now challenged by the National Labor Relations Board (“NLRB”).
Specifically, [ am told that the NLRB alleges that Somerset Valley terminated four former
employees because of their union activities and seeks their reinstatement. They are Shannon
Napolitano, LPN (“Napolitano™); Valerie Wells, Staffing Coordinator (“Wells™); Sheena
Claudio, LPN (“Claudio”); and Jillian Jacques, LPN (“Jacques™). As reflected in the records I
have reviewed, the facts relevant to these terminations are largely uncontroverted. They
demonstrate that these employees failed to provide appropriate patient care and/or impeded the
delivery of proper patient care, and/or violated accepted nursing standards and protocols and
State and Federal rules and regulations. Thus, in my professional opinion, the acts and omissions
of these individuals warranted their terminations because they negatively impacted patient care
and jeopardized the physical well being of the patients who depended on them. Accordingly,
their reinstatement would be contrary to public interest, The facts of the terminations as I
understand them are discussed in turn:

Shannon Napolitano

Shannon Napolitano LPN was terminated from employment by the Somerset Valley
Center on September 18, 2010 for failing to provide appropriate patient care in three areas: 1)
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This nurse administered medication to a resident without a physician’s order at least four times.
The last such instance occurred on September 16, 2010 when she admitted that she administered
a “pink capsule” containing zinc oxide to a patient for whormn this medication had been
discontinued by the physician on August 23, 2010. 2) On Septernber 16, 2010, she also admitted
that she left this unprescribed medication at the bedside of the unattended resident and admitted
that she did not observe the resident take the medication. The resident was not approved to self-
administer medication. 3) On September 17, 2010, Napolitano admitted that she incorrectly
documented the oxygen saturation level of a resident as zero, which would indicate that the
resident was deceased. (Napolitano made these admissions in her deposition at, among other
places, pages 92, 93, 95-97, 98-99 and 107-108.) Prior to these incidents, she had been issued a
written warning in January 2010 for documenting pain assessments for her entire shift at the
beginning of the shift, creating an untrue assessment of the residents’ pain. Napolitano also had
attendance problems, coming into work late 93 times between January and September 2010. She
received a written warning for excessive lateness on September 13, 2010. Such late arrivals of
nurses impede patient care because they can cause staff shortages and overtime and interfere
with proper consultation at the time of shift changes. In my opinion, Ms. Napolitano’s errors and
omissions in the delivery of nursing services and patient care were sufficient grounds for her
termination and her reinstatement would place patients in jeopardy and be against the public

" interest.

Valarie Wells

Valarie Wells was terminated from employment by the Somerset Valley Center on
September 21, 2010 for failing to correctly perform her duties as Staffing Coordinator. Wells
was required to utilize a staffing management and scheduling program known as SmartLinks
(“SMLX”) in order to ensure adequate and appropriate clinical staffing for the Somerset Valley
Center at all times. She also was required to prepare a manually typed schedule of room
assignments indicating when every nurse on staff or per diem at the Somerset Valley Center was
expected o be present. On at least six oceasions, there were discrepancies between the SMLX
records maintained by Wells and the manually typed assignment schedule. After a discussion on
September 7, 2010 with Ms. Konjoh, the Somerset Valley Center’s Director of Nursing, and
Doreen 1llis, the Administrator, a plan of correction was devised to require Wells to utilize the
SMLX system and ensure that it was accurate. However, Wells failed to follow the plan of
correction. The Somerset Valley Center’s' Administrator, Ms. Illis, and its Director of Nursing,
Ms. Konjoh, met with Wells on three more occasions, and written warnings were issued to her
on September 15, 16 and 20, 2010 regarding her failure to properly maintain the clinical staff
schedule on the SMLX system and properly perform other job expectations that had been
explained to her by Konjoh and Illis. Ms. Wells was terminated for failing to heed the written
warnings issued to her, continuing to commit careless errors in her work, not following through
on instructions given her by her superiors, and not adjusting her conduct to the required
standards for a Staffing Coordinator at a facility such as the Somerset Valley Center.
Significantly, Wells admitted to having made most of the errors and omissions that led to her
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discipline and ultimate termination. (Wells’ made these admissions in her deposition at, among
other places, pages 97, 98, 99, 100, 123 and 124.) Wells’ actions resulted in confusion in
scheduling the nursing staff. Such errors in staffing can result in improper staffing of clinical
areas, thereby impeding the delivery of proper patient care. As a consequence, Ms. Wells’
termination was justified, not just for the impact of her failures on the Center, but also for their
potential adverse impact on patient care and the public interest.

Sheena Claudio

Sheena Claudio, LPN, was terminated from employment by the Somerset Valley Center
on October 21, 2010, for failing to provide appropriate patient care and for insubordination. In
addition to significant attendance problems, for which she received warnings, this nurse
exhibited numerous failures to provide appropriate patient care. In early September 2010, she
administered medication to a resident without a physician’s order. The physician had ordered, as
documented in the Medication Administration Record (“MAR”), that the medication was to be
provided every other day. However, Claudio admitted that she medicated the resident on a daily
basis. On September 27, 2010 Claudio received a final written warning for failing to complete
medical documentation on three separate patients. She failed to document a new admission to
the Somerset Valley Center, failed to document a physician’s orders in connection with a skin
tear suffered by a patient, and failed to complete documentation in response to a resident’s fall in
which he sustained a head injury, all of which Claudio admitted she had done. Finally, on
October 7, 2010, Claudio left the facility at the end of her shift without having administered
required treatments to the patients to which she had been assigned or, if actually administered,
without signing the treatment records to show that the treatments were in fact administered. She
returned to the facility more than eight hours later and attempted to sign the treatment records for
the patients. The Somerset Valley Center Administrator, Ms, Illis, told Claudio that she could
not document after her shift was over, and told her to stop. Claudio disobeyed the
Administrator’s directive and continued signing the records. As a result of her medication and
documentation errors and omissions, and her conduct on October 7, Ms. Claudio was terminated.
(Claudio’s admissions are in her deposition at, among other places, pages 71, 77-78, 87, 99, and
100.) The termination of Ms. Claudio was justified by her numerous failures with regard to the
delivery of proper delivery of nursing services and consequent failure to provide appropriate
patient care. In my opinion, reinstatement of Ms. Claudio would jeopardize patient care and be
contrary to the public interest. 3 ,

Jillian Jacques

Jillian Jacques LPN was terminated from employment by the Somerset Valley Center on
February 10, 2011 due to failure to provide appropriate patient care. On February 7, 2011, this
nurse failed to correctly transcribe an order for medication for a patient on the physician’s order
sheet and failed entirely to enter the medication onto the Medication Administration Record
(“MAR”) for that patient. The physician had ordered Enteric Coated Aspirin and she admitted
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that she documented Aspirin and failed to transcribe the order onto the MAR. Previous to that,
this nurse failed to provide appropriate patient care on a number of occasions. Jacques failed on
December 2, 2009 to assess the pain level of a newly admitted resident with rectal cancer. This
failure led to the lack of development of a care plan for pain, which led to a deficiency for the
Somerset Valley Center on the state survey report for 2009. On September 20, 2010, Jacques
failed to document a newly admitted resident at the Somerset Valley Center, and also failed to
document on a resident who had fallen earlier in the week. On December 5, 2010, Jacques failed
to completely document an incident report. Significantly, Jacques admitted to performing these
errors and omissions. (Jacques’ made these admissions in her deposition at, among other places,
pages 242, 243, 258-259.) In March 2009, long before the union organizing campaign, an
employee performance evaluation of Jacques noted that she needed to be more conscientious and
thorough in documenting, particularly with regard to new admissions and incident reports.

Jacques had also received written warnings for attendance problems. On September 5,
2010 she received a warning for being late on 109 occasions since January 2010. This would
equate to being late 12 days out of every month. She received a second waming on September
13, 2010 for calling out three times in a 60 day period immediately after a scheduled day off.
Jacques’ actions and omissions jeopardized patient care and justified her termination by the
Center. It is my opinion that her reinstatement would undermine patient care and be contrary to
the public interest.

Use of Per Diem Nurses

The NLRB also alleges that Somerset inappropriately reduced the hours of certain per
diem nurses who supported the Union during the organizing campaign. The facts relevant to this
claim show that prior to the arrival of a new Administrator and new Director of Nursing in
August 2010, the Center followed an unorthodox practice of aillowing per diem clinical staff to
work regularly scheduled shifts. That practice was contrary to the norms of the nursing home
industry and the Corporate policy applicable to the Center. It also conflicted with appropriate
patient care and it impeded the continuity of care necessary for good patient care. The decision
of new management to phase out that practice was consistent with industry norms and enhanced
patient care. The facts as I understand them are as follows:

Ms Konjoh, the new Director of Nursing of the Somerset Valley Center, and Ms Illis, the
new Administrator, directed that full and part-time staff should be utilized whenever possible and
that per diem use should be limited to times when full or part-time employees are not available.
That policy was consistent with Healthbridge Management Human Resource Policy HR 2-6 in
effect at the Somerset Valley Center, which makes it clear that per diem employees are called
into work on an as needed basis.
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‘When the new Administrator and Director of Nursing determined to adhere to this
policy, several per diem nurses or CNAs working at the Somerset Valley Center during August
2010 were given the opportunity to convert to full or part time employee status. Some accepted,
but some declined that invitation. Since then, the Center has maintained its policy of utilizing
full or part time employees whenever possible, calling in per diem nurses and CNAs only when
necessary and without any guarantee of any particular number of hours of work per week. Asa
consequence, per diems with only limited availability were not utilized, either because openings
did not occur on the specific days or shifts they were available, or because, for purposes of
continuity of care, per diems with availability on consecutive days were selected.

Based on my review of these facts, I believe that the Center’s actions in seeking to limit
the use of per diem employees were consistent with industry standards, best practices and the
delivery of appropriate patient care. Requiring the Center to return to the unorthodox practices
of prior management would not be in the best interests of patients or the public.

Department of Health and Senior Services Survey

Also at issue in this case is the significance of the Survey Report issued to the Somerset
Valley Center by the New Jersey Department of Health and Senior Services (“DHSS™) and the
Centers for Medicare and Medicaid (“CMS”) during the period when the former employees
discussed above were working at the Somerset Valley Center. The facts relevant to this issue are
as follows:

On December 1, 2009, the DHSS issued its Survey Report for the Somerset Valley
Center, as well as a Life Safety Code Report. The Survey Report indicated six operational
deficiencies in the areas of Comprehensive Care Plans, Quality of Care, Food, and Pharmacy
Services.

Two of the six deficiencies identified in the 2009 survey had a scope of “G,” which
indicates actual harm to the resident. The first of these “G” level deficiencies was for failure to
provide a comprehensive care plan and resulted because a resident admitted with rectal cancer
who experienced excruciating pain had an incornplete pain assessmuent and no care plan in place
to manage the pain. The second “G” level deficiency was for inadequate quality of care and
resulted because the same resident stated to the surveyor that she had excruciating pain, but there
was no documentation for nearly a month that a pain ointment which had been ordered was ever
given. Additionally this same resident asked for her ordered pain medication in the presence of
the state surveyor and the staff nurse did not administer it to the resident even though the resident
described her pain at a level 5 out of 10. Instead the nurse told her to wait until after her
radiation treatment. The third deficiency resulted because the surveyor observed a resident’s
indwelling catheter improperly positioned on the floor one time and a second time lying on the
bed allowing back flow of urine. The fourth deficiency dealt with failure of the food service staff
to provide condiments on the trays of residents resulting in bland, tasteless food, creating a poor

7

P

30 Harrington Drive * Columbus, New Jersey 08022 - Phone; 609-462 6087 < Fax: 609-298-9188 « E-mail: babellrn@aol.com

ST0/L00 X¥d 123:L7 Igd 1102/80/L0




Professionals For Quality LLC

Consulting Across the Continuum of Care

quality of life. The fifth deficiency dealt with the pharmacy failing to deliver a pain medication
immediately. The physician had ordered that the pain medication be administered immediately,
which was not done because it was not delivered by the pharmacy. This deficiency also
addressed the fact that the medication cart containing numerous medications was left unlocked
and unattended in the hallway, creating a risk of accidental poisoning to residents with
unrestricted access to it. The sixth deficiency was for failure to provide a comprehensive
monthly drug regimen review. The pharmacist bad failed to comment on use of an antipsychotic
medicine in a resident with no behavior symptoms who was at risk for side effects.

An Initial Notice Letter was accordingly issued to the Somerset Valley Center on
December 10, 2009, describing the findings in the Survey Report and advising the Somerset
Valley Center of its rights to and the procedure for engaging in Informal Dispute Resolution,
The Initial Notice Letter also described the elements of an acceptable Plan of Correction.
Further, it advised of potential penalties and remedial actions against the Somerset Valley
Center, including, denial of payment for new admissions if the facility is not in compliance
within 3 months; termination of the provider agreement if the facility is not in compliance within
6 months; and penalties of $200 per day for each day the facility is out of compliance.

A Plan of Correction was duly prepared and submitted to DHSS by the Somerset Valley
Center. The DHSS thereafter issued a Form 2567 B to the Somerset Valley Center, which
confirmed that the six deficiencies identified in the December 1, 2009 Survey Report had been
corrected as of December 28, 2009, and that the Somerset Valley Center remained in compliance
on a revisit conducted by DHSS on January 11, 2010, A formal Determination of Compliance
letter was issued on January 15, 2010. The letter stated that a fine of $5,400 could be assessed
against the Somerset Valley Center based on 27 days of non-compliance with applicable
standards of performance.

Analysis and Conclusions

Based on my review of the above-described facts and my extensive experience in the
health care industry, it is my opinion that the terminations of the former Somerset Valley Center
employees were for valid and appropriate reasons related to patient care; that a realignment in
per diem staffing at the facility was appropriate and justified to improve patient care; and that the
reinstatement of the four terminated employees and/or utilization of per diem employees other
than on an as-needed basis would jeopardize patient care, could result in harm to patients, and
thus, would be contrary to the public interest. '

The Termination of the Former Somerset Valley Center Emnployees was Appropriate and
Their Reinstatement Would Not be Proper or in the Public Interest as it Could Adversely Affect

Patient Care

Based on my 25 years of experience both as a provider of Long Term Care and a State
Surveyor of long term care facilities, I believe that it was entirely appropriate to terminate the
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four employees in question. These employees committed grievous errors in judgment and/or the
performance of the duties and responsibilities of their jobs that had the potential to cause serious
injury, harm and even death to the residents of the Somerset Valley Center whom they had been
hired to care for and protect. Further, they clearly breached established regulatory standards of
nursing care. To return these employees to the workplace would place residents of the Somerset
Valley Center at serious risk, would adversely impact morale among the current employees who
have performed their jobs consistent with accepted standards of nursing care, and would be
contrary to the public interest.

The Somerset Valley Center must comply with both Federal and State regulations
regarding quality of care necessary to maintain State of New Jersey licensure and Federal
certification. The Federal regulations are set forth at 42 CFR § 483 et seq., and State of New
Jersey regulations are set forth at N.J.A.C. 8:39- et seq. Pursuant to applicable federal
regulations, nursing staff must conduct an assessment of each resident, and is responsible for
identifying any and all problems the resident may have and document the same. 42 CFR §
483.20 (F272). Then, nursing staff and all members of the Interdisciplinary Care Team are
responsible for developing a specific resident centered Plan of Care based on that assessment,
which must also be documented. 42 CFR § 483.20(d) and §483.20(k) (1) (F279). These
assessments and care plans must be updated whenever the resident’s condition changes
significantly, but at 2 minimum of quarterly.

There are regulations that deal with resident abuse. 42 CFR §483.13(c) (F226) state thata
facility must have policies and procedures in place to prevent abuse of residents. It further
requires that staff be supervised to identify any inappropriate behaviors that could be considered
abusive.

There are also numerous Quality of Care regulations which state that a resident must
receive the care and services necessary to attain or maintain the highest level of functioning.
42 CFR §483.25 (F309). N.J.A.C. 8:39-27.1(a) and 40 CFR §483.25(h) (F323) require that each
resident receives adequate supervision and assistance to prevent accidents. This is why
documentation of incident reports is critical. The facility must show with documentation that
everything possible was done to prevent an accident. If an avoidable accident resulted in harm to
the resident, this would result in a citation and significant fines.

42 CFR §483.25(1) (F329) requires that a resident’s drug regimen must be free of
unnecessary drugs. It further defines an unnecessary drug as one in excessive dose, for excessive
duration, without adequate monitoring, or without adequate indication for use. This means that
there must be clear documentation in the record that the resident exhibits symptoms that warrant
the use of the medication, that it is administered in the dose and at the times the physician
ordered and that the effects of the medication on these symptoms is monitored and documented.
If the resident received pain medication, its effects must also be documented.
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Because the four employees discussed herein failed to comply with regulatory
requirements, and did not meet accepted standards of nursing practice, it is my opinion that they
were properly terminated from employment by the Somerset Valley Center.

Shannon Napolitano administered medication without a physician’s order on multiple
occasions, which is against all standards of nursing practice and a failure to comply with the
requirements of 42 CFR §483.25(1) (F329). The accepted standard of practice for a nurse is to
check the Medication Administration Record before administering medication. Napolitano did
not follow this accepted standard of practice. Had she done so, she would have realized that the
medication had not been authorized . There is a potential for a very serious adverse event with
such neglectful, haphazard nursing care. Medication could be given to a resident with allergies,
which could cause an anaphylactic reaction resulting in death. The fact that this did not happen
to residents under Napolitano’s care during the period of time relevant to these claims does not
diminish the severity of this infraction. Further, Napolitano left medication in the room of an
unattended resident, creating the potential for another resident to take that medication. This
behavior too runs counter to every nursing standard of practice and violates 42 CFR §483.25(1)

(F329).

In addition, Napolitano falsified pain assessments for Center residents by documenting all
pain assessments at the beginning of her shift. It is impossible to properly assess a resident’s
pain before the shift has been completed. The standard of practice is to document the occurrence
at the time it is happening. Incorrectly documenting an as-yet non-existent assessment creates
the potential for a resident to suffer unnecessary untreated pain as was described as having
oceurred in the December 2009 state survey, or conversely be treated with an unnecessary
medication. Falsification of records is not condoned as standard nursing practice and violates 42
CFR §483.20(k)(3) (F281).

Napolitano also failed to document the provision of a treatment on two different
occasions. By any accepted standard of nursing practice and as required by 42 CFR §483.20 (k)
(1) (F281) and42 CFR §483.25(c) (F314) if a treatment is not documented it is considered not to
have been provided. This may cause the treatment to be repeated by the next shift. This can
result in unnecessary and completely avoidable risk to residents of the Somerset Valley Center.
In the case of pressure ulcers, repeating a treatment may disturb the wound bed and prevent
timely wound healing, not to mention putting the resident through an unnecessary procedure.
Napolitano also incorrectly documented a resident’s oxygen saturation level as 0%, which would
indicate he was deceased or very near death. This could cause the resident to be treated
unnecessarily. Had he actually expired at a later time in the shift and been found by another staff
member, one could question why he was not treated when he had an oxygen saturation level of
0%, leaving the facility open to charges of neglect. When regulations requiring proper treatment
documentation are not followed, fines may be levied, as was the case for the Somerset Valley
Center as a result of the deficiencies identified in the 2009 State Survey report.
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In addition to all of the serious clinical errors this employee made, Napolitano was
repeatedly late for work. In a facility that functions 24 hours a day caring for the frail elderly,
when one person doesn’t show up or comes in late, there is a delay in care to residents and
additional burden to the staff in the facility. Returning Napolitano to work would place Somerset
Valley Center residents at risk of delay in treatment, unnecessary pain, injury, and serious harm.
It could also have a detrimental effect on the morale of the nursing staff that are doing their job
correctly, and giving good nursing care on a daily basis.

Like Napolitano, Sheena Claudio failed to document treatments when they were
provided, attempted to document them more than eight hours after her shift was over, and was
insubordinate to the Somerset Valley Center Administrator when she was instructed to stop
documenting when she was not on duty. She also gave medication not in accordance with the
doctor’s order. Some medications interact with others, residents have allergics to some
medications and the physician’s orders are written based on his clinical knowledge of the
resident. Failing to follow these orders creates the potential for serious injury and harm to the
residents and did not comply with the requiremenis of 42 CFR §483.25(1) (F329). Claudio also
failed to document an incident when a resident felf and suffered a head injury. Head injuries
require specialized assessments of the resident’s neurological status to identify a potentially more
serious injury that could lead to death if untreated. These assessments would not be done if there
was no documentation of the fall and head injury. Thus, this patient was put at extreme risk by
Claudio’s failure to document the fall incident, which was in contravention of 42 CFR §483.25
(F309). Claudio also provided treatment to a resident with a skin tear but failed to document the
physician’s order for the treatment, which in effect is providing treatment without a physician’s
order. As discussed above, with no record of treatment, it is possible that duplicative treatment
could be provided, or if more aggressive treatment were required, it would not be provided due
1o lack of any record of the initial treatment,

In addition to all the above clinical issues, Claudio was repeatedly counseled for
attendance problems, which places residents at risk of delays in treatment and a poor quality of
life. Returning this employee to work would place Somerset Valley Center residents at risk of
gerious harm. Finally, Claudio’s insubordination to her superiors also makes one question if her
demeanor places residents at risk of physical and verbal abuse, Residents with dementia often
exhibit behavior symptoms including grabbing staff, calling them names or hitting. An
employee with a volatile personality to be so boldly insubordinate to the individual with overall
responsibility for the care of residents in the building is one that may pose a risk of abuse to
residents, and a potential violation of 42 CFR § 483.13(c) (F226).

Like Napolitano and Claudio, the third nurse, Jillian Jacques, also demonstrated serious
breaches of accepted standards of nursing care. Jacques demonstrated a history of omissions in
her docurnentation that was bought to her attention nearly two years prior fo her termination.
These omissions could have serious clinical consequences. The failure to assess a resident’s pain
level on admission to the facility led to the lack of a care plan for pain. This resulted in a
violation of 42 CFR §483.20(d) and (k) (1) (F279), which was identified on the 2009 DHSS
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survey as a deficiency. The offense that finally precipitated Jacques’ termination also had the
potential of harm to the resident. A patient was prescribed enteric coated aspirin on the
physician’s order sheet, and Jacques documented uncoated aspirin on the physician’s order sheet.
This put the patient at risk of stomach irritation with a gastrointestinal bleed, had the non-enteric
coated aspirin been provided over a period of time. The fact that this did not happen is due only
to the quality control procedures that are in place in the facility. The pharmacy sent two notes
questioning the discrepancies in the orders between the hospital and the facility. Whenever a
medication is improperly transcribed, the potential for severe consequences always exists.
Jacques’ conduct clearly failed to comply with the requirements of 42 CFR §483.25(1) (F329).
Jacques also admitted other infractions for which she was never disciplined. She stated she
committed some of these errors because she was busy or called away to an emergency. Caring
for the frail elderty is an awesome responsibility and it requires staff with impeccable attention to
detail at all times, especially when emergencies arise,

Valarie Wells failed to manage the staff at the Somerset Valley Center facility in
accordance with her supervisor’s direction, placing residents at risk of poor care due to
understaffing. She also placed the facility at risk of an understaffing deficiency which could
result in fines, as staffing requirements are established pursuant to 42 CFR § 483.30 (F353), and
NJ.A.C. 8:39-25.2. Wells’ failure to properly reconcile the scheduling software for the facility
with records of the schedule actually worked by employees, although she had demonstrated
complete mastery of the SMLX staffing program, created a risk of inappropriate staffing for the
facility. Additionally by staffing with per diem employees instead of full and part-time
employees she failed to adhere to the facility staffing budget as per diems are paid at a higher
hourly pay rate. Returning this employee to work would be detrimental to the residents and staff
of the Somerset Valley Center because the clinical operation cannot run smoothly when staffed
inappropriately.

Because each of these former employees demonstrated a complete failure to comply with
accepted standards of nursing care and/or the Center’s expectations intended to ensure
appropriate patient care, they were properly terminated from employment by the Somerset
Valley Center. Reinstatement would be improper and contrary to the public interest as placing
any of these individuals back in the Center could result in harm to patients.

Realignment of Per Diem Usage and Reduction in Per Diem Assignments on Regular
Schedules was an Appropriate and Proper Measure to Improve Patient Care as well as
Operational Efficiency :

In addition to business operational concerns, it is in the clinical interests of the residents
of a facility such as the Somerset Valley Center to minimize utilization of per diem employees
on regular schedules and instead only use them as a last resort to fill short-term or unexpected,
last minute vacancies. In my experience, good facilities use per diem employees sparingly
because geriatric residents who suffer from dementia react better, are happier and experience a
better quality of life when they are cared for by the same individuals on a daily basis. Because of
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the importance of this continuity of care to patient wellbeing, many facilities utilize permanent
assignments and limit the use of per diem staff for this reason. Limiting use of per diem nurses
and CNAs also minimizes the likelihood of violation of 42 CFR § 483.13(c) (F 226). The
interpretive guidelines for this regulation specifically instruct a facility to ensure that there is
sufficient staff on each shift and that the staff is knowledgeable about the individual care needs
of cach resident, Accordingly, the determination of the Center not to use pet diem personnel on
regular schedules when part-time or full-time employees were available, and to only to use per
diem employees to fill short term and unexpected, last minute vacancies was appropriate and
consistent with the mandate to provide the best possible care to the facility’s residents. In this
regard, as the Center realigned its usage of per diem personnel, it offered part-time or full-time
positions to some of the per diem employees. However, those per diem employees who did not
accept these positions and had limited availability to work ended up not being called when
vacancies occurred for which they were unavailable or when another per diem employee was
available to work consecutive shifts (when they could not), thereby providing the desired
continuity of care. ‘

The Deficiencies Identified in the 2009 DHSS Survey Report were Significant

In order to operate a long term facility in the state of New Jersey, the facility must be
licensed by the State Departmeat of Health and Senior Services. In order to receive Federal
Funds the facility must also become certified by the Centers for Medicare and Medicaid Services
(CMB). Licensure (State) requires the facility to comply with the NJ Administrative Code
Chapter 39 and Certification (Federal) requires the facility to comply with the Code of Federal
Regulations 483.10 through 483.75. Once initially licensed and certified, every facility is
inspected every year during an unannounced survey by a team of professional surveyors. The
team will be in the facility for three to five days depending on the size of the facility to determine
compliance with these regulations.

Surveyors are required by law to observe a subsection of residents to determine if their
quality of life and quality of care is in compliance with the regulations. There are many tasks in
the survey including observation of the administration of medication and evaluation of staffing
schedules to ensure that staffing is adequate. When problems are identified, deficiencies are
cited and fines are levied that sometimes reach into thousands of dollars.

When deficiencies are identified during a survey, the subject facility is required to write a
Plan of Correction stating how each of these deficiencies will be corrected. One requirement is
that the Plan of Correction addresses how the facility will maintain ongoing compliance with the
cited regulation. All facilities are mandated to have quality assurance committees that identify
and address problems in the facility to ensure compliance with the regulations, avoid monetary
fines and assist in the provision of a high quality of life. Facilities strive to have deficiency free
surveys to improve their public image, attract new residents and provide the highest quality of
care for their current residents. Although surveys are unannounced, since the survey is
conducted at any time from 9 to 15 months since the last survey, administrative staff have some

13

30 Harrington Drive * Columbus, New Jersey 08022 » Phone; 609-462 6087 » Fax: 609-298-9188 « E-maijl: babellrn@aol.com

ST0/€T10A X¥d GZ:LT INd TT02/B0/L0




Professionals For Quality LLC

Consulting Across the Continuum of Care

idea when the survey might occur. Accordingly, most facilities review regulatory requirements
in preparation for an anticipated survey, especially any regulations that may have been cited on
the previous survey. Fines are more severe if the same deficiency occurs a second time. Many
facilities bave a team of professionals, outside consultants or corporate personnel come in and
conduct a “Mock Survey” to ensure that they are in compliance and avoid deficiencies during the
official survey. Every Department Head is usually held responsible, with the Administrator
having the overall responsibility to ensure compliance with all of the regulations. Staff members
who do not perform up to par cannot continue to be employed because the ramifications are too
severe. In addition to severe monetary fines, facilities can lose their ability to admit new
residents or have their provider agreement terminated, which means they would not receive any
federal funds for the residents residing in the facility. Additionally, licensure could be revoked.

As discussed above, the Somerset Valley Center had six deficiencies in its 2009 DHSS
survey. Two of these deficiencies were “G” deficiencies, which are very serious deficiencies, and
were directly attributable to poor nursing practice by individual employees. With respect to the
failure to manage the pain of a resident suffering from rectal cancer, with the myriad of
medications available, there is no reason for anyone to suffer such excruciating pain, especially
someone entrusted to the care of a licensed Health Care Facility. Additionally the surveyor
noted that this same resident asked for pain medication which was not provided because she was
leaving the facility to go for radiation therapy. She had an order for the medication but the nurse
did not give it to her. The nurse told the surveyor that the resident was always in more pain
when she returned from radiation and she would give it to her then. For a nurse to knowingly
allow a resident to be in such pain for an extended period of time is unconscionable. The
accepted standard of pain management is to give medication before pain becomes unbearable, to
keep the blood medication level at such a level that pain is continually alleviated. This is an
extremely serious deficiency and borders on outright neglect in my opinion, Similarly, the
deficiency related to the failure to properly position a catheter in a resident was a serious one.
Both instances of improper positioning of the catheter placed the resident at risk of infection.
Urinary Tract Infections in the elderly are very serious because the elderly do not have the
capability to fight off virulent infections.

Consistent with survey requirements, Somerset Valley Center-submitted a Plan of
Correction. With respect to the two deficiencies related to pain, the Plan stated that pain
management will be reviewed weekly by the Interdisciplinary Care Team for each resident and
random audits will be completed by the Director of Nursing or designee monthly, and the
findings of such audits will be reported to the quality assurance committee. Accordingly,
Somerset Valley Center took all of the identified deficiencies very seriously, and particularly the
deficiencies related to inappropriate management of pain.

Because the four former employees discussed above — Napolitano, Claudio, Jacques and
Wells — committed grievous errors putting residents at risk for serious harm, their termination
was also appropriate because of the potential their continued employment created for a poor
survey report, with potentially severe financial consequences to the Somerset Valley Center. By
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retaining only those employees who met the appropriate standards of nursing practice, the
Somerset Valley Center best positioned itself for compliance with all applicable federal and state
regulatory requirements and successful DHSS surveys on a going-forward basis, and to best
serve the public interest. Reinstatement of any of the former Somerset Valley Center employees
would be improper and contrary to the public interest as placing any of these individuals back in
the Center could result in harm to patients.

If you have any questions regarding the foregoing, please do not hesitate to contact me.
Sincerely,
(U R

Beth A. Bell, RN

Enclosure
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WILLIAM P. ISELE 700 ALEXANDER PARK wisele@archer;aw.com
SUITE 102 ' .
PRINCETON, NJ 08540 Direct Dial:

(609) 580-3780
609-580-3700

FAX 609-580-0051

www.archerlaw.com

July 8, 2011

Rosemary Alito, Esq.

K & L Gates, LLP

One Newark Center, 10th Floor
Newark, NJ 07102

RE: Lightner v. 1621 Route 22 West Operating Company, LLC
Civil Action No. 3:11-cv-02007-MLC-LHG

Dear Ms. Alito:

As indicated on my attached résumé, I served as General Counsel to the New Jersey
Office of the Ombudsman for the Institutionalized Elderly from June, 1998 to October, 1999. In
October, 1999, Governor Whitman appointed me as the Acting Ombudsman, and nominated me
as the Ombudsman, pending the advice and consent of the Senate. In May, 2000, the State
Senate confirmed my nomination, and I continued to serve as the State Ombudsman until
October, 2007.

As the State Ombudsman, I was the administrator and Chief Executive Officer of an
agency tasked with the receipt, investigation and resolution of complaints concerning health care
facilities serving the elderly (N.J.S.A. 52:27G-4). It was also my statutory responsibility to
initiate actions to secure, preserve and promote the health, safety and welfare, and the civil and
human rights, of the elderly patients, residents and clients of such facilities (N.J.S.A. 52:27G-1).
In that capacity, it was my responsibility to represent the public interest in assuring that health
facilities provided quality care to the elderly persons residing in them. That care is provided by
the individuals employed by such facilities.

In preparation of this report, I have read:

1) Declaration of Inez Konjoh, dated May 6, 2011 (with exhibit);

2) Declaration of Doreen Illis, dated May 6, 2011 (with 25 exhibits);

3) Memorandum of Points and Authorities, undated but filed by the Petitioner
electronically on April 7, 2011;
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4) Survey documentation related to the NJ Department of Health and Senior Services
December 1, 2009 and March 12, 2010 surveys of Somerset Valley Rehabilitation and
Nursing Center (“SVRNC”);

5) Three “Confidential Witness Affidavits” of Jullian [sic] Jacques, one dated September
30, 2010, and two dated January 11, 2011, with exhibits;

6) Transcript of oral deposition of Jillian Jacques dated May 23, 2011;

7) Transcript of oral deposition of Valarie Wells dated April 26, 2011;

8) Transcript of oral deposition of Shannon Napolitano dated May 2, 2011;

9) Transcript of oral deposition of Sheena Claudio dated May 3, 2011;

10) “Confidential Witness Affidavit” of Valarie Wells, dated October 20, 2010, with
exhibits;

11) “Confidential Witness Affidavit” of Shannon Napolitano, dated September 29,
2010, with exhibits;

12) “Confidential Witness Affidavit” of Sheena Claudio, dated October 13, 2010, with
exhibits.

I have also reviewed the Federal and New Jersey state regulations pertinent to long-term
care facilities, such as SVRNC, in particular, 42 C.F.R. §483; the State Operations
Manual, Appendix PP to 42 C.F.R. §483; and N.J.A.C. 8:39 as well as licensing
information available to the public on State of New Jersey websites. I have also relied
upon my years of experience in the field.

In my professional opinion, it would be inimical to the public interest and specifically to
the health, safety, and welfare of the vulnerable elderly residents of SVRNC, to order the
reinstatement, even temporarily, of Shannon Napolitano, LPN (“Napolitano); Sheena Claudio,
LPN (“Claudio”); Jillian Jacques, LPN (“Jacques”); and Valarie Wells, Staffing Coordinator
(“Wells”).

It is also my professional opinion that it would be inimical to the public interest, and
specifically to the health, safety and welfare of the vulnerable elderly residents of SVRNC, to
require SVRNC to increase the hours of per diem nursing staff, in lieu of regular full-time and
part-time nursing staff. The reasons for these opinions follow.

SVRNC is licensed by the State of New Jersey to operate a 64-bed long-term health care
facility, commonly known as a nursing home. Its “consumers” consist of vulnerable, elderly
men and women, who, as recognized by the Legislature, may be, and often are “afflicted with
physical and mental infirmities, deprived of the comfort and counsel of family and friends, and
forced to exist with minimum economic resources.” N.J.S.A. 52:27G-1.

SVRNC is a Medicaid approved provider, meaning that many of its residents depend on
Medicaid benefits for their care, and are permitted to keep $35/month of their own income for
their personal needs.
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SVRNC is also Medicare-certified, meaning that it serves as a “step-down” facility for
individuals who have been hospitalized, and require rehabilitative care before they can retumn
home. In many, if not most cases, they are totally dependent on the employees of SVRNC for
their most basic care needs.

I am personally familiar with SVRNC, and I did have occasion to visit it when I was the
Ombudsman.

A. Shannon Napolitano, LPN

Respondent asserts, and Petitioner does not deny, that Napolitano engaged in at least five
(5) incidents of resident neglect, each of which had the potential to cause actual harm:

1) Documentation of pain assessments at the beginning of her shift, before assessing any
individual residents. This is a dangerous practice. It may result in some persons who suffer
from acute or chronic pain not receiving the pain medication they require. It may also result in
administration of unnecessary pain medication (often narcotics) to persons who do not require
them. If a nurse documents her pain assessments before she actually assesses her patients, she
does harm, either way. In addition, pain assessment should not only be directed toward the pain
itself, but the side effects of the medication, one of which is constipation. I am aware of
instances in which people have died from an impacted bowel, because this aspect of pain
assessment was overlooked.

2) Failure to document treatment records. There is an aphorism, widely used in nursing
home care: “If it’s not written down, it didn’t happen.” If a treatment is not documented,
another nurse may duplicate the treatment. If the treatment is administration of a medication,
this could result in an overdose. Treatments should be documented in the chart
contemporaneously; failure to do so puts the patient at risk.

3) Administration of oral form of Zinc Oxide at least 4 times after it was discontinued.
A significant property of Zinc Oxide is that it is not water-soluble, thus it can build up in the
body when taken by mouth. Iam not a doctor or pharmacist, and do not know the potentially
toxic effects of a Zinc Oxide overdose. Neither would an LPN. This is precisely the reason that
it is dangerous to continue to administer a medication, any medication, after it has been
discontinued. The attending physician has made a determination that the medication is to be
stopped. The duty of the LPN is to review the physician orders, and make sure medications that
have been discontinued are, in fact, discontinued.

4) Leaving a medication in the room, without observing that the patient consumed it.
This is dangerous on many levels. The patient may not take a needed medication, which would
put the patient at risk. Another patient, such as a roommate, might notice and take the
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medication, which could be contra-indicated for that patient, or may interact harmfully with
other medications that patient is taking.

5) Documentation of a patient’s oxygen saturation at 0%. Many elders in nursing homes
suffer from chronic obstructive pulmonary disease (“COPD”) or congestive heart failure
(“CHF™), both of which are carefully monitored by determining oxygen saturation levels.
Physician orders often call for a patient to be transported to a hospital or given other emergency
treatment if the oxygen saturation goes below 89% or 90%. An oxygen saturation level of 0% is
so extreme that immediate confirmation should have been sought. To document such a low
level, and expect to “catch it” at the end of a shift, 8 hours later, is simply irresponsible, and
demonstrates a severe disregard of the importance of documentation on the part of this LPN.

For the above reasons, in my professional opinion, an order reinstating this LPN would
be contrary to the public interest in assuring that competent care is provided at SVRNC. Taken
together, items 1, 2, and 5 above demonstrate that this LPN lacks understanding of the
importance of accurate and timely documentation, a hallmark of competent care. Item 3
demonstrates a reckless disregard of the documentation of others, specifically doctor’s orders.
At the very least, I would recommend some level of re-training before this LPN continues to
practice anywhere. Item 4 is simply careless and sloppy care, which has the potential of
causing harm, not only to the patient, but also to others.

B. Sheena Claudio, LPN

Respondent asserts, and Petitioner does not deny, that Claudio engaged in at least six 6)
incidents of resident neglect, each of which had the potential of actual harm:

1) Failure to document treatment records. I have discussed the dangers of this practice in
item A.2 above, and incorporate that discussion here.

2) Administration of “baby aspirin” daily, instead of every other day. Aspirin, in addition
to its other qualities, is an effective blood-thinner. Doctors often order it for patients who are
prone to developing blood clots, as a means of preventing stroke. Because it thins the blood, and
because aspirin also irritates the stomach lining, too much aspirin could lead to gastric bleeding.
The quantity of aspirin administered must be carefully balanced between these two effects. One
should not be misled by the term “baby aspirin.” This is merely a lower-dose aspirin tablet. A
single pill of baby aspirin contains 81 milligrams of aspirin, as compared to a 325-milligram
dose in a standard aspirin pill. Administered too frequently, it could still result in the same
adverse effects as “regular” dose aspirin. It is up to the attending physician to determine the
optimal dosage of aspirin for each of his or her patients. Failure on the part of an LPN to read
carefully, or follow, the dosage restraints in the Doctor’s Orders is dangerous and puts the patient
at risk.
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3) Failure to document admission nurse’s note. The nursing assessment required for
each patient is fundamental to his or her care. It forms the basis for all nursing services provided
during the patient’s stay at the facility. Without the initial nursing assessment, there is no “base-
line” for any of the numerous systems and conditions of which the subsequent treating nurses
must be aware. For example, if the patient is prone to falls, the nursing staff must be aware, in
order to implement appropriate fall prevention techniques. Failure to complete the admission
nurse’s note places a patient at risk in many respects.

4) Failure to document a physician’s order for treatment of a skin tear. Many elderly
persons have frail skin, and skin tears occur for many reasons. Sometimes, they are benign.
Occasionally, they are indicative of abuse in the form of rough-handling by staff. As the
Ombudsman, I trained my investigative staff to look at the frequency and severity of skin tears
documented in patient records. In isolation, a skin tear may appear to be benign. However,
repeated or frequent skin tears may be a sign of abuse, or some other problem, such as impaired
balance leading to falls or near-falls. The only way frequent or repeated skin tears can be
identified is if each individual occurrence is properly documented. Failure of a nurse to
document all orders related to skin tears, no matter how minor they may appear, puts the patient
at risk that a more serious problem may go unidentified.

5) Failure to document a slip and fall in which the patient sustained a head injury. This
is a very serious error. I have seen far too many instances where an apparently benign bump on
the head led to the sudden death of an elderly nursing home resident. As discussed above, for
good medical reasons, many elderly nursing home residents are maintained on aspirin or, in more
severe cases, other pharmaceutical blood thinners, such as Coumadin, a brand-name for the drug
warfarin, to prevent blood clots from forming. When such an individual sustains a head injury,
the thinned blood can quickly result in a “brain bleed,” and form a condition known as a subdural
hematoma. This condition, if unattended, can lead to death within a matter of a few hours. It is
extremely dangerous and professionally irresponsible to fail to document a head injury and the
neurological checks that are required following such an injury.

6) Finally, there is the rather bizarre incident involving Claudio’s return to the facility at
11:25 p.m., more than eight hours after her shift ended, to complete her treatment administration
records (TARs). As discussed above, acceptable practice dictates that nurses document their
treatments of patients contemporaneously. Failure to do so is dangerous neglect, as it may result
in overdoses of medication, or failure to recognize the signs of a problem, whether abuse or a
change in medical condition. Between the end of Claudio’s shift, and her return to the facility,
an entire shift had come, treated her patients, and gone, and a second shift of nurses had begun
treatment of her patients. Claudio’s conduct in this matter demonstrates that she has not learned
from her prior discipline; she still seems to consider treatment documentation as a task to be
completed, rather than as part of an ongoing treatment process.
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For the above reasons, in my professional opinion, an order reinstating this LPN would
be contrary to the public interest in assuring that competent care is provided at SVRNC, and
would endanger its residents. Items 1, 3, 4, 5, and 6 above, all demonstrate that this LPN, too,
lacks an understanding of the importance of accurate and timely documentation, a hallmark of
competent care. Item 2 demonstrates a reckless disregard of the documentation of others,
specifically doctor’s orders. At the very least, I would recommend some level of re-training
before this LPN continues to practice anywhere.

C. Jillian Jacques, LPN

Respondent asserts, and Petitioner does not deny, that Jacques engaged in at least five (5)
incidents of resident neglect, each of which had the potential of actual harm:

1) On 12/2/2009, Jacques received a warning for failure properly to assess a newly-
admitted resident for pain. I have discussed pain assessments in item A.1 above, and incorporate
that discussion here.

2) Jacques acknowledged that, in July or August, 2010, she committed a serious medical
error when she failed to observe a patient taking her medication. The dangers of this practice are
discussed above, in item A.4, and are incorporated here.

3) On November 1, 2010, Jacques was disciplined for not fully completing accident
reports. I reviewed two reported incidents on that date, one at 9:45 p.m.,, and one at 9:50 p.m.
Both involved patients who fell out of bed. Doctors were notified, assessments were made, and
the patients were counseled. There was no apparent injury. However, Jacques did not indicate
what interventions were made, of if none, her reasoning in determining that no interventions
were necessary. Such information can be extremely valuable to nurses on subsequent shifts ifan
injury presents subsequently. A new shift would be coming on within an hour of these falls.
Again, Jacques appears to be unaware of the importance of thorough documentation.

4) On February 10, 2011, Jacques was disciplined for failure to enter an order for
enteric-coated aspirin on a chart. “ASA (aspirin) 325 [mg] PO (per mouth) daily” 1s written on
the Physician Order Sheet (“POS”) (Bates #5157); it does not appear at all on the Medical
Administratien Record (“MAR?”) of this new patient’s chart (Bates ##5162 and 5163). I have
discussed the important balancing of the benefits and dangers of aspirin in item B.2, above. This
error was not the same as that discussed in item B.2, above, however. There, Claudio was
documenting the treatment she provided, in apparent disregard of the physician’s order. Here,
Jacques’ responsibility as charge nurse was to list the medications ordered for the new patient on
the POS and the MAR, so that each one could be administered and checked-off throughout her
stay. Jacques apparently noted the aspirin on the POS, but failed to designate that it was enteric
coated (e/c). She failed to note the aspirin altogether on the MAR. The danger in this is that the
nurses treating the patient would look at the MAR and not see any order for aspirin. The Patient
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would not receive the medication, and could develop a blood clot, which could in turn lead to
stroke or death. Fortunately, the consulting pharmacist caught both errors. Jacques admits the
errors, but explains that she was working the desk that day under very demanding conditions.
Again, Jacques appears not to recognize the effect her errors could have on the patient’s health.
Furthermore, as an LPN, she should not have been serving as charge nurse. It appears that she
may have been overwhelmed by those duties.

5) On February 9, 2011, Jacques was also disciplined for not documenting a fall, and
not writing a post-fall note. As indicated above, falls are serious matters in nursing homes,
especially when they involve head injuries. This fall apparently did not involve a head injury,
but the post-fall note is nevertheless crucial in alerting subsequent shifts to any potential
problems. What is of greatest concern in this matter is that, although Jacques admitted the error,
she does not seem to appreciate the harm that could befall the patient as a result of her error.

Like Napolitano and Claudio, Jacques does not seem to have an appreciation of the
importance of contemporaneous documentation. Items 2, 4, 5 and 6 demonstrate a pattern of
conduct or omissions that leads me to conclude that Jacques would be a danger to the health,
safety and welfare of the elderly residents of SVRNC, if an order were entered reinstating her.
In addition, she appears to be easily overwhelmed by additional duties, as evidenced by items 3
and 5. As stated above in Section A, Item 3 is careless and sloppy care, which has the potential
of causing harm, not only to the patient, but also to others.

In light of the foregoing, there does not appear to be a basis for an affirmative finding that
reinstatement of these nurses is in the public interest. To the contrary, in my professional
opinion, reinstatement of these nurses would be adverse to the health, safety and welfare of the
elderly residents of SVRNC, and therefore contrary to the public interest, based upon the dangers
their patterns of conduct present.

D. Valarie Wells, Staffing Coordinator

Wells is not a direct caregiver, like Napolitano, Claudio and Jacques. However, in my
professional opinion, her responsibilities are equally important to the direct care provided at
SVRNC. Over the years that I served in the Ombudsman’s Office, and based on more than 3,000
investigations per year that came under my review as General Counsel and as Ombudsman (i.e.,
nearly 30,000 investigations in all) I developed the firm opinion that staffing problems were the
single most frequent cause of abuse and neglect of vulnerable nursing home residents.
Continuity of care is highly significant, because the nurses and aides get to know their patients
well, and can detect changes in their medical conditions that, if addressed early, can avoid major
problems later on. Many nursing home residents with dementia develop personality and
behavioral problems that can be handled more easily by familiar nurses and aides. For these
reasons, staffing is very important to their health, safety and welfare. It is my professional
opinion, based on thousands of investigations over a period of 9 years, that facilities that treat
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staff as “fungible,” moving them from assignment to assignment and unit to unit, consistently
provide poor care. Facilities that retain long term staff, and assign them based on their
demonstrated skills and competencies, consistently provide a higher quality of care.

The New Jersey Legislature recognized the public interest in careful nurse staffing, when
it passed Laws 2005, chapter 21, now codified as N.J.5.A. 26:2H-5f, -5g, and -5h. Section 5f
states:

The Legislature finds and declares that hospital patients and nursing home
residents, in the interest of being fully informed about the quality of health care
services provided at the facility where they are receiving health care services, are
entitled to have access to the information that is required to be posted and
otherwise provided to members of the public under this act about direct patient or
resident care staffing levels at the facility.

Section 5g then requires posting of the number, and ratio to patients, of RNs, LPNs,
certified nurse aides and other licensed or registered health care professionals for each unit and
on each shift, and making that information available to members of the public upon request.

Respondent asserts, and Petitioner does not deny, that Wells failed, despite several
meetings in August and September, 2010, to master the scheduling system upon which the
administration relied, or even to reconcile discrepancies between the schedules and actual hours
worked by the professional staff. Rather, she kept a private staffing spread sheet, to which the
administration did not have access. In my professional opinion, an order reinstating Wells would
not be in the public interest, because, if she were reinstated, SVRNC would again be incapable of
complying with State Law in this regard.

E. Per Diem Nursing Staff

Petitioner seeks to have the number of hours of certain per diem nursing staff “restored.”
Petitioner does not indicate any specifics regarding how this restoration is to occur.

As stated above, continuity of care is highly significant in the nursing home context. Per
diem nurses, properly used, are necessary on an as-needed basis, to replace regular staff who are
sick or on vacation. Per diem nurses are, by definition, temporary. They are less familiar with
the patients, their particular personalities and needs. As Ombudsman, I was aware of facilities
which, for whatever reason, used per diem nursing staff in lieu of hiring full- or part-time staff.

"It is my professional opinion, that this is a serious mis-use of per diem staff. It is my
professional opinion, based on personal observation and thousands of investigations over a 9-
year period, that facilities that overuse per diem nursing staff in lieu of regular full- and part-
time nursing staff, consistently provide a lower standard of care. Planned use of per diem staff,
is also demoralizing to the regular staff.




Rosemary Alito, Esq.
July 8, 2011
Page 9

Per diem nurses should not have an expectation of a particular number of hours in a week
or a month; rather, the facility should be appropriately staffed with full- and part-time nursing
staff, so that use of per diem nurses is an infrequent occurrence. For this reason, it is my
professional opinion that an order compelling SVRNC to “restore” a particular number of
nursing hours to any per diem nurse would not be in the public interest, because it would deprive
the vulnerable, elderly residents of SVRNC of the benefits of continuity of nursing care.

If you have any questions regarding the foregoing, please do not hesitate to contact the
undersigned.

Sincerely,

- Ptic f St

WILLIAM P. ISELE

WPI
Encl: Résumé
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November 2, 2011

Rosemary Alito, Esq.

K & L Gates, LLP

One Newark Center, 10th Floor
Newark, NJ 07102 '

RE: Lightner v. 1621 Route 22 West Operating Company, LLC
Civil Action No. 3:11-cv-02007-MLC-LHG
Dear Ms. Alito:

I have read the report provided to the Petitioner by Kathleen Martin, RN, MSN, MPA,
LNHA, CPHQ, WCC (hereinafter, “Nurse Martin”). To summarize, Nurse Martin opines that
the three LPNs (Napolitano, Claudio and Jacques) should be re-instated because their errors were
“minor” and neither hazard[ou]s nor unsafe for patient care.

At no time does Nurse Martin address the real issue here: namely that the pattern of
errors and neglect committed by these three LPNs indicates in each case that the LPN is either
indifferent to, or ignorant of, the clinical importance of accurate and contemporaneous
documentation. Nurse Martin characterizes their errors as “minor.” I do not. One cannot look at
these errors in isolation. Each of these errors builds upon the others to demonstrate each LPN’s
critical lack of understanding that poor documentation can ultimately result in actual harm. My
conclusions that each of these LPNs poses a danger to the vulnerable elderly in their care is
based upon both actual harm, and also the real potential for harm caused by the pattern of errors
evidenced by each of them.

I incorporate here the error-by-error analysis presented in my letter of July §, 2011.
Since Nurse Martin fails to address the issue of a pattern of errors on the part of each LPN, I
stand by my opinions stated in that letter. However, I shall address the confusion of two
incidents referred to by Nurse Martin in her analysis, which characterizes and impacts the
credibility of her entire report, and calls into question her own professional judgment and

competency.
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Pain Assessment Incidents

On page 9, item #4 of her report, Nurse Martin opines that LPN Napolitano was
“punished” for the G-level deficiency (actual harm) assessed against the facility by the State of
New Jersey, Department of Health & Senior Services, on December 1, 2009. It was not, in fact,
LPN Napolitano, but rather LPN Jacques who was disciplined for the neglect in question. See:
Exhibit Jacques-5, dated 5/23/11 [Exhibit A hereto].

The State’s survey report, form CMS-2587, dated 12/01/2009, states in pertinent part:
“Resident #7 was admitted on 11/4/09 with a diagnosis of rectal cancer for which she was
receiving radiation therapy outside the facility Monday through Friday. On 11/24/2009 at 1:30
p.m. the resident stated [to the State surveyor] that she had such severe pain when she had a
bowel movement that she had to cry out in pain which made her feel embarrassed so she puta
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 had not gotten it.” The survey report
continues to describe in graphic detail the excruciating pain suffered by this resident.

The State surveyor carefully described the cause-effect relationship from Jacques’ failure
to perform a pain assessment to the harm suffered by the patient. Upon review of the resident’s
record, it was found that, upon admission, a complete pain assessment was not done;
consequently the interdisciplinary team did not develop a care plan for pain, and pain was not
included in her list of problems despite the fact that one of her admitting diagnoses was pain.
From 11/16/09 to 11/25/09, Lidocaine ointment ordered for this resident’s rectal pain, was never
documented as having been administered.

On 12/02/2009, LPN Jacques received a Notice of Disciplinary Action, stating: “On
11/4/09 a resident was admitted to your care and was not assessed for pain which adversely
affected the resident’s care.” Clearly, this was the resident who was the subject of the State’s
survey report and deficiency assessment. This was indicated to be a “written notice” and a Final
Warning to Jacques. Notably, Jacques admitted to the neglect, and agreed with the disciplinary
action.

In my professional opinion, the facility administration took the appropriate action in
disciplining LPN Jacques. Nurse Martin suggests that “administrators react emotionally to such
occurrences” as a G-level deficiency, i.e., actual harm to their residents. No responsible
professional could be expected to react otherwise to the State surveyor’s description of the
unnecessary suffering endured by this resident. That one would have an emotional reaction to
such neglect does not mean that the disciplinary action taken against Jacques was any less
warranted.

Incredibly, Nurse Martin opines that “the harm was minimal to the patient, and is mainly
a documentation issue” (page 9 of her report). Nurse Martin attempts to explain away the State’s
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finding of actual harm, by stating: “Not to minimize the purpose of the DOH [sic] 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 the same deficiency.” There is no subjective aspect
here. It is a tragic fact that this patient suffered weeks of continuous, unremediated,
excruciating pain, so severe that the patient would not eat, feared having a bowel
movement, and stuck a rag in her own mouth to suppress her screams. In light of these
facts, it is inconceivable that any responsible health care professional could characterize such
pain as “minimal.” Jacques’ failure to perform and document a pain assessment on this patient
precipitated a series of events that resulted in the harm described above. This horrific incident is
an abject example of how a “documentation issue” can, and did, have a severe negative impact
on patient care.

Nurse Martin questions (page 13 of her report) why Jacques was not disciplined until
December 2, 2009. The question is disingenuous. Nurse Martin cannot credibly pretend that this
disciplinary action is unrelated to the December 1, 2009 survey report. Apparently, the facility
administration was not aware that a pain assessment was not performed on this resident, until the
State surveyor interviewed the resident. The surveyor’s findings would have been pointed out to
the administration during the exit conference. Jacques was then identified as the LPN who failed
to perform the pain assessment, and was disciplined the day after the survey report was issued.
The sequence of events makes it entirely clear why she was disciplined on December 2, 2009.

Nurse Martin seems to confuse this very serious incident with a disciplinary action taken
against LPN Napolitano a month later, on January 4, 2010. There, LPN Napolitano received
Notice of Disciplinary Action for the following: “You documented pain assessments for your
shift at 8 AM for the entire shift. This puts the patients at risk for unaddressed pain and poor
outcome. Additionally, you had previously been educated to document at the end of your shift.”
[Exhibit B hereto]. This notice, too, like Jacques’ disciplinary action cited above, was indicated
to be a Final Warning. In her commentary, Nurse Martin states that Napolitano said that
“several nurses” said that the State told them last year to do pain assessments at the beginning of
the shift. Notwithstanding the double-hearsay aspect of this statement, Nurse Martin’s opinion
is entirely disingenuous.

There is an enormous difference between doing pain assessments at the beginning of a
shift, and documenting pain assessments at 8 AM, for the entire shift. Pain assessments should
not wait until the end of the shift to be done. Pain assessments should be done early and often,
and documented contemporaneously, so that patients receive appropriate treatment for pain
throughout the shift. What Napolitano was disciplined for here was essentially creating false and
fraudulent documentation: documenting pain assessments that she had not yet done.
Falsification of records is a cardinal sin in health care because, as stated by the administration in
its notice of disciplinary action here, it puts the patients at risk. It is truly alarming that Nurse
Martin either did not make this distinction, or worse, condones such conduct on the part of
Napolitano.
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Although both incidents dealt with pain assessments, it is incomprehensible that an
experienced nurse and licensed nursing home administrator could confuse the two, and use one
to justify the other. In the case of the discipline of Jacques on 12/2/09, Jacques had never done a
pain assessment of her patient on 11/4/09, who then suffered excruciating, unrelieved pain for 20
days until she spoke to a State surveyor on 11/24/09. In the case of the discipline of Napolitano
in January 2010, Napolitano documented pain assessments at 8 AM, before she performed all her
assessments. It is unknown whether she ever performed those assessments, but the implication
from the disciplinary action is that she did not.

Despite the seriousness of these events, Jacques and Napolitano were not terminated from
employment in December 2009 and January 2010, respectively. They were, however, given
Final Wamnings. (It should be noted that these Final Warnings occurred months before any union
activity). Unfortunately, Jacques and Napolitano failed to learn from their mistakes. As
discussed and analyzed in detail in my report of July 8, 2011, Jacques failed to complete an
accident report on 1/1/10; did not document a fall on 2/9/11; and failed to enter a medication
order on the MAR on 2/10/11. Napolitano failed to document a treatment record on 6/11/10;
gave a discontinued medication 4 times between 8/23/10 and 9/17/10; failed to observe a patient
taking a medication on 9/17/10; and documented a patient’s oxygen saturation as 0% on 9/17/10.

Confronted with their respective histories, and the fact that each had already been given a
Final Warning, the administration not only acted appropriately, but had no other choice but to
terminate their employment, before another vulnerable resident could suffer actual harm at their
hands. It is apparent to me that these LPNs consider documentation a nuisance, rather than a
clinical imperative. As evidenced by the extreme harm caused to a resident by Jacques’ failure
to perform a pain assessment in 2009, poor documentation results in poor care. Napolitano’s
fictitious documentation of pain assessments in early 2010 was reprehensible. It is no surprise
that she did not appreciate the potential harm her careless actions later in the year could cause,
despite having received a Final Warning.

LPN Claudio Incident

In addition to the foregoing, I am compelled to address Nurse Martin’s analysis of the
incident of 10/7/2010, involving LPN Claudio. In my previous report, I referred to this incident
as “bizarre.” Nurse Martin opines that Claudio’s return to the facility at 11:15 p.m. to “finish her
work” was “admirable.”

Claudio apparently worked the 7 a.m. to 3 p.m. shift at Respondent’s facility that day,
and left without finishing her charts. It is not clear whether someone else completed them for
her, or whether she entered all the information, but failed to sign her notes, for some unknown
reason. The Notice of Disciplinary Action, unsigned by her, stated that she failed to administer
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treatments to multiple patients. [Exhibit C hereto]. This is not “mere documentation.” This is
actionable neglect. Either Nurse Martin failed to read this Notice, or she disregarded it.

Regardless, Claudio then went to another nursing facility, where she worked an
additiona! 8-hour shift (Claudio Deposition, page 64). After working 16 hours straight, she
returned to Respondent’s facility to complete her charts. In the meantime, of course, nurses on
the 3 pm to 11 pm shift had cared for her patients, without benefit of her treatment notes. Nurses
on the 11 pm to 7 am shift had commenced to care for these patients, still without benefit of her
treatment notes. When confronted by the administrator at this late hour, she became
insubordinate.

Such conduct is far from admirable; it is reckless and dangerous, exposing all her patients
to unnecessary risk. Assuming that she did provide treatment to patients in her care, how could
she remember details regarding any specific patient, 8 to 16 hours after the fact? After caring for
other patients at another facility for those eight hours, how could she avoid confusion of
patients? Add to these concerns the mental and physical tiredness one would experience after
working 16 hours straight. The result is a recipe for disaster. And if, in fact, Claudio did not
administer treatment to multiple patients, and intended to create fictitious treatment records, the
inherent dangers are extreme.

Only ten days earlier, on 9/27/10, Claudio had received a 2-day suspension for failure to
document a new admission; failure to document treatment for a skin tear; and failure to
document a slip and fall with a head injury. I addressed these incidents in my previous report,
and incorporate that discussion here. In the best possible light, her actions on 10/7/2010
evidence a complete failure to understand the importance of contemporaneous documentation,
and a complete failure to learn from her prior discipline. Like Napolitano and Jacques, Claudio
seems to consider documentation as a nuisance, not a clinical imperative. For the reasons stated
in my previous report, such an attitude is dangerous, and puts all of the patients she treats at risk.

Other Matters
Nurse Martin did not address the termination of Valarie Wells, nor the “restoration” of
hours to unnamed per diem nurses. I stand by my previous opinions regarding those matters.

If you have any questions regarding the foregoing, please do not hesitate to contact the
undersigned.

Sincerely, :

Pt S

WILLIAM P. ISELE
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Boy Scout Troop 33, Milltown, New Jersey: Scoutmaster (1994-2008 ); Assistant Scoutmaster (1991-94)
Joyce Kilmer District, Thomas A. Edison Council, BSA: Advancement Chairman, District Committee (1991-1997)
Catholic Committee on Scouting, Diocese of Metuchen: Chairman (1992-1995)
Courts, Health Science & the Law (Georgetown University): Editorial Associate (1989-1991)
Office of the Ombudsman for the Institutionalized Elderly Ethics Advisory Committee (1995 -1998)
New Jersey Hospice and Palliative Care Association. Ethics Committee (2008-present).
Princeton Senior Resource Center, Board of Trustees (2009-present; President 2011-2012)
New Jersey Hospice & Palliative Care Organization, Board of Trustees (2011-present)
HONORS AND AWARDS
NJ State Bar Association: Distinguished Legislative Service Award (2009)
NJ Hospice and Palliative Care Organization: Spirit of Hospice Award (2007)




WILLIAM P. ISELE - P. 3

PUBLICATIONS LIST
BOOKS AND MONOGRAPHS
Health Care in Jails (Five Monographs). Chicago, IL: American Medical Association (1977)
Confidentiality of Medical Records in New Jersey. Eau Claire, WI. Medical Educational Services (1983)
The Hospital Medical Staff: Its Legal Rights and Responsibilities. Springfield, IL: Charles C. Thomas Pub. (1984)
Model Medical Staff Bylaws with Annotations. Lawrenceville, NJ: Medical Society of New Jersey (1990)
Under Oath: Tips for Testifying. Horsham, PA: LRP Publications (1995)
NJ Elder & Disability Law Practice ( Supplement) Chapter 12, “Elder Abuse and Exploitation.” New Brunswick, NJ: NJICLE (2010)
ARTICLES
"Vicarious Liability in the Operating Room," 3 Journal of Legal Medicine 18 (April, 1975)
"Malpractice Liability of the Mental Health Professional,” 6 Professional Psychology 399 (November 1975)
"After Canterbury: The Need for Medical Experts in the Informed Consent Suit," 4 Journal of Legal Medicine 17 (1976)
"Legal and Ethical Concems of the Medical Assistant," The Professional Medical Assistant (July 1977)
"Legal Aspects of Peer Review," Hospital Medical Staff Advocate (Sept./Nov. 1977)
"Peer Review: A Maryland Case," 42 Connecticut Medicine 679 (October 1978)
"Termination of the Physician/Patient Relationship," 69 The Medical Record 267 (November, 1978)
"Legal Aspects of Accreditation," 44 Connecticut Medicine 237 (April 1980)
"Peer Review: An Update," 45 Connecticut Medicine 191 (March 1981)
"Medical Treatment of a Mentally Impaired Person or a Minor: Who May Consent?" 245 J4AMA 778 (Feb.20, 1981)
"Right to Treatment, Right to Refuse Treatment," Corrections Today (June, 1983)
"N.J. Supreme Court Rules on Closed Staff Policies," 53 Citation 111 (1986)
"New Jersey Court Clarifies Commitment Standard,” 54 Citation 39 (1986)
"Hospital/Medical Staff Relationships," 118 New Jersey Lawyer 21 (February 1987)
"New Jersey Court Specifically Enforces Surrogate Birth Contract," 55 Citation 67 (1987)
"N.J. Supreme Court Reviews Ethical Questions,” 55 Citation 116 (1987)
"New Jersey Supreme Court Decides Three Right-to-Die Cases," 55 Citation 147 (1987)
"N.J. Supreme Court Rules on *Disruptive Physician," 20 Hospital Law 174 (1987)
“Discovery of Hospital Committee Reports,” 84 New Jersey Medicine 869 (Dec. 1987)
"Beware the COBRA," Middlesex County Bar Association Monthly (March/April 1988)
"N.J. Supreme Court Rules on Brain Death," 21 Journal of Health & Hospital Law 179 (July 1988)
"New Malpractice Liability Laws Could Prove Deadly to Hospital Bottom Lines," ECHO (July 1988)
'"N.J. Supreme Court Invalidates Surrogacy Contracts,” 57 Citation 131 (1988)
"Peer Review Activities Are Not Exempt from Antitrust Scrutiny," ECHO (Sept. 1988)
"HEZ: A Legislative Experiment in Deregulation," ECHO (Sept. 1988)
"Don't Dump the Baby with the Bath Water," ECHO (November 1988)
"New Jersey's OOIE: Experimentation in Complexity," ECHO (January 1989)
"A New Challenge for Mental Health Law," 126 New Jersey Lawyer Magazine 58 (Jan./Feb. 1989)
“The NJ SEED Project: Evaluation of an Innovative Initiative for Ethics Training in Nursing Homes” J Am Med Dir Assoc 2005; 6:
68-75. (with Weston, C. et al.)
“Financial Exploitation of the Elderly,” 17New Jersey Lawyer 305 (February 18, 2008)
“This Year, the Day After Tax Day Is Just as Crucial,” 191New Jersey Law Journal 1039 (March 24, 2008)
“N.J. Law Out of Synch on Spending by Residents of Nursirg Homes,” 192 New Jersey Law Journal 379 (May 12, 2008)
“From Medicaid Beneficiary to Nursing Home Evictee?”New Jersey Lawyer In Re: (June 3, 2008), page 10
“The Nursing Home Residents’ Bill of Rights,” 193 New Jersey Law Journal 777 (Sept. 15, 2008)
“Garnishment of Social Security Benefits,” 199 New Jersey Law Journal 335 (February 8, 2010)
“Civil and Administrative Effects of a Conviction for Health Care Fraud,” 201 New Jersey Law Journal 368 (August 2, 2010)
“Evictions from Long-Term Care,” 265 New Jersey Lawyer Magazine 19-22 (August 2010)
“The Elder Justice Act as Part of Health Care Reform 2010.” 201 New Jersey Law Journal 847 (September 13, 2010)
“It Takes Courage to Get Older,” Mercer Business (March 2011)
“The Growing Problem of Financial Elder Abuse,” 205 New Jersey Law Journal 641 (August 22, 2011)
“Federal Court Finds PA Hospital in Violation of Stark Law,”205 New Jersey Law Journal 911 (September 12, 2011)
“Power Wheelchairs and Medicare— Freedom and Fraud,” Mercer Business, 44-45 (September 2011).
BROADCAST
"Legally Speaking: The Baby Doe Cases," Cable Television Network of New Jersey (1987)
"Legally Speaking: The Right to Die," Cable Television Network of New Jersey (1987)
"Medical Care: What You Don't Know Can Hurt You," WNET - Channel 13 (1987)
"Rutgers Forum: Health Care Law," New Jersey Network (1990)
"New Jersey Issues: Living Wills," New Jersey Network (1991)
"Rutgers Forum: AIDS and the Law," Cable Television Network of New Jersey (1993)
“New Jersey Joumnal: Elder Abuse,” FOX-TV (Philadelphia) (2000)
“On Our Own Terms — Reaching Out,” WNET — Channel 13 (2000)
“Faces of Aging,” New Jersey Network (2000)
REPORTED CASES
Straube v. Emmanuel Lutheran Charity Board, 600 P.2d 381 (Ore., 1979)
First National State Bank v. Kron, 190 N.J.Super. 510 (App. Div. 1983)
Matter of Commitment of B.S., 213 N.J.Super. 243 (App. Div. 1986)
Matter of Clark, 216 N.J.Super. 497 (App. Div. 1987)
Hirschv. N.J. State Board of Medical Examiners, 128 N.J. 160 (1992)
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NOTICE OF DISCIPLINARY ACTION

[ EMPLOYEE INFORMATION ]

Name: .\’\q(_\_;\ -’\C"’\ S b PD\ \'\' G FﬂC“lty i\! el
Job Title: Lo 13 Date of Hire

Prior Disciplinary Natices in File: (include date and nature)

| _ TYPE OF VIOLATION ]
Dress Code Performance | ResidenfRights e
Behavior Inappropriate Behavior Refusal to Perform Assigned Task 2
Absenteeism/Tardiness Patient Care Other: Do ctimisn -3-@_..}.—-', o A
[ DESCRIPTION ' 1
Date: | *L,\ \\'Q Time: Q’D,.{v\ :
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I disagree for these reasons: N0 o Sk
[ ACTION TO BE TAKEN J
Documented Verbal Notice Written Notice
Suspension for days to start on (dattum toworkon____ (date).
Does this Disciplinary Action Constitute Final War Wammg No

Further problems of [ any Kind may lead to further disciplinary action up to and including termination of employment,

S AMRC oL 1-4-10

Empl&yee’s Signature Date
Signature is merely an acknowledgement that this matter was discussed and does not indicate agreement.
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Employee Refused to Sign (Requires Witness Signature) ved . Reiect
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Job Title: LPN Date of Hire - ,Q ”
0 R g
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treatment record).
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Documented Verbal Notice Written Notice .
Suspension for days to start on (date) and return to work on (date).

Does this Disciplinary Action Constitute Final Warning:  Yes  No

Further problems of any kind may lead to further disciplinary action up (o and including termination of employment,

Date

Employee’s Signature
matter was discussed and does not indicate agreement.

Signature is merely an acknowledgenment that this
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Case 3:11-cv-02007-MLC -LHG Document 59-5  Filed 07/08/11 ng?@?gf@%f;g veed Hejifd
Case No,: 22 ¢ - 2983 £
NOTICE OF DISCIPLIN. \RY ACTION Case Name: 2,,“_@;12}' Ude&/ ’ZLZ’-

. e e e NO. PO Date’ é HH op.:.
l'\ll’l U\ l' Nl‘()l{‘\l \”()N '

Nitrtie: \,\"\MQ‘V‘“ C‘QO‘“’*M Facility SV o
lnh Fithe: L_PI

Pl}‘ ) !)xsuplm«xrv anlﬁt.\ in Ejle: (include date and natire)
{ l Lo/ 577')’\7)/ ‘

) Tt of  adtdod o i

Date ol Hire

.

] TYPE OF VIOLATION T
Bress Code @ Resident Rights
Behaviar lnatppropriate Behavior Refusal to Pertorm | Assigned Task
Absenteeism/ ardiness Patient Care Other: L

j DESCRIPTION ]

Date: q/l;n /{D Time: .7' 5 S}u:lbﬂ’ B

zuh Description of Issue, Situst tion or Behavior (wiiat, where, how):
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EMPLOYEE RESPONYE / }
[ agree ' }/,"/S Su)__
[ Jisagree for these reasons:
f ACTION TO BE TAKEN o ]

Documented Verbyl Notice W
Suspension For !j_ days to start on _7A2 /p (date) and return to work on /¢ / D (date).

Does this Disciplinary Action Constitute Finul \dmm‘L_, @ No

Further problems of uny kind tmay lead to further disciplinary action up to and including termination of employient.

timpluyee’s Signature Dale

Signature is merely un wcknowledgement thut this matter was discnssed aned dves it indicate agrecment,

Employee Refused to Sign (Reyuires Witness Signature)
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Department Head/Administrator Date
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tndividual Statement Form
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sheet,

I, Where and when (date and time) did the incident occur?

/22 /O
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I disagree for these reasons:

L ACTION TO BE TAKEN ]

Documented Verbyl Notice
Suspension for L days to start on

Does this Disciplinary Action Consititute Fi
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TPorson T _T | Chrm——‘_“__.f T Dillicutty ¢ ‘wwulluwmq - WML 0"
“Pca __;-_.‘ .- A .,..; Edamia 3 Abduming Dllemum’w :_ Namussyslem
Time o _ | PmlaliLt/ Ry - Dirrhua Syncops
Anxiotis/Aglintad Pitting +1 Constipaiion Headarhe
Rastless/Lothange 3 2 e Bowel Sounus Decreased Grasp
Abnannal Sleep P.mern . A | Prnsen \s A
FargetiuliCunluse S0 \. 1 i Absent [ X
Halh1un'umn4;Delu..nuns T [Anomm Peripher Pulses ' Hyperaciive Decrnased Movement 13
- WhL . Hypoactive 4 aue i} LUE
JALe LILLE
HEEPIrato 8N800 Abniormal Pupil Reaction 8
Laborad Broalhing Unclear Speech | Right
Shallow Bespiratinng Unible o Speak Leii
Rules / Rhonchi Unable 1o Make Seif : Burning Tiemors N
Wheezing Undersiond Distantion / Retention Varhigo N
Cnugh Unabla 1a Hear Frequency / Urgoncy WNL A
Dysprica / SOB Unable ip Ser Hemaluria
02 LPH Decreased Tactlo Sensation Cathater Jaundiced
_1PRAN WAL o £ Urine Cyanosis
U Conlinuaus I Discolored Pallor
. S202 % oy v, X Seadimeny Clammy
' Suctioning Origir: Odor Chills
Trach Cara Localion; Discharge Flushing of Skin BERE
Vent Care » | Intensity: (0-10) SVNL Rash / liching
Lungs Clear . None Abniormal Turgnr/Elasticity .
.‘NNL WNL tj
MD Orders Qbserve S/SX Inleclinn Wound Care Dressings Thempy (PT, OT, 8T} ’
MB Notitied " Transhuslons Prassure Ulcar Care Nursing Rehabidiiation
Skillad Observation & Gait Trining/Prosthesis Slasie Ulcers Respiratory Therapy
Asgsassment Cara I Tracheosiomy Care Braces, Casts, Splinily,
Diubelic Management Seil Administrallon of Sugclioning Orihoties, ele. Care/Thach
Glucomeler Aeadings Injectable Meds IV Maedication
Dehydralion/Fluid Intake Terminal liiness IV Feeding / Hydration
Chemathermpy CarefTeach Intramuscutar Injeclions
Menagemenl / Teaching Diel Teaching . Tube Feedlng
Dialysis Management Bowe! & Bladder Training : Pain Managemen
Obsanve Medication Teach 7 Cure IV Culheter |
Side Elfecis / Teach | I ] | stes [ 11
Signalure / Tille :
“DATE/TIME:
“ ;J"-':_ r'r."
/
. A Sot
S\';.' ! ‘L[:ﬁ Mujtie Alendng Piymcing Fincars Nu Nipmmuiied
oany W DO, BT
Dr. Parig AR e vmerim cm -t ... .REDACTED_ _. .
' co ' Somers003490
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DAILY SKILLED NUFISES NOTES

- Zz—( / Z(A'umpc'mlun ................ —

Pulse;

e ———— .,

Fesp:

. et e v

B/P;

PITy——

RIEIE

IOV AaN

P!.x:e

| Alprt LAngular Alithm
On'u-mr'll ru - .R.ulnlll\nn"ll Irmqul.u
T Pt IR PG S W 9 s sl R bt
l‘nrl‘.un v, | Cliant Prun
Edema

L L SO, J

DIHEC?ONS (X) Al applicable boxes. Circle npprnprn.xlﬂ ilem(s)
In|olE

- Maen / Vomiling

separated by 7. Signalure and tle of nurse {or

[n[ofe

(3

.

appioprinie hm

Balance  Gait Unsleady

Epinostic Distress

Paralysis / Weaknnss

In|ale

Dilliculty Swallowing

Abuoipinal Distentinn

WML

¢

Dehydmatlon/Fluid Intake

Terminal liness

Tinn Padal: Lt / Ry Diarthen . Syncope
AnxiousiAgitaled B Pitling 1 i 5 Conslipisuon Headacha I~ )
Ruslless/Lethargit v Bownl Sounds Decreased Grasp
Abnorm Slenp Pilinm ~3 —_— Prason| At
FargeliulConlused ¥ ¥ _ | Absent N |
Hhllucinations/Dcheig Abnormal Puripheral Pulses % Hyperaclive Decreased Mavemeni h
' WHL L. Hypoactiva JRUE ) lue
JALE uE
Hespirato QN80 Abnormal Pupil Reaction
Luaborad Breathing Unclear Speech Righ
Shallow Respirations Unable to Speak Lalt
Rales / Riwonchi Unable lo Maka Sell Burning Tremars
Wheezing Understond Distention ! Aetantion Vertigo
Cough Unable to Hear Fraguency / Urgancy WNL
Dyspneas / SOB Unable to See Hemalurin
02 LPM Decieased Tactle Sensation Catheler Jaundiced
i} RN o WNL Urine Cyanosis
Z3Conlinugus £ — Discalored Pallor
5202 % w9lp i Py Sediment Clammy
Suclioning o Origin: 1 Odor Chills
Trach Care Location; Discharge Flushing of Skin
Vent Care Inlensiy: (0-10) WNL sh / liching
Lungs Clear A None vl Abnormsl Turgor/Elasticily
WNL WNL
MD Orders Ohserve 5/5X Inlection Waund Care Oressings Therapy (PT, OT, ST)
MD Notilied Tmnsiusians Prossura Ulcer Care MNursing Rehabilitation
Skilled Observation & Gail Trining/Prosthesis Slasls Ulcers Respiratory Therapy
| Assessmenl Caie I I T}anheoslnmy Care Bricos, Casts, Spatuis,
Diabstic Managoment Sell Administration af Suclioning Orihatics, ste, CarefTuach
Glucomeler Roadings Injeclable Meds IV Medicatipn

IV Feadiny / Hydrailon

Chemotherapy Care/Teach Intramuscular Injeclions
Management / Teaching Diet Teaching Tube Feeding
 Dialysis Managemenl Bowsl & Bladder Tralning Pain Managemeni
Chserve Medication . Teach /Care IV Calheler J
Side Eflecls / Teach | Sites ] | V4

Signature / Tille | N;

DATE ITING -

7N
(AN
24))4) 7/45m¢ T2 t.’>(- 7
ngf LAy q/zv //ﬂf,zd ol
Y SO L P A 78
NAME - Lasl Fis| Mirdulte! Attanting Physizian Tndunriio FommyBimg

N-127 front
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—— DAILY SKILLED NURSES NOTES
' Date: .. i L.Ll’()'l‘mnpar:ﬂuru: —n e Pullse: 7 Resp: _._.at" gip: b
.= DIRECTIONS: (X} Al applicable boxes. Circle appropriate ilem(s) separaled by /", Signature and litle of nurse for approprate shift.
i3 S -~
\ [n[o]e InJolE]
Alart "« | Regular Phythm avsea / Vomiting Balance /Gail Unsteady .
Orlenind (o Radial/Apical Irrequiar Epigastic Dislress Faralysis / Wenknoss - =
Person K | Chast Pain Difficulty Swallowing WNL
Place | |Edema Abdominal Dislention grvous Syste
Time Padal; LI/ Rt Diarrhea Syncope
Anxiotis/Agitated Pitting +1 Conslipation Headache
RastlessiLethargic 12 Bowel Sounds Decrensed Gmisp
Abnormatl Sleep Pattern +3 Prasant N, At
ForqethilContused . FA il Absenl LL.
Hallueinations/Dolusions Abnonmal Periphe! Pulsas Hyperaclive Decreasod Movemen!
WNL \'| Hypoaclive U RuE LILUE
e e .
HBIpiralo 2N80 Abnormal Pupd Rpaction
Labored Braathing Unclear Speech Right
Shaillow Respirations Unable 1o Speak Lelt
Rales / Hhonchi Unabla 1o Make Sclf Burning Tremors
Wheszing Understoad ‘ Distantion / Relention Vertigo
Cough Unable ta Hear Fragquency / Urgency WNL e
Dyspnea / SOB Unable 10 See Hematurlu
02 5. LPM 4 | Decreased Tactle Sensalion Caitheler | dsundiced
U PRN WNL X | Urine Cyanasis
Y cunlinuous Discolored Pallor
5202 % Wi\ g Pa Sadiment Clammy
Suctloning Origin: Odor Chillls
Trach Cara Lucution: Discharge Flushing ol Skin
Vent Care Intenslly: (0-10) WNL ¢ |Rash / tehiny
Lungs Clear 4. © X [ Mone A Abnormal Turgor/Elasticity X
WNL 1 WNL by
MD Orders Observe S/SX Inlection X | wounu Care Drassings A | Therapy ¢, o7, 57
MD Notifled Transtusions Prassure Ulcer Camm Nursing Rehubilitalion
Skilled Observation & Gail Training/Prosthasiy Stasis Ulcers Respiralory Therapy
Assessmenl ¥ I care | Tracheostomy Care Braces, Gasts, Spinis,
Diabalic Managemaeni X | Sell Administration of Suctioning Qrihotica, etc, Care/Tench
Glucometar Roadings X Injeciable Meds ] IV Medication
Dehydration/Fluid Intake Terminal linpss IV Feeding / Hydration
Chemotherapy CarefTeach Intramuscular Injections
Management / Teaching Diet Teaching Jubie Foeding -
Dialysls Management | Bowel & Bladder Trining | Pain Managemen!
Cbserve Medicalion Teach/ Cam IV Cathelar ]
Side Effects /Taach | | | | Sies |
Signature / Title | N; D:
--DATE FTIME
o PR Ford om o Sin oo oy erdered fed
Lot ol T R R .‘u“ it v st et
(‘-'1 l-(‘ i "‘i::,'. . ’If‘. Ll [ AR 'L'.‘ Cpes. Phoa s,
‘.‘i( (AR TR TR S L
MAME - Last Firs) Mitivle Avending Physician Rucord Nn AronvBud
t . \ ]
' DN
— _ T e e e

N-127 ffont-
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HealthBridge INCIDENT/ACCIDENT REPORT
m)LVEJD Last nama) Jr= (Middla initial)
0 l e o Adutdd  chidd Maie Femalﬂ' Age_i_z_
Dul:?l}%iz)nyacgaﬁl i?r;‘g;ge?\ltlac!@ A.M.ID Exac! focation of incidenlaccidant N

/i PM. K| Resident's room [ {No. } HatwayQ)  BathoomO  OtherQ  Specily

RESIDENT = () | Residanl’s condilion before meidenl/aceldent
ﬁ;,fﬁ",ﬁf," Nommal O} Conrusaqﬁ Disarianted O} Sedated () {Dg Dose Time ) Oiher ] Speclly
Incidenvaceldent: ['Wayg bed ralls ordered? Wore bed ralls present? 1f Yes, Was heighl of bad adjustabla? if Yes,
Yes(O w0 Yes(O  Ne(} Upd  GownDD Yes(@ NoQ UpQ Down O
— D . |Wasaresimintinuse? Yos{Tl Nao
/ Physical restraini 0} Type Chemical restralnt O} Specity
VISITOR [ |Home address Haome phone
OTHER )
Occupation Reason lar presance at this facility
=
% td

Describa exactly whal hnppzned why it happened; whal the causas were, Jf TYPE OF INJURY

an injury, state pan of body mlumd w J 1. Lacaration ) Indicate on diagram location af injury;
m /'\ 2. Hematarma 0
‘jz’@ m / AO v 3. Abrasion Q
4.Burn a
5. Swelling 0
6. None apparent (]
a

7. Other [speciz Zow)

.

VAl wyns (o wppheatdoy whon te i iz SUPIRO QS At ong any i
e pltor sianding (F unadu 10 alindl, usi: SUPING 10 SN postio,

i LEVEL OF
CONSCIOUSHESS

1 "Gv‘l‘

Temperalure
Pulso }
- H - e —
Resphtions '(
]
Blood Pressura i
Name of pnyﬂman nolifled
Time ol v Time "
U@,ﬂ/z( [\Qbﬁ/—é MA—- nolifioation MI\M.@ n;g;;nnded MA.M@
Name and re lalionsh!o of {amfiv Aant Y o
Time of ' yZ e
notiication __ /. - VST_ AR | amnded 25’7 Ve ShAnzem,
W. 5 ’ . w
"has ::e:snn involved soen by a physician?  yes 0 Nu ﬂ 3 herr Date Tune A::g
physician’s name PM.
Was firsl ald administered? Yes& No (3 Where Dala Thne
If Yes, type of care y . AMC
providezpand by whoin < ,Qan fl/ 4 G_’U—Q"Pﬂ{ / 95/ = /. 7— PMAT
E@é lpa'rsun involvrd 1aken o a hospilal? Yes ) Na ﬁ By whom Date Time A M’g
ospltal namn PM,
Nome, title fil applicable), address & phono no, of wilness(es) Addilianal comments andjar slops laken to proven) recurence:
5 q M s -
Medical Ditagtor
Admimsteater e
Da 7] v S A tgngrTA T waa
FHBAGT {1.07) « 1y mum\yf":{mrmx’;fmb [LLICR R LT ] INCIDENT/ACCIDENT REPORT
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1.

Citee One
Quality fmpryvement Tool
Skin Teur or Bruise of Unknown Etiology

Check imanadinte environment for conses rough algea? Near facnitore? Could nume banid or shifa

raily or wheefchuir hovo envyed this?
. Norz  nafes

Check Resident's fingernnils ~ lanyg or tharp? [Properly positioned In chajried? Salt-amhulotory?

Padded thila rails ~jI yes, were the pady an?,
6;1372-/‘ Jails Sépd\tL

Ones Nesident hiave perinds of restlessncss or agltation?  Does Resldent movo shont in chair nr hed?

Resi h self?
Pret Resident serateh se Resicleet roves apoond ;A Vs

Physiologleal Hsk factors for skin tear or hruiting, le. tissue turgor? “Chin paper shivn‘) Ancmia?

Dry 8kin?  On Apticongulant Therapy? ‘
SETA ™ i

Asscss age ol ykin tenr vr bruise.  Dried blond? Cloged healing wound? Color of bruising?

Swelling? /T/le-) Gﬁ(/] #eaf‘j /(#/e /]/QDJ Mkf/

Nurying Staff: Names of thoso working 17 the provious 24 honrs:

WO Slotn Chedis Wifro G
7-3 CNA 7&5/76\ 7/7‘0//0 @

N

3-11 Nurse

3-11 C.N.A.

11-7 Nurse

11-7 C.N.A.

ather stafT

T N e o T R ]
=z

< «
=z
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Charge Nurse Signature/THle/Date:

Supervisar Signature/Title/Dntas

Care One
Ounlity Improvement Tonl
Nkin Teur or Bruise of Unknuwn Kolopy

\Viint does Resident Uy nligut how the kin tenr n rulsa yecurred?
(PN IEed  fnobl [0 gaswen Do .05
[zna e DNCAres S eradid (asz .

Assessed cansative l’sn:lnrj

r\7#/f‘|@ IVl C,()é‘ L1 /74/7/2//7Cr"
Area_, /{}9 M< Aclfe T e /

Axsessed rlslk (actory of reaceurronce:
mef/zm/s pﬁzcéoc/ Mobr//zﬁ's
3{1\— (7wl T A o&m/})’] ﬂ/ﬂ(‘i Patol s

What will be dpne to prevent this from happening
Lg)/Can[ L ﬁl /A/ﬁ[;’ }&/)L//J/))‘//?/nzn 2 78
. Leinterro £ SSSS
bebact \az-#kmd‘_ h’afﬁﬂné‘e/h/m’ ten 3l cd SO

Referred to fallowing for foliow up: '
T oT Paych Eye Consult Activitles
Environmenlal Services Physleinn for Medles! Assessment

Nirector of Nursew/Oato: MMA m

Administrator/Daler

Reviewed at QA Meetinp/Dato:

" Gall gl Ve Sed, & D et
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~
L

by il Sttement Furm

Cvmpheie the Jaltow g | W N addional Wlectr sy U peces wlly

et aml dlage
eadh shet,

} Where and swohen G c il hne) did the mendent ueer’!

9@/@

N mmmmee ey e e s

. Pell us ~aep by step, i vour wornds, what lappenad (what yog wetially vy i or

heurdy,

- A . 11@.7_‘(_@/ é/eec/j_éz/_g AS Sy ol

Pl \Clboes g
_._.%. J#%g_\?éggd ﬂa:ér/ // ,/ ; (‘aierq‘/

N2 Wﬁ A/e’i# md e mﬁ ”“aé/{‘“

e X Jae ~ ¢

t ........-...—.-

e L U U ———

. .. SR
% e e b — st ———— e o - — -
—_— . —
1]

- -— o - —
BT T
et vy s 3 e s -
-ty e e -
— -
e ——— ———— P
e -

- e tmriemet § amas tamser an -
- e rrmman k. ae e,

t Prntyoue Name and daytume telephone minnher:

‘,.-ﬁ-__-._,.&b:;"__éﬂ_C&MU@/fJ; 730 Y30 -TTS

) Stenature Fiife:

[ Date:

9900
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STATEMENT
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%c
Exh. No: 14 Received ... Rejgcted.,
Case No. 22~ 24591 «’}
Case Name'gM V’M W
Ne. Pgs: Daéa-"q,” Reg.: 474

September 7, 2010

Sununary of discussion with Valatie and Inez;

Upon comparison manually typed schedule for September 6, 2010 versus that entered in
Schedule Optimizer/Smartlinx (SMLX) for September 6, 2010 there are many
discrepancies;

C.N.A 1 Pearl is on typed schedule for 7-12 noon but not in SMLX

Evening Supervisor Alice is on typed schedule but not in SMLX

C.N.A 4 Jean is typed on for 3-11 but not in SMLX

Nurse Shannon is entered in SMLX for a double 7-3/3-11 but only on typed
schedule for 7-3 shift

Yendy C.N.A is scheduled in SMLX for 3-11 but not on typed schedule

6. Doreen warked 7-3 but not in SMLX

P03 1

A ¥
"

Plan of coriection;

1. Asaresult of these significant inaccuracies moving forward Valarie needs to
ensure SMLX is an accurate reflection of the staffing levels, All manually typed
or hand written schedules need lo be entered into SMLX today,

2. Anyone who is being added to. the schedule 1o pick up a shift needs to be entered
and updated in SMLX before she leaves every day to ensure there is accuracy

3. The typed written schedule is not to be used moving forward effective today

4, The typed master schedule needs to be entered into SMLX and a master can be
produced from SMLX

5. The schedule that should be displayed tomarrow and forward is “daily attendance
fornat 6

6. Daily attendance format 6 should be put out by 3pm for the next day, ie this
should be one of Valarie's last tasks of each day

7. If there are vacancies in the schiedule before it is left Valarie needs to have a
conversation with Inez, or tn lilez’s absence Doreen.

8. Ifeducafional assistance is required by Valarie this can be provided by Doreen or
Ari Biederman (regional level of assistance)

Y

Doreen lllis, Adminsitrator

&C 70
Somers0050G28




_ . NOFICE OFDISCIPLINARY ACTION
' EMPLOYEE nmml\mm

Facitiy - ST //L/fu o
Dabe ol Hire

DEFENDANT'S
EXHIBIT

D-21

———

Nonwe: \Lxl,(‘,( ol Tt C»‘-I-L"*"
h Title: ,L_!a/L)

Prior Disciphuary Notices in File: {inchude

I
&
g
z
2
H
E
5
@

ate amd mture

T . LIYPEOF “VIOLATION i
[Iress Cuude Perfomumer Resident Rights
Hehavior Inappropriste Hehavior Relusal t Perfopm Anxigned sk
Absentecismi/ Tantiness Patient Care Other; S
= ——

) DESCRIPTION TTTT e

ate: 4/38713 lime: ':'_,/'/ JL«L%;L

3
Specific Description of tesue, Sitation oe Behgyvior {what, \\huL Ipnn ) &JL'\ {&tﬁ/(,@_, Ler
(el o st e, o £

Ll 1Y AP U /7-/— J‘) 2 au \7|f

o alass -'rzo(.j' A e A Ao )f— Bt ﬂf‘ ( C.

' S 1ol (lan/l J,f,: uh‘bé\r—‘z-r&-um W s
vl s L(;\Aﬁ...n’ M%? J
_.?E:'\rﬂh o Z

EMPLOYEFE RESPON: '

f S/f9 Gco//n’l C

/)A//u

Pisagree for these reasons:

- ACTION TO BE TAKEN ST

Iritten Notice IH_

—— tays 1o start on (deTandretiim (o work an
Do this Disciplinary Action Constimie Final Waming:  Yus  No

Documented Verhy) Notice
- Nuspension fur

. {dime).

Further probile

N of any Kifred may fead 1o further disciplingry
) :

Hary wction up to il including tormination af empluyiet,
_ !‘" '.. -
o j./_l/ _____ e |
I mln\ ee B S Date
44 M .
Niguatire is uery v an ackumeledgomenr that this HRIter was discussed vmd ey ner imdicate qureeneny,
Lmployee Refuse Sie quires Witness Sienature Q
nployee Refused Sten {Requires Witness i ) 57 Aaceived /RBJBC od
Exh. Not =4t— I
e . No: 22 LA gL e
Hupu\ INOC'S Signature Date Case N ”}@jl_ '\/&,&W -
Case Name: bt —f Rep J gl
, ate: -
No. Pgs:—D

Arent Head? Adminisirator Pale Wi nm S5 Swn.mur

“.HL'
(e copy ta Lmployee - o capy o Personne] File (e COPY B Supery i

Somers002548




‘ i 1 of 84 PagelD: 4976
Case 3:11-cv-02007-MLC -LHG Document 59-5  Filed 07/08/11 Page 1 g
DAILY SKILLED NURSES NOTES
A RS T
Datel (- ,EL__. Tamperalure: .. Pulse: Resp: —_———— .. B/P R
DIRECTIONS:’ {X) All apphcable boxes. Cirgle apprapriale item(s) separaled by "f Suqnalure and litle of nurse for appm;xrmm shili.
T [n]o]E In[o]E lN]D]E |n[o]e]
e alental Sta : Ariovascola 3 A oy - DENalsin ¥ <
. |Aln w Regular Rnyihin: % | Nausea 7 Vomiting | Balance XGalt Ungieady | 'J
} ~r:munmrl 1t )0 Hadul/Apical regular i ! Epigastc: Distross ?SSFJW 2t méS!—'-‘/ % l
Persan | |Chesl Pain | Dilliculty Swallowing WL N— 7 i -
Plaru ] Edema ~ Abdotninial Distention prvoug Syste 3
Time Pedal. LU/ A Diartheu Syncope ]
Anxivus/Agilatad Pitting 41 Constipation Headacheo | ]
Hesiless/Lethargic 2 Bowel Sounds s Decreased Grusp .
Ahnormal Sleep Panern 13 Presen) [ }
FotgetfuliGonlused R0 + Alsent ” N 7 —!-—f
HallucinationsMelusions Abnamat Peripleral Pulses Hyperactiva Decrezsed Movement
WiiL w Hypoutiive L Rue e |
' CARE  Wue ;
Resniraln Bensg : At{n-ormal PupﬂAr.aclmn
Labored Braathing Unclear Speech vl ‘Fight
Shalluw Respirahone, Unable lv Speak ' Leli ’
Rales 7/ Ahonchi Unable 1o Make Self Burning Tremorz 1T
Wheezing Undersiood : Distenlion / Retention ] Verlige: NN
Cough Unalile o Henr Frequency J Urgancy WNL _i
Dysprien / SOG Unable 1o Set. Hematunn S
o LP Decreased Taclz Sensalion Calfheler dnundiced
L) PRI WHL Urine Cyanusis
U conlinuaus Discolored Pallen
S2Or  wbl -, \ Ph . Sedimant T Clammy
Suthoning ) 4 Origin: Ode Chillz,
Trach Caru Location: Discharyn Flushing of Skin
| Vant Care Intensity: {0-10) WNL \ Rash 1 fiching
-JLungs Clear None ’ Abnormal Turgor/Elastioity
vt WNL 17
MD Ordars Observe S/SX infection Wound Care Dressings Therapy (PT, OT, 8T)
MD Natitied Translusions | Presswie Ulcer Care I Nursing Hehabilidation
Skilled Observation & Gall Traningrosthesiy . Stasis Ulcors - Resplratory Therapy
Assossmen| Care Trachoostomy Carce Bracuy, Casts, Sphnte,
Diabelic Managemeiy Sell Adminisiration of Suclioning Orthnticy, eie. CareNuach
Glucometer Asadings injectable Mady: { IV Medication \A
Dehydration/Fluid Intake Terminal Hinesy IV Feading / Hydrulion /
Chematherapy Care/Teach Inlramuscular Injections
Menagement / Tenching Diet Taaching Tuby Feeding 1
Dislysis Munagement Bowe! & Bladdes Trining | Pain Management 17 N
Dhiserve Medcannn Teach/ Garg IV Cattinter -1
Side Eflects / Taach Sitess 1 T"‘
Signiaiuie / Title
i - MENTS
J\:f! o Sf)/dm O /lr(] - A 047 hrtos Ao {/t./ /[JL-\,
™~ } B! 4’{12“}1/"'1 2 Li'LL{ J”‘i-—ﬁ [,/ ¢ ) f'o JUV . W '
! C J‘uég Ilee,, ~—vd_ (,[-u./l..-—‘{ ot ._/ [...,(& .:A,J:ﬁ /:
L (= c&"&_ ,\..,JJUJ{ . EXL TN |~L~ £ t{,fc- u_,/ ‘f‘;j,— /i.ﬁj £ |
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) DAILY SKILLED NURSES NOTES

ey T e T . - s T .
. Date: (L_' / l'{'-.‘) Z/C_' Temperalure: .___L.l/_{!;____ Pulse: .__._._‘j_‘_/____ Resp: /LD B/P: /e St
HHECT!ONS: (X) Alt applicable boxes. Circle appropriale item(s) separated by "/, Signature and litle of nurse lor appropriate shifl,
{
y'| | Regular Rhythm Nausea / Vomiting Balance / Gait Unsteady ™|+ }
! [Oriented 1o ;| |AadialApleal Irregular Eplgastic Distrass Paralysis / Waakness '
Person 'l | Chest Paln Difflculty Swallowing WNL
Place ) Edema Abdominal Distenlion SIVOLS sle
Tima Pedal: Lt/ Rt Diarthea Syncope
Anxious/Agitated Pilting +1 Constipation Headacha
Reslless/iethargic 12 Bowel Sounds Decreased Grasp
Abnermal Sleep Pallern +3 Preseni |- RL
« | ForgetfuliConlused; AT +4 Absent ~ L.
Hallucinations/Delusions "1 TAbnormal Peripher! Pulses Hyperaciive Decreased Movement
WL Y Hypoactive U RUE ClLuE
QnAe Die
163pIrato Enso Abrormal Pupil Reaclion
Labored Breathing Unclear Spaach { Right
Shaliow Respiratlons Unable lo Speak Lelf
Rales / Rhonchi Unable io Make Self Burning Tremors
Whsezing Underslood ~ Distention / Retention Vertigo .
Cough Unable to Hear Frequency / Urgency WNL X
Dyspnea / SOB Unable lo See Hematuria
oz LPM Dacreased Tactle Sersalion Calheter [Jaundiced
WED WL 0] | Urine Cyanosis
U continuous Discalored Pallar
5202 % % % Pa Sedimen! Clammy
Suctioning Orlgin: Odor Chills
Trach Care Lgcation: Discharge Flushing of Skin
Vent Care Intensity: (0-10) WNL X’ |Rash/ tehing
* {Lungs Clear None ?( Abnormal Turgor/Efasticily
7 TWNL v WNL 1%
MD Orders Obsearve 5/5X Infeclion Wound Care Dressings Therapy (PT, OT, 8T)
MD Natifiad Translusions Pressura Ulcer Care .| Nursing Rehabililalion
Skilled Observation & Gall Training/Prosthesis Stasis Ulcers Respiratory Therapy
Assessment Care [ | Tracheoslomy Care Bracns, Cnsts, Splints,
Diabelic Management . Sell Administration of Suctioning ) Orthotics, elc. Cata/Teach
Glucomeler Readings injeciable Meds } mlar\‘ A
Dehydration/Fluid Inlake Terminal Hiness IV Feeding / Hydralion '
Chematherapy Care/Teach intramuscular Injections
Management / Teaching Diel Teaching Qubs Feeding” 5%
Dialysis Management Bowe! & Bladder Training Pain Managemsnt )
QObserve Medicalion Teach/ Care IV Catheler
Side Ellecls / Teach | Sites N !
Signature / Tille
- DATE /TIME' :CO : 3
ek Al cfer @i, Tebe feddy
11 ﬂ/”’ Gress e ﬁ%féu/(/icf e/l
AT 1 ?.." e (o upfer an gy
i
/){‘r NS /L-’f' & f(//t'f e /4('5,("7{'(':/ e Q
= /o
" C"J[ff/ : C £ pel ¢, ’ﬁ sealef o] /’/P(m(, fithee gt A ed A
WAME - Last First Middie mmndmg Physician Flacard Na. Hoomll}ud )
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L DAILY SKILLED NURSES NOTES

Dalejj'[__.z_zl_i[f Temperalure: ______ Puise: . Resp: B/P:
- . | DIRECTIONS: (X) All applicable boxes. Circle appropriate itam(s) separated by " Signature and litle o nurse for appropriate shiit.
L [n[o]E
| Alert Regular Rhythm Nausea / Vomiting Balam:e ! Gait Unsleady
§Orientad 10 RadialApicat liregular Epigaslic Distress Paralysis / Weakness
Person Chast Pain Diflicuily Swallowing WHNL
Ploce Edema ’ Abdominal Distention BrVaUS z
Time Pedal: L1 / At Diarrhea Syncope
Angious/Agltatad Pilling +1 Constipalion Headache
Resllass/Lethargic +2 Bowel Sounds Decreasad Grasp
Abnormal Sleep Pattern +3 Presanl AL,
ForgelfuVGonlused +4 Absen Lt
Hallucinations/Delusions Abnormal Peripheral Pulses Hyperactive Decreased Movement
WNL Hypoaclive O RUE dLue
Cae Oue
Respirato 2nso Abnormal Pupil Reaclion
Labored Breathing Unclear Specch | Right
Shallow Respiralions Unable lo Speak Lelt
Rales / Rhonchi Unable o Make Self Burping Tremaors
Whaszing Understood - Distention / Retention Varligo
Cough Unable lo Hear Frequency / Urgency WHL
Dyspnea / S0B Unatble 1o See Hemaluria
o2 LPM Decreased Tactile Sensalion Gatheter Jaundiced
O pran WNL Urine Cyanasis
U continuous . Discolored Pallor
8202 % % % g Sediment Clammy
Suclioning Origin: Odor Chills
Trach Care Location: Discharge Flushing of Skin
Venl Care intensity: (0-10) WNL Rash / iching
"\Lungs Clear None Abnormal Turgor/Eiaslicily
AWNL WNL
MD Orders Observe S/SX Inlection Wound Care Dressings Therapy (PT, OT, ST)
MD Notitied Translusions Pressure Ulcer Care Nursing Rehabiiitation
Skilled Observalion & Gait Treining/Prosthesis Slasis Ulcers Respiralory Therapy
Assessmeni Care f Tracheoslomy Care Braces, Casts, Splinls,
Diabelic Management Sell Administration of Suctlioning Oriholics, aic. Care/Teach
Glucomeler Readings Injeclable Meds IV Medicalion
Dehydration/Fluld Inlake Terminal liiness IV Feeding / Hydration
Chemotherapy CarefTeach Intramuscular Injeclions
Management / Teaching Diet Teaching Tube Feeding
Dialysls Management Bowel & Bladder Training Pain Management
Observe Medication Teach / Care iV Catheler
Side Effecls / Teach ! | Sites |
Signalure / Title E:
: : ] SIGNATURE/TITL
‘ B2 ALY, well « 1244 N,
T, Ly
(177 1) P ogt= Q=¥ ﬁ/rﬂ/w/ﬂ, AL it 7
BTy e raal” Gudal
A AN JL(,.A Z . LAl (L/J :
- S T T N, 7, 7y JL 4
T SV - ;@,W"J Mlne gr g :’, / il ML,M/
aa s ___.—/ i - u . (?’?77 // /‘ ) e T
First Middle Autgnding P /mr 0o Aecoid Ro. i r?/
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e . . HEATTHBRIDGE MANAGEMENT
‘ HUMAN RESOURCES POLICIES AND PROCEDURES MANUAL
( i *For Managers Only* o

DEFENDANT'S
EXHIBIT

Blumberg No. 5114

23

Evaluation Form

Nemei_ AUAZA_ (TneGas s N
Appraiser: _C ropmuel Ca (UFro/I £ MRt

Today’s Date: _{ 3/:;1)/ / i
Facility: < b

A space is provided if you wish to elaborate on performance that exceeds the standard. Any
performance factor which is considered “unacceptable or needs attention” requires additional

cornunents.
Unacceptable/
1 Needs Arention 2 Meets Standards 3 Exceeds Standards 4 Far Excecds Standards
Category Related Skill Score
Job Knowledge Demonstrates the skills needed to perform the job. )
£ Understands work eavironment; job requirements. 9
s L
b Identifies areas of deficiency within his/her worlk and
g is willing to ask for assistance to improve. 7
]
0 T -
8 Willing to leam new skills, as needed. )
2
% Quality Demonstrates a commitment to overall quality. )
S 2
®) Completes assignments in an accurate and thorough
_l .
Manner. .
E, 2
5
o Considers all dspects of a task, even if some aspects
S' are outside his'her normal routine. 7
3
“:' Productivity Completes assignments with minimal direction. 9
2
a Demonstrates the ability to prioritize work on an
S ongoing basis. .
Demonstrates the ubility to perform more than one
2 task at a time (multitasking). A
73 . . Rejected
Exh. No:]._f-- Haci“’ed,)".' 5 i i
22— O T h
Case No.. Q‘W o 127
Case Nema==——"7"55 _ 1! dlo Somers002565
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HEALTHBRIDGE MANAGEMENT
HUMAN RESOURCES POLICIES AND PROCEDURES MANUAL
*For Managers Only*

Attendance Consistently adheres to the cwrent attendance
policy.

- Teamwarle - - | Establishes- and- maintains-- cooperative-- and |-
productive work relationships with all employees.

Consistently accepts/assists in assignments outside

Willing to work overtime, if necessary to complete
projects in a timely manner.

Customer Service Provides a service that consistently exceeds the|
expectations of the customer.

pa
their normal routine, when asked. 2

2

/

Relates well with co-workers, residents and families. 2

General Dependability

Conduct: Manner - habits - personality - tact -

adheres to dress code. 2
Attitude 7

Promotability: Capable of advancing to a position of
greater responsibility. (Requires yes or no - not
included in score.)

PERFORMANCE RATING TOTAL:| 7 &

Total Score Analysis:

0-32 49-67 68-76
UNACCEPTABLE EXCEEDS FAR EXCEEDS
STANDARDS STANDARDS

Strengths and areas of improvement since last review:

Sihan has leqrud  dhe ek charar qusee

e ciblubes ool Cuovess dte  esl o 30 Wl

e Ot S Sho o ovess au &\.\bmﬁsw. \

Weaknesses and areas that need immediate improvement:

_— Nend D S:CUC) cloves afheho~ T &w\,\\)\rei\b? LA o e

M’U\Su qLQ»& Dasho fg\/ el — Nerd 0w mee/
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HEALTHBRIDGE MANAGEMENT
HUMAN RESOURCES POLICIES AND PROCEDURES MANUAL
*For Managers Only*

ADDITIONAL COMMENTS A . ~
T~ \S oo {‘3 ool 7 wor\mdw‘u{\, (@(}ﬁm& NUASE -
. ! y

EMPLQYEE COMMENTS

You are encouraged to add comments to this review. If you need additional space, attach a separate

sheet to this form.

. SIGNATURES p
My signature u:\ch/at%s that m manager ‘and I have discussed this evaluation

Employee: /7“/\/ 7 ( /) A~

Date: R 3 95’/()’:[

For probationary employees only

I recommend do not recommend this employee for continued employment.

1 recommueqd do not recommend this employee for an increase.

N
{ Evaluating Supervisor: Date.

This evaluation will not become part of the employee ’s personnel file until the reviewing mmanager

has signed it.

éeviewing Managgr: ,\' ( \,\/%( Date: 3/@%} 0‘7
E\, ‘M\ ) D A

|29
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| A :  DEFENDANT'S %
flhe i EXHIBIT Exh. No:.!
s e 0l Recalvad . Rejactpd
\ : 2 Case No.ix22~ @&,'zf‘gﬁ
V - (f Case Name; \‘/_H
@ Employee Education !ﬁenda%‘l‘??cpo" ] Rep.: 7L
Topic of In-service: PROPER Compobisrs  of Tncdenf /,{c.n, g

Content: _al| sechons  of A1l -E’rfrc Attt Aeéwmz/mf’d ANA Stah
@ All Stakmerty _Jobe  sptaiqed  befio end of SHhAE.
All ey o be g fven b Sopcvisor.  bodore end ohshd 2.

Unlsk CARE Plans 4 rokeyentons 4o o sadded ;
T Repocd Weedecd S0 EACG  iecdent

Objectives: : : » ipau ;

Date: 10]35]0 Length __Location: ©n__Lnr

Presented By: _OACK o< :SO—A'H’\St -
[nyeructlonal Methad(s): Giecture QDiscussion @Visual aids TGroup activity

QSkill demonstration  {JSelf-study module

3 Qther:
~.  Evidence of Learning; QPost test  QRetura skill demonstration
L) QGroup/team presentation  UParticipation in discussion O Verbalization of content
ta meet objectives (JQther R _
, Print Name , Signature Departmeat Shict
M!Chdc Mm’( o “ﬁwzu A '71/;,;«/ | -3
AR | ; , __4 /xA, 43
' ,. (¢ 4 2
iz -3
A IS =
A X C}r" 7*31
<2 A 7&“ =D : . Li;(;"' 7""?\
R 950 (vrcmdg NS =N B L] -3
TS EVREG) " Dadli NSO =
= I s Py VAV 2=y
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Fiplayee Educadion Agendunce Record
Fopic of [asservice: & Qe sl
Cuntent: )

(Yhjectives: \1ihe

e ‘ .
D«:rr. ggg?%m Lem;:/t AS yuns  Locations fm,ﬁ\ojw . [omm .

Presented Hy:
Lasrructaned Methad(t); Alecturs ADhcussion A¥iwal aids QG roup ietivity

[J3eif-1tudy module

1 ISkill itemonatrating
Jhher: ___ _ ,
Evtdence uf mem 1Pnst test 'JRetura vkill demunstratlon :

I:]('rmrplre:lm prcuntnt!om dParifcipation la discussion O Verhalization of contzat
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STAFF MEETING
December 22, 2010

Survey Results

Call Bell Response

Ice Coolman now kept in Clean Utility Room
ADL Books and Restorative Book
Documentation : Physicians and Pharmacy calls
Consultants reports

24 hour documentation

Patient specific documentation

Time line documentation

Change in condition

Behavior monitoring

Dr Paris — composition Book

Multiple phone calls to physicians

Patient Care issues : Shaving the men

Nail Care

Overall appearance

Page 33 of 128 PagelD:
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Kathleen Martin, RN, MSN, MPA, LNHA, CPHQ, WCC
368 White Oak Ridge Road, Short Hills, NJ 07078

973-218-6267 email: kathleenmartinl({@me.com fax: 973-912-9702

httpy//www jurispro.com/KathleenMartinRNMSNMPALNHA

EXPERIENCE

Hospicomm Management; Corp Headquarters; Phila., PA

Chief Clinical Executive

January 2010-Present.

Responsible for the clinical quality service delivery 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 clinical/nursing programs/operations.

Reduced survey deficiencies by 30-60%

Maintained census and occupancy in 80% of facilities at or above 92%.
Implemented programs for Case Mix Index, and MDS 3.0 RUG IV,
Designed clinical programs for: Heart Failure, Post-Stroke, Palliative Care.
Developed Customer Service and data outcome programs.

0O 0000

Bayonne Medical Center, Bayonne, NJ.

Asst. Vice President, Quality, Case & Risk Management,
Sept *08 to November “09.
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 100%} 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,

Cé EXHIBITZD }




Care One, Corp Headquarters; Fort Lee, NJ. {Feb "06-July ‘08}.
Administrater/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 {$16M+ 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 expensesfincreased 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 tumover to <3% with employee satisfaction
programis,
o Increased Press-Ganey scores to 82-86%; 98% in Rehab.
o Deficiency Free Survey, '07; established Performance/Quality Initiative
Programs.-5-STAR Quality Rating-CMS.

Administrator, Care One-Dunroven, Cresskill, NJ. February 2006-July 2007,
24/7 aperations of 100 bed Sub-acute/Rehab/LTC 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 (1 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 LTC/Sub-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.

Decreased expenses by 15-20%, '05.

Nominated DON for Governor’s Merit Award-Received.

Orthopedic program/wing to enhance sub-acute revenue.

Turnover to <2% annually.

Established Performance Improvement/Quality initiative program.

ao0oo0o0o0




Corp. Executive Clinical Services Executlve, NJ Facilities.

June 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 rounds-policy/protocol
development; regulatory standards and preparation; mock surveys; financial
assistance; risk management. {asked to be Administratar at Plaza Regency}.

Pope John Paul IT Pavilion/St. Mary’s Life Care Center,
S. Center St., Orange, NJI.
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,™ 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 95-100% census.

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, CQJ,
with over 125 employees, 2 contracted service departments, one Union in 130 bed
bld.; Administrative responsibilities including financial, budgetary, staffing,
Human Resource, Risk Management, Admissions procedures, J CAHO, 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, inifection control, education, wound
caref/rounds, fall prevention programs, MDS-Clinical Reimbursement and
Utilization Review.
2 SDOH surveys; 1 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 Sve./Endoscopy Unit/Cardiac Cath Lab./PACU/Transport Sve.;
Position Titled *95: VP Crit Care/ER 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 djvision; participated in mgt team in
1199-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 Schoo! of Nursing, Jersey City; Some direct patient care.

(Promoted from Asst. Director of Nursing, 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.

Children’s Specialized Hospital,
Mountainside, NJ.
Supervisor, Per Diem, August 1992-1994. Direct patient care,

Hoffman-LaRoche, Inc,

Kingsland Ave, 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-UMDNJ,

Bergen St,, Newark, NJ,

Clinical Nurse Specialist (CNS), Critical Care, July 1986-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 of Nursing, Newark.

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

Mubhlenberg 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 Nur'se, Oncology, February 1979-January 1980.

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

EDUCATION

Seton Hall University, South Orange, NJ.
MSN-December 1984.
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, AHCA; Review with nationwide team, Gold Applications for
Quality Award, 2/10-present.

Malcolm Baldrige National Quality Award Board of Examiners, 5/09-present.
Certified by Health Care Quality Board as CPHQ: Cert Professional in Health
Care Quality, Nov, 2007,

Licensed by State of NJ 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 of Nursing
Services, THE AMERICAN COLLEGE OF PHYSICIAN EXECUTIVES.
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 HCPro, Mass,, : “60 Essential Forms for LTC
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.”

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

“A Bereavement Program for Critical Care”, Crisis, Iliness, and Loss, (Quarterly
Joumal), June 1995.




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

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

o “Reducing Complications of Thoracic Trauma Due to Gunshot Wounds,”
Dimensions of Critical Care, November, 1989,

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

e “Case Studies in Hemodynamic Monitoring”, Critical Care Nurse, March 1987,

LECTURES/SPEAKING

o HCANJ-Health Care Assn of NJ, to speak full day on “Patient Safety”
9/11,

» 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.

s Financial Controls for Clinical Areas/DONSs, 2002, 2003, 2004.

» “DON Boot Camp;” 2 day program marketed to NJ DONSs, 2004, 2010,

» CQI: Pain Management Program Initiation, Northern NJ Ethics Alliance,
February, 2001.

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

» ER Course/Trauma/Neuro; ER Course, JCMC, 1994, 95, 796.

» Performance Improvement: How to For Mgt, 2001, 2002, 2003

» FMEA: Failure Mode Effect Analysis, 2002,

MEMBERSHIPS
e AHAP-Association for Healthcare Accreditation Professionals
» NAHQ-National Association for Healthcare Quality
American Medical Directors’ Association
American Society for Healthcare Risk Management
American College of Healthcare Executives
Association of Infection Control Professionals
American Association of Wound Care Professionals




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

973-912-9154 email: martgatt@vahoo.com fax; 973-912-9702

EXPERIENCE

Administrator/Executive Campus Director, Care One at Livingston,
Livingston, NJ. July 2007-present.

24/7 operations of 136 bed sub-acute/LTC facility; Oversight of 185 staff;
financial, marketing, and regulatory compliance; Also responsible for Separate
facility on property: Assisted Living, with 100 staff, 80 residents.

Administrator, Care One-Dunroven, Cresskill, NJ. November 2005-July 2007
24/7 operations of 100 bed Sub-acute/Rehab/LTC facility {Private pay/Medicare};
oversight of 200 employees; financial, marketing, regulatory compliance.

Under Hospicomm Management, Philadelphia, PA:

Administrator, Plaza Regency at Park Ridge, NJ. Sept 2004-November 2005.
Responsible for the 24 hour operations 0of 210 bed LTC/Sub-Acute care
rehabilitation facility, with over 200 employees; regulatory standards, financial
management {$22M budget}; quality of clinical services, marketing.

Corp. Executive Clinical Services Executive, NJ Facilities.

June 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; Regulatory Standards and preparation;
mock surveys; financial assistance. {asked to be Administrator at Plaza Regency}.

Pope John Paul II Pavilion/St. Mary’s Life Care Center,

S. Center St., Orange, NI,

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™, Phil., PA and
owner, Cathedral Health Care System, Newark, NI.

The Berkeley Heights Convalescent Center/Atlantic Health System,
Cottage St, Berkeley Heights, NI.

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
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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, 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,
Fall Prevention programs, MDS-Clinical Reimbursement and Utilization Review.

2 SDOH surveys; 1 JCAHO survey; periodic direct patient care; Responsible for all
nursing care 24/7, {Worked as Nursing Consultant from June-September 1999.)

Jersey City Medical Center, Jersey City, NJ. March 1990-February 1999.
Director of Nursing: Critical Care-3 units/Intermediate Care/Emergency
Dept/Surgical Sve./Endoscopy Unit/Cardiac Cath Lab./PACU/Transport Sve,;
Position Titled ‘95: VP Crit Care/ER 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
1199-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 of Nursing, Jersey City.

(Promoted from Asst. Director of Nursing, 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.

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

Children’s Specialized Hospital,
Mountainside, NJ.
Supervisor, Per Diem, August 1992-1994,

Hoffman-LaRoche, Inc,
Kingsland Ave, 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; znalysis;
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-UMDNJ,

Bergen St., Newark, NJ.

Clinical Nurse Specialist (CNS), Critical Care, July 1986-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, 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
of Nursing, 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,
JCAHQ; 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.




EDUCATION

Seton Hall University, South Orange, NJ.
MSN-December 1982,
MPA-June 1994,

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

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

PROFESSIONAL ACTIVITIES/AWARDS

Licensed by State of NJ as Long Term Care Administrator, 2001,

Certified by Health are Quality Board {HCQB}, Nov, 2007, as Certified
Professional in Health Care Quality, CPHQ.

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 of Nursing
Services, THE AMERICAN COLLEGE OF PHYSICIAN EXECUTIVES.
Board Certified as expert in Traumatic Stress, by the American Board of Experts
in Traumatic Stress, 1998, )

Certified as Grief Counselor by ADEC (Assn of Death Education & Counseling),
1995,

CCRN Certified for 12 years.

ACLS certified, 1982, 1986, 1989, 1993,

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,

" On Gary Null’s nationally syndicated radio show regarding article on pain

syndromes and biofeedback therapy, 1996,

PUBLICATIONS

Book Published, 2004, by HCPro, Mass., : “60 Essential Forms for LTC
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,




“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 Thoracic Trauma Due to Gunshot Wounds,”
Dimensions of Critical Care, November, 1989.

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

“Case Studies in Hemodynamic Monitoring”, Critical Care Nurse, March 1987.

LECTURES/SPEAKING
Recent:

«  Financial Controls for Clinical Areas/DONs, 2002, 2003, 2004.

s “DON Boot Camp;” 2 day program marketed to NJ DONs, 2004,

s CQI: Pain Management Program Initiation, Northern NJ Ethics Alliance,
February, 2001.

e Management, CQI, & Survey Topics, The Berkeley Heights Convalescent

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.

Financial Management for Nursing Managers, 2000, 2004.

Care of the Geriatric Resident in LTC.,




| DEFENDANT'S
o ST ﬁ f105 P EXHIBIT
Case SSQWHE L gmcument 59-4 Filed 07/08/11 Page 4o e

“
lD‘D " REC D"*——-Nf-)-l ICE OF DISCIPLINARY ACTION

o (2 [ [] - |
l EMPILOYLEE INFORMATION

dtlier Jago Facility 17
e Date of lire 3 e
Prior Disciplinary Notices in [jfe: (include date and nature)
i ?Tifﬁn‘nan ft {Pn_-'g ¥
Yl !:11 1~ a‘::s.l:;‘{g (.Ll:b
_ . a [ 1 B g
Diee C;- rfigeru s / e de ) 1 A l&\
v
TYPE OF VIOLATION I
O Dress Code O Performance O Resident Rights
O Behavior {3 Insubardination D Refusal to Perform Assigned Task
O Absenteeism/Tardiness O Patient Care 1 Other:
B DESCRIPTION ]
Date: 2\ Ck\ 1A Time; 3-11 \P
’cmcjlz scription of Issue, Situation or Behavior (what, where, how): A 2/‘;/ 1 LA f;, // P
7[' (L. /u @ ¥ of O ol .d(( lir /.;/m. iwal (£ o
Hsa G he-e. Pas Lifag Jd 1A i fof b e -f'r'r/-r A
(¢ 0“( d 14‘813 AL Qertan. of At—-’. ,{"t VLTI {/n i /!; L
—.B“‘ o dy oo yaskY Faart . Alel,: 43, ctle g 2k ), Leora et vy

—>
@“ EMPLOYEE RESPONSE l

Q lagree

I djsagree for these reasons:
~ 7,

A/\Alcq NA ~

7// /)//’//W Gnes //77,,/4 //'.,j,{;;m 7’,

’dp» /',. /7//14 aém 4

7 .0/ 2 ) W g
O ACTIONTO TE TAKEN
O Documented Verbal Notice 0O Written Notice
O Suspension for ___days to start on (date) and return to work an (tate),

Dues this Disciplinary Action Constitute Final Wammg OYes 0O No

Further problemy of any kind may lead 1o Surther disciplinary uction up to and including termination af employment,

Employee’s Signature Dale

Siguature is merely an acknowledgenient that his matter was discussed and does not indicare agreement,

D Employee Refused to Sign (Requires Witness Signature)

Supervisor's Signature Date

Ll 2t Spe, G SN2
ePartment Head/Ad minisirator Date Wilness'Signadamm ) Date

(One copy to Employee - one copy to Personnel File ~ Ope copy lo Sup§rv:sor)

omers005154 Q »(0




B R R

. = - - g g ' . 865

7ftL fh’ e 0 uef o - v ,4.‘ Uy ’l.

(FJIJV(G ,[L ,57L

”ffl' ol :
/ dnrur}m A/lu y

| ~ ke Yomr AT P00 Ko agt

(B0 jG loey { .

e Cft'C(—qn\u boal un /f’dﬂl' vz rf{-\’

Un L\ gr-m‘ 71 /:ldfn f -'A.,(r-t Lved s e /)D' ¢
(il Av b a3 Y oo, g‘? Stfas

/oy dra /s ¢ oo I A A ¢

~ o D 7

CJ/n :.-\' i L‘Jll-'-"/l"""\ Y

el o Mt Pl 2120

Somers005155




arers

Case 3:11-cv-02007-MLC -LHG Document

@  ®j

st »

x
DX FACILITY NAME CANE DNF @ SONEREET VALLEY
[ O CRDER
-3TEP NANTOUX ON ADMISSTON. THEN 1-5TEP YEARLY, IF

GATTVE.

59-4 Filed 07/08/11 Page 6 of 105 PagelD: 4866

ORDER FORM %:en CARE ONE @ SoWep

3

¥ (420 AWTE 79

Partnersisinna y
-

Ntatan pae

LINGLE RE:_MED A VT MARAGED CARE _  FATD..

BIEP (1) PP STU INTRADERMALLY. RFAD 4A-72 NOURS.
PFTER 2 HEEKS IT WEGATIVE:
REFFAT IN OFPOSIIE ARN -

AU INTRADERHALLY. READ 48-72 HOURS.

W TR T/) VA, 9 A

XTIy AN 4

PREUNOCOLCAL VACCINE 0.SHL IN
t. CIVE JF (VER 85 YEARS OF AGE
Fo CIVE JF NOT VACCIMATED WITHIN LAST 5 YEARS

L ATAURAT HOR SKILLED CARE™ AND “ADHIT FOR____ %)

. Wi b by s

ACETANINDPHEN 325HC TARS (SF: TYLENOL JZ5MC) 2 TABS

I650HE) PO L41E FAN FOR TENPERATURE 101 AND OVER

[ NES (N

_DIET (CHERK ONE) . N
(__JRECULAR I lcuasﬁuwﬂummm_s}smml%__--m
{_InaAs L1 FULL LIou[g (___I26RAN SODIUN
[__1CS S
L _JLON CHOL/FAT [ 1 wpPg ‘

U1 FLUID WESTRICTION ML DIETARY 7 A NURSING

CETANIKOPHEN 325G TABS (SF» TYLENGL J25MR1 2 TABS

B5ONC) PO D4H PAN FOR PAIN

TEXTURE:

{0 _mﬁ'__“”i-é!l_i’ﬂil-.i’_-.____[ IHICKENED Ligutos =~ — o
L) SOFT (LEVEL 3) (__INECTAR .
AY CRUSIT NEDS IF NOT CONTRAINDICATED BY [ JMECHANIFALLY A1) EKED {__JHONEY
ANUFACTURER, L JPUREED (LEYET 1) C__)SPOoN
[__IFINCER +00DS

FAIN ASSESSHENT EVERY SHIFT:

BCALE:
VERDAL MUNERIC SCALE

FACE PAIN SCALE REVISFD

ABOVE ORDERS COOD FOR 30 DAVS UNLEGG OTHCAWISE WGTED

oS!

e Sy

- o

PAIHAD SCALE )
L VEL s SCHEDULE IT HEQICATTONS ARE VALID FOR PARTIAL FILLING_FOR 60_DAYS FRON THI
h = ND PAIN _E_VATE IF PRESENTID FOK FILLING WITHIR 30 DAY OF THAT DATE PURSUANT T0 N.
1,2,3:4 = HILD PAIN 85-1,5(A1, NJAC 8:45-7.10(D) )
£i8:7 = HODERATE PAIR ”
8,9 = SLVERE PAIN  I_AEVIENED THE PLAN OF CARE INCLUDING COALS 1 CERTIFY THIS RESIDENT AEOULR
10 = VERY SEVERE - HORAIBLE RE_IN THIS NURSINE FACILITY

e, ya L @ &_

HFOTCATION: ___M[g(ﬂ/_é%, ABDVE ORDERS REVIFWED W A 7z
LJUSAGE!__ . _Route: y s
FREQUENTY: PHYSICIAK SIGNATURE

XX DO XX @ XX NOT XX

FAN_INDICATOR: T i e s 2
o -
PIAGNOSTs /v —-|. AUNE_OROEAS RGFET 7 _DATE ,4
| ADVANGED pRACTICE S SigatoRE T
ALLERGIES DIAGNOSIS / 7;’/
/ A /, 7
P AL e Grernre
PHYSIGIAN PHYSICIAN ADGRESS PHYSICIAN PHONE
¢ var( o
ALT. PHYSICIAN [ ! [4] ALY, PHYSICIAN ADGRESS ALY, PHYSIGIAN PHONE
i PWWDTT SEX [ORTEGFBATH 7 | FAGERC
» , L7 A IR e
/
> Il Somers005156

POS—44—~4 1 B5—8

IR ETHmm
31111




Case 3:11-cv-020

@..

PastnanPhumacy
oAby liiuid

07-MLC -LHG Document 59-4 Filed 07/08/11 Page 7 of 105 PagelD: 4867

[3

) . CARE OME & SONgf
PHYSICIAN'S @ ORDER FORM @ 1620 AU o

PEHIOD

- HEEKLY 5 IHJDS[H!AUDH
- CODEE 0RO AREA .

L:PREVIOUSIY. IDENTIFIED. ARES. w.' ™

e e NERLY JOENTIFIEN AREA —
. (LOHPLLTE P ORNON PRESSURE REEORD)

EDICATLIN: /Z/, P L X

USAGE:_ /. 7 _RWTE: _ 2) BYSIATRY. [ #YFE ¢ 1h0_
Aoy , —
7 D IPT/T/_EVALUATION AND_IREATHENT 4% REEOFD —
—— 57/‘3:2 hon —————
7 ~BMIE BAILS [ IYES_ [ WD - e
-AENESL L, AT SI0F - L, JLL_SIDE MP. o BRI EE U .

Ty e ey e prs e, b—— Tt 2t s bt e

ATOBILETIC AGENT PRESIRIBER? {_1WES [.180 —
ECL ARMNESP, EEOCEN,. NEUPOREN. NEWASTA. pROZRID . .

. L2 L
ot S, s

FREQUENCY:” . . e e -

IAGNDS15¢

_BMMBHMMMSHMYELLJHH e e
AE M BASFLINE. SCHENULE £5C EN __ rerssmrem—HEN HEE_LHEY OR. CRC (LIRCLE
EVLRY REEX FDR. 3 MEFXS DR ___ _AS DRDERED BY PRFSCRIBER..
| LIHOAE. FREQUCNT. CBE. AND.J‘J.AIU.[LRDURMEEEESABL EDR_KEHP.GEUHEHLASJA =D
| ARENTS).

Ll IR S e e a mew s ey

e R I Tk S SO U,

______ e e st CEeim L e s b by e s 4o m e i w rean

ASOVE_JRDERS.GADD.FOR 0 DAV LALESS ATV duisE NOTED.

. SCUEDULE 1.L NEQICATIONS 4REVALLD FOR PARTUAL FILLIRE FOR ’bo_nars_rnnn_w.
K OATE. IF_PRCSENICD, FNLFXLLIME VITHIN 30, DAYS, DF THAT.DATE 2URSUANT. 10 I
65T S MU BsbSeT oD, T
EDIEMII)H: A5 A ‘
wsaces, FLL T i P T L AEVIENED. THE PLAA. UF_CARE. INCLUBING, G0ALE 3. CERTLFY. TH7S. RESIDERT, REOUI!
REQUENCY: ) d T | .BEIR_TMIS_NURSINE.FALIL {oy.. SRR
(¥ 3
ANOSIRS e e e | AROVE ORBERS. REVTENED B
| PHYSICIAN SIBATANE. i "
ABOVE._DRDERS. NIYED. §
| ADVANCED. PRACTICE HURSE. S1ERATURE — DATE.
ALLERGIES / DIAGNOSIS/ W
‘ o0 - Ueon, C GrAR /&
PHYSIC), PRYSICIAN ADDRESS  © PHYSICIAN PHONE \
‘L,%M/ Vi
ALT/PHYSICIAN J ' ALY, PHYSICIAN ADDRESS ALT, PHYSICIAN PHONE

X X &

I lllll IIIllllllllllllll HIHIIHII i S

" [FOGHBEDAWING WW\WTDTM?TT&T DATE OF JIATH PAGE NC
A543 4 7/; 2/ 20

Somer50051 57




e MMESE T ¢ e

e mmeep ey

PagelD: 4868
d 07/08/11 Page 8 of 105

-LHG Document 59-4 File

Case 3:11-cv- 02007 MLC

x

DD

I‘mn:rsr'm e

- — ot e s |

CARE SNE @ soME
@ PHYSICIAN'S @ ORDER FORM (3 A1t AOITE 22

PEH!DD

s SIORER . OTHER PHYSICIAN'S ORDERS
lHYFUGLY"EUlL PRG)UL‘DL-_ e s 4 ot v e e

—
.ﬁg._- ..,,f.-_-.. N |

A 36 IS 655 THAR ToneanL T

| HHETHER, 08, NOL. THE PAVIENT "'l.'.f'_f.'.'.',:"f.f.'..",ff.'j”..".ﬂ"._"_':_':fﬁf o
T ,C_W IS_SYNTONAT)CL OH_LESS THAW s e e e
AL WU AV REGRIE,_ T
- SYHPIONS Junmf;ﬂcmnm o
FOK, urr@ctxcmm. e e e e
'Vf/ﬁ/’" moD 3R o TV ——— _. “_m e
Lo b gyppy | T n

KGIVE TRUERS E60d ron 30 dais | UNLESS GTRERVISE WTgr T

Yt s b s s bare

| SCHEDULE 1 HERICATIINS ARE VALTD FOR PARTYAL FILLARE Fom 80 DAYS FRON T

EIATEIF PRESENTHD O FILLING WITHIN 30 0AYS OF THAT DAV § PURSUAKT 10 .
ASTSUN), HUC B:6E-T,000)

I UEVIENED THE PLAN OF CARE INCLUDING GOALS | CERTIFY THIS RESIDENT REQUIF

YAV T 74
[l_‘ /4

DATE

>
L1 DATE 7/
A .&!z.va!«.csy..znnnr!,c.s..ayﬂ.ﬁt..§!5.E(A’.rfiﬁf B T
ALLERGIES DlAGN07
PHYSICIAN ADDRESS PHYSICIAN PHONE

PHYSICIAN
I / ﬂ P —
ALT, PHYSICIAN O

X

<

- | ALT, PHYSICIAN ADDRESS

ALT, PHYSICIAN PHONE

RO AT e RN
 POS~44-4150~D1.11~3

. ‘—“‘?m‘so‘/\“ NG #AED, RECORD # AOMISSIGN DAYE | SEX JORTE,OF BiATH PAGEND
% ﬂ ;— / /Lj g Yof
7

SomersDOS'I 58




AN PR A

Case 3:11-cv-

4 Mala
00183925
ation; 1Ea5t 176-2

*Patlent Instructions; Please continue to take the med/fcations that are Initialed in the 'YES' column.

***SOMERSET MEDICAL CENT R"'

HOME HISTORY MEDICATIONS
Adm-Disch: 01/31/11-No Discharge Dale

“PtType: Inpatient

Acct #: 006530933
Attend MD: HUANG , MING Y MD

" Admit Dx: R HIP PAIN AND RENAL FAILURE

Doctor Instructions: Please inltlal the YES or NO box for each medIcation.

Home Medication

Asplrln{a /mrln 325 mg
oral enterlc coaled
tablet)

Daxazosm(Cardura 8mg’
oral tablet)

Simvastalip(simvastalin
40 mg oral tablet)

wlecalciferol(Vitamin
Lo 1000 inil units oral
capsule)

AddRjonal Medleation

HOME HISTORY MEDICATIONS

YES NO Instructions

v

By Mouth, Dally

Other Instructions:

By Mouth, Dally

QGther Instructions;,

By Mouth, at bedtime
Other Instrucllons:

By Mouth, Dally

Other instructions:,

Other Instrucllons:;

1am agreeing to share the above Information with my primary care physiclan.

Pattent Signature: Date;
Physliclan Slgnature; ks W0 "b } vk\%:'r‘ i Init, Date: / / é / //
Physician Signature: / Init, Date:
ysiclan Slgnature: i Ini Date: ;
L e
RN Signature: l A ' :»l'( i ;
gna 1 s =) ’\Imﬁ \ /Dafe y I
Telephone Order Readback Time: “~Date: Rg S 005159
Page: 1 Pyint Date/Time: 02/06/11 12:08

02007-MLC -LHG Document 59-4  Filed 07/08/11 Page 9 of 105 PagelD: 4869-
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***SOMERSET MEDICAL CENTER™*"
ACTIVE MEDICATIONS AT DISCHARGE

Rt Adm-Disch: 01/31/11-No Discharge Data
Sl b #X: {24 ! Male -..—. Pt Typs! Inpailent
00188525 Acct #: 006530933
Locatlon: {Eqst 176-2 Attend MD; HUANG , MING Y N’ID

Admh Dx: R HIP PAIN AND RENAL FAILURE

*Palient Instructions: Please continue to take the medications that ara chacked in the 'YES’ column,
Doctor Instructions: Please check the YES or NO box for each medication.

ACTIVE MEDICATIONS AT DISCHARGE

4,
D

Madication YES NQ Instructlons Last Doge

Sodlum Chioride(lIC*) s/ 2.5 mL IV Flush, every shift 02/06/11 08:00
. Other Instiuctlons:,

Morphine(Morphine IV V] 74 mg IV Push, every 3 hours As Neaded 01/30/11 2352

Push) NOTICE: High Alert Medication

Other Inslructions:

Zolpldem{Ambien) N 5 mg By Mouth, at bedtime & may repeat 1 time As Neededo/31/1119:30

Other insiructions:,

Other Instiuctions:

Amlodipine{Nor;/asc) / )

az0sin(Cardura) / N 4 mg By Mouth, 2 times a day : 02/06/11 10:00

= 5 mg By Mouth, every 12 hours 02/06/11 10:00
N Oiher Instructlons:;,
cloNIDine(cloNIDine Tab L-0,1 mg By Mouth, every 6 hours . 02/06/11 06:00
{Antihypertensive)) 1 BP syslolic>170,0r Diastoll > 110
QOther insiructions:
Iron . 1 cap By Mouth, Dall, 02/06/11 10:00
— polysaccharide(Niferex) |\~ o«her’fnsemcunns ! d
- multivitamin(NephroCaps) . 1 cap By Mouth, Dally 02/08/11 10:00
Other Instructions:,
Epostin Alfa(Procril) | 20 SubCut, Every Thursday 02/03/11 14:07
Oiher {nstructions:,
~ Paricalcitol(Zemplar) (" 1 mcg By Mouth, Daily 02/06/11 10:001
Other Instructions:

Somers005160
Page; 1 Print Dale/Tima: 02/05/11 |1:45
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4871
'"SOMEERSET MEDICAL CENTER""*
ACTIVE MEDICATIONS AT DISCHARGE
Nam o IR Adm-Disch: 01/31/11~No Discharge Dats
Bex: - .24/ Male . Pt Type: Inpallent
00180620 - Acct #; 006530933 _,
Locatlon: 15ast 176-2 Attend MD: HUANG , MING Y MD \.@

Admil Dx: R HIP PAIN AND RENAL FAILURE

- patient Instructions: Please continue to take the medications that are checked In the 'YES' column,
Doclor Instructlons: Please check the YES or NO box for each medlcation,

ACTIVE MEDICATIONS AT DISCHARGE

Medication YES NO Insfructions Last Dogs
g%c%ta)mlnaphen( Tylenol [~ 650 mg By Mouth, every 4 hours As Nesded 02/06/1108:11
abs,

Other Instruclions:

Somers005161
Page: 2 Prinl Date/Time; 02/06/11 11:45
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. D.

B The Rasa Group

i 55 Skyline Drive Suile 209
B Ringwood, NJ 07456
Phone: 973-728-5800
Fax; 973-728-7070

Consultant Pharmacist's Progress Note
; For Recommendations Crealad Betwesn 2/9/2011 And 21912011
i _

i Care Cenlar.  Somorsel Valisy Rehabiliation & Nursing Centar Print Date: 2/912011

Station: | Room: 14 Bad: Reslqent:_ " MRR Dale: 2/9/2011

- Physittan Huang, Dr,

feT L

Recommendation Type: Transcribing of medication orders

Aspirin documented on transfer orders and POS, howaver unabla 1o locate on MAR thal was faxed. Plsaze review,
clarify and correct accordingly. Thank you, ’

g -

Amy Shah, PharmD, RPh, CCP
Consullant Pharmacist

Copyrighl Managed Healih Care Assoclates, Inc. {MHA) 2009

Somers005165
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The Rasa Group

55 Skyling Drive Suite 208
Ringwood, NJ 07456
Phane: 973-728-5800
Fax: 973-728-7070

Consultant Pharmacist's Progress Note
For Recommendations Created Between 2/97201 1 And 2/9/2011

Care Center:  Sommsrset Valley Rehabiliation & Nursing Centar Print Date: 2/8/2011

Station: | - Room; 14 Bad; - - 'Reside‘nt:- -~ . MRR Date; 2/8/2011
Physiclan Huang, Dr.

Recommendatian Type; Order clarilication request

Enteric coalted Aspirin documented on transfer orders, however appears as Asplrin on POS that was faxed. Was the
order changad upon admission? Please clarify. Thank you.

Amy Shah, PharmD, RPh, GCP
Consultanl Pharmacist

Copyright Mansgod Heallh Care Assocdlalas, Inc. (MHA) 2009
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DAILY*SKILLED NUHSES NOTES ‘ \

o ST

cop

ceaxa

"u
Data: Q_‘_L?:_._LL‘_ Tempera!ure' : e 1 Phlse; . e flesp a2 g/ﬁ.‘ T '
DIRECTIONS: (X) Al appllcq.b'@ boxes. Clm!a appmpriala'uam(a) sepamlqd by "/' S!gnatura and Iﬂb of nursa for 2 appmpﬂam shlr
il 071 ] R E T L I BIE]S NI
} q (310 0
Alert oA Regilar Rhylhm W17| | Nausea/ Vimiting Halance / ek
Crisnted to B G E AadlaAckar]iregulay:, 1. ¥ T Eblgnsiiy Uisimal - B saknass A,
Person G Ghgst Paln_._, R - Olficulty Swaliowing . |7 JWNL
‘Place NN Edama ST e ,¢ is tfon” pa3n
~Tme .~ , Pedali LI/At 71 .| Dlanhey ¢, . S0l Tsyope
* (AnxiolmiAghated * ] Plliing +1 g N . Conafipation ~ : " | HendAche
thargks ~A #2 3N Bowel Sounds Decreansd Grasp
Atrirmal Slesp Paflarn|\* I Prasant At
Forgeul/Confused 1/ - :Absent LL
Hallucinationa/Dalusians Abroma) Perpher! Puisss | | Hyperactive Docreased Moveman
WL v i Hypoaciive Urve  Tioe |
Dae Oue
D Abnormal Pupil Reaction
Labored Brenthing Uncloar Speech | RAlght |
Shallow Reaplrations Unable io Spask Lefl
Ralea / Rhonchl Unabie to Maks Self Byming Tremors
Wheszlng Undarsiood Distantion / Retantion Vortigo
Cotigh Unable to Hear Froquency / Urgency WNL
Dyspnea / SOB Uniibie 1o Sea . Hematuiix
02 LPM Docreased Tactle Sensation 17 [ 7| | Cathotar Jaundiced
JraN WL | A [ Urina L
J Continuous Discolored Pallor
S202 % % % p Sadiment Clammy
Suctioning Origin: Odor Chiils
Trach Cara Location: Dischams . |Flushing of Skin
Vent Care Intensity: (0-10) WNL ¥ 17]_|Reah 7 itching
Lungs Clasr ) Nons 4 Abnotmal TurgorElasticily
WHL Yav: WHL R
MD Orders Obssive S/SX Infoction 3”|/] | Wound Cars Dressings Therapy (PT, OT, ST) e
MD Notl Tanstusions Pressurs Ulcor Cara Nursing Rehablitation i
Shilled Obsarvation & Gal Trahing/Prosthasia Staxla Ulcars Rasplratory Therapy
Assassmant Caip Trachsostomy Care Braces, Caats, Spints,
Dlabetic Managemant Sall Adminisiragion of Buctioning Orthotics, atc. Carw/Toach
Glucomaler Randingy Injectuble Mada IV Medication
Da ton/Fluld Intake Terminal finesy IV Feading / Hydration
Chemotharapy Care/Teach Intramuscular Injeciions
Managemert / Tasching Dlst Teaching Tubs Feeding
Diatysls Managament Bowel & Bladdar Thaln Pain Manageman{
Obsarve Medication Teach/ Cam IV Cathetor
Sida Elfects / Teach | Stoa )
Slgnatura/Tite (Newd | _ EM& E:
DA O f) -
ol Pecoy pmd 1o dasad o "o :
20 SNy oot Moo mrH - No c.omp\ I
D Rpotr Ly, €1 ooy Esorhe, \awnM;J
LieAds e D ‘o ey . 7O SN e
140 =Pocto Vrry [
Altending Physiclan Record No, Floom/Bed~
A RR- Kok poqi | &1
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B e T TN O S

DAILY SKILLED NURSES NOTES

Dale: ;g_i_)_t_/.(__ Tampsralure:; Pulse: ff' Resp: __ 229 pp: _ﬁm
DIRECTIONS: (X) All applicable boxes. Circla appropriate {lem(s) separaled by *r". Signature and fille of nurse for apprapridle shitt,
e 1 - IN[DIE| N|D|E N[DIE
£ H il {3 (3 [ 3
Alerl / | A Ragular Rhythm udl Nausea / Vomlling Balance / Gail Bri§leagy |-~ | ,
Orlsnted o RadlaliAplcal {rreqular Eplgasiic Dislress ParlystTbWeaknesyy | 2 /
Person Chasl Pain Difflculty Swallowlng il -
Placa Edema Abdominal Distention 0
Time Padal: L1/ gt Diarrhea Syncope
-| Anxlous/Aghtated Pitling 41 ~ Conslipallon Headachs
HasllossAethargle +2 Bowal Sounds Decreased Grasp
Abnormal Slaep Pattarn +3 Prasant " RL
Forgatiul/Confused <1 A +4 Absant ' .
Halluclnationa/Dsluslona Abriormal Feripheral Pudsag Hyparactive Decraased Movamant
WNL / Hyponciive Urue  OLue
i LGAte  HAue
Hespirato 0 Abnarmal Pupil Reaction
" {Labored Braathing ~ Unclear Spaach Right
Shallow Respirations Unable fo Speak Latt
Rales / Rhonchl Unablo to Maka Salf - Burning Tiemors
Whaesxing Understood Distention / Retertion Vertiga
Cough Unabla {o Hear Fraguency / Urgancy WNL r;
Dyspnen / SOB Unabtla Io See Hematuria
02 LPM Decreased Tactia Sensation Cathater Jaundiced
Upran WAL 1 /1 _#Udna Cyanvsis
U Continuous Discalored Pallor
5202 % % % P Sedimant Clammy
Suctioning Origln; Odor Chiils
Trach Care Locatlon: Discharge Flushing of Skin
Van! Care Intenslhty: (0-10) WNL av; Rash / liching
Lungs Clear Nona 1 /A Abnormal Turgor/Elasticity
WNL L1/ ' WHL i
MD Omders Obsarva S/SX Infection Wound Care Drassings Therapy (PT, OT, 8T) /
MD Notiflag Transluslons Pressura Ulcar Care Nursing Rshabilltallon /7
Skllled Qbsarvation & Galt Tralning/Prosthesis Stasls Ulcers Resplratory Therapy
Assessmant [] YCtam / racheoslomy Care Biaces, Caala, Splints,
Diabslic Managsment Sell Adminlgtration of Suciloning Orthntics, elc. CarafTeach
Qlucomeler Readings Injactable Meda fV Medicallon
DshydrallsrFluid Intake Tarminal llinass IV Feeding / Hydrallon
Chemotharapy Care/Teach Intremuscular Injections
Management / Teaching Dlel Teaching Tuba Feedling
Dialysls Managemant Bows!| & Bladder Thainng Paln Management
Obsoive Medication Teach/Cans IV Catheter /
Side Eflacts / Teach | Siles 4
Signature /Title | N: L-e pa AL D: E:
34 O A 3
/’/ Dz &= ooy D /f«/écédﬁac:.»—- //0?:’
clzse L ffeclifocs B £0p p i
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DEFENDANT'S
EXHIBIT

Z

e
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z
e
2
[
3
o

Employee Education Attendance Record
Topic of In-service: __ N A€563  y7 6~
Content: 1+ PW‘-*M_ (VD n&(rw QW:! @ b%}ﬂﬂ\f\f) %
Swith; shkld, 0 Oup Wed T scdippdll
W0 umal Aurig o Mmﬂ recowngrePords , $dard i et gpli'nd
8 Reowlod " ceports — plouwimedirg @ 1a4° epen
3 VY\Q&I/LUM‘Q ¢MMr33/on Q_)'wfatgm %Kqﬂ.OM&wm&«ﬁtu‘m

Objecnves.
Ly NU\r.ﬁ}r\/f; Owbbun,emefoua/\ow —

¥

€ - Q.Dbtr‘d:ﬁo/m} oy uisidos . Conpptlonts

Date: 1]14 |10 _Length_J5 ™1 Location:

Presented By: ,
Instructlonal Method(s): QLecture UDiscussion QVisual aids QGroup actlvity
Qskilt demonstration  QSelf-study module

Q Other: ,

Evidence of Learning; ClPoat test OReturn skill demonstration

QGroup/team presentation (JParticipation in discussion (I Verbalization of content

to meet objectives JOther

. Prmt N‘lmt 1 Signature |  Department | Shift
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DEFENDANT'S
EXHIBIT

So

=
-
&
E
o
3
E
a

f{\

- ' Employee Education Attendance Record
Topzcofln-servbgg MNEDLCeTioN  ADM I 3T emr()n/i@ocmmém
Content: 1" & s o4 rreotn codaon ol vais bradige 00

2 Modeine, e Ghaf Ohx res)eleals - Swedle v
Oher v8ols be lore Ze,aw% Iha_cendolenty (896
3 . [JEading- over W’éd?j N dfemfwnf? inSqu
weolle s Yade nﬁw Q‘W«f 12)‘ Mrgmgder- sdeps UF«»««”‘

Myt AN g‘v Pwec,

Ob]ectzves. At the completion of this training session th : 3
H Sodf rma(/\mﬂ/o o@m;m;é,a | “be ?ﬁ‘% 0501"_'\6‘11"'
A — 49 A
/"/e PYW(ZI/\ A/ w&o%«l o rOunaf

: (?(A«MLVY:M d‘:YY\M
Date: E(JJ’ [io_Length__ 30 Location:~
Presentbd By: |- oven D oc P
Instructional Method(s): QLecture QODiscusslon QVisual aid
CASENC, - Sﬁ%’hﬂw

CISkill demonstration DSclf-study module

i 1 QoOther: h

i | Evidence of Learning: CiPost test  JReturn skill demoustmtion
QGroup/team presentatiau QParticipation in discussion O Verbalization of content

to meet objectives QOther
PrintName |  Signature Department Shift
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DEFENDANT'S
EXHIBIT

31

Blumberg No. 5114

O Employee Education Attendance Record
/ Topic of In-service: ______
Content: "Yhu(mm{ ey

Objectives: Apthe co

Date: ___ Length Location:

Presented By:
Instructional Method(s): OLecture ‘QDiscussion Visual aids O Group activity
QSkill demonstration  (ISelf-study module

Q Other: — ,
Evidence of Learning: C!Post test ClRetura skill demonstration

/
; W QGroup/team preaenfation QParticipation in discussion QVerbalization of content
to meet objectives QOther ; .

~ Print Name o Signature ! Deg'srtrnent | Shift
TR D20 0y PR L7y 1 lm: A e
Cebhen 1o h Rupad NS 23

| JzreyY SANTES 1T Aoy rsS, 3-/7
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Case 3:11-cv-02007-MLC -LHG Document 35-8 Filed 05/11/11 Page 4of128 Pag D

C 2294 3R A '

, Nurses’ Meeting y )( & 7
O September 15, 2010 TR Océ\g

Agenda of topics;

1. Responsibility of answering phones
a. Many complaints from families and staff when calling 11-7am
2. Care Issues/Lack of Supervision
3. Proper Assessment and Documentation
a. Admissions x 5 days
b. Vital signs
4. MARS/TARS
a. Blanks
b. Narcotic books
c. Coumadin cards
Nebulizers/Dated items i.e. oxygen tubing
Incident and Accidents/Documenting Behavior
a. 72 hour charting
Med Errors/Signing for bed alarms/TED stockings
New Ulcers/Wounds require incident report and investigation
Pain Assessment/Pain Documentation ?
a. Delay of administration ’
b. Survey Issue (2 Gs)
10. Lunch and Dinner Assistance
11. Infection Control/Oxygen Signs/Room Rounds
12. Cell phone use prohibited on Nursing Unit/Patient Care Area
a. This includes texting
[3. Missed Punches -
a. “Missed Punch Form” will no longer accepted, employee must
get a Supervisar to override
b. Not punching at all may result in not getting paid for that shift > \

within the appropriate pay period and will result in disciplinary [
action ,-/‘L
14. Admissions- Nurses 1:1 training/orientation .
15. Audit tool for foley/g-tube Mz )
16 System based, ocumentatzo C“C"‘/QS '
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Topic of In-service: _fJe| pess Tedod e~/ 7741& Blace
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b&S\% ‘;f(/lvA\\M me d #é,g_‘l

Objectives:

Date: 2&2[!0‘ Length_[S mues Location: Un k-
Presented By:
Inytructionad Method(s): ’ZfLecture QDiscussion QVisual aids QOGroup activity
JSkill demoastratioa JSeif-study modute

3 Other: , - 7 —
Evidence :)Lteamlng: QPast test, CJRetura skill demanstration

OGroup/team presenfaﬁou ﬂﬁ!rﬂcipadon in dlscussioa O Verbalization of content
to meet objectives JOther
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8 Employee Education Attendance Record
Topic of In-service: _ Doy Lehom

Content@glkgm nadis ﬁ,,,z qany aloctansndadson anust be claden ainl
dime (2) Qi et conusde e doviscsaled aflod
mwr“\m anmmtn

Qo & owagocd igpts

Objecttves. At the completion of this training session the participant(s) will;

M_ML!A%_MJ @/lALIIAAA 0O e ‘G il 4

Date: Length Location:
Presented By:
Instructional Method(s): QLecture Discussion QVisual aids QGroup activity

... CISkill demonstration QSelf-study module
¥ O Other:

() Evidence of Learning: QPost test UReturn skill demonstration
QGraup/team presentatmn U Participation in discussion (Ol Verbalization of content

to méet objectives QOther
[ = PriatName . | Signatare |  Department ]| Shift |}
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