
AGENDA 
BOARD OF EXAMINERS FOR NURSING 

Department of Public Health  
410 Capitol Avenue, Hartford, CT 

Third Floor – Hearing Room 
April 15, 2020 - 8:30 AM 

Chair Updates 
Open Forum 
Additional Agenda Items and Reordering of Agenda 
National Council of State Boards of Nursing - Update 

MINUTES 
March 18, 2020 

SCOPE OF PRACTICE INQUIRIES 
February/March 2020 

SCHOOL ISSUES 

• COVID-19
A. Connecticut League for Nurses – Request for expansion of alternate clinical placement

experiences

B. Lincoln Technical Institute – Request to use virtual clinical experiences.

• Porter & Chester Institute

MEMORANDUM OF DECISION 

• Brian Gross, RN - Petition No. 2019-536
• Laura Kisatsky, RN - Petition No. 2018-1416
• Danielle Miranda, RN - Petition No. 2019-87
• Charlene Zikaras, RN - Petition No. 2019-522 

MOTIONS FOR SUMMARY SUSPENSION 

• Heather Spaulding, RN Petition No: 2019-1224  Staff Attorney Leslie Scoville 

CONSENT ORDERS 

• Carissa Kelly, RN, APRN Petition No. 2019-1025  Staff Attorney Joelle Newton 

• Kimberly Smith, LPN Petition No: 2019-592  Staff Attorney Joelle Newton 

• Milagros, Narido, RN Petition No: 2019-1055  Staff Attorney Joelle Newton 

This meeting will be held by telephone conference.  

The call in number for the meeting is 1-877-653-5974. The passcode is 10619990. 



The following minutes are draft minutes which are subject to revision and which have not yet been adopted by the Board. 

 
The Board of Examiners for Nursing held a meeting on March 18, 2020 at the Department of Public 
Health 410 Capitol Avenue, Hartford, Connecticut in the third floor hearing room. 
 
BOARD MEMBERS PRESENT: Patricia C. Bouffard, RN, Chair 
     Jason Blando, Public Member – via telephone 

     Elizaida Delgado, LPN – via telephone 
     Mary Dietmann, RN – via telephone 
     Lisa S. Freeman, Public Member – via telephone 
     Jennifer Long, APRN – via telephone 
     Geraldine Marrocco, RN – via telephone 
     Gina M. Reiners, RN – via telephone 
 
BOARD MEMBERS ABSENT:  Mary M. Brown, RN 
 
ALSO PRESENT:   Stacy Schulman, Legal Counsel to the Board, DPH 
     Janet Brancifort, Public Health Services Manager, DPH 
     Dana Dalton, RN, Supervising Nurse Consultant, DPH 
     Helen Smith, RN, Nurse Consultant, DPH 
     Brittany Allen, Staff Attorney, DPH – via telephone 
     Linda Fazzina, Staff Attorney, DPH 
     Joelle Newton, Staff Attorney, DPH – via telephone 
     Leslie Scoville, Staff Attorney, DPH 
     Agnieszka Salek, Hearings Liaison, DPH – via telephone 
 
Chair Patricia Bouffard called the meeting to order at 8:32 a.m. 
 
CHAIR UPDATES  
Nothing to Report 
 
OPEN FORUM  

Bianca Simonera, a former student at the Porter & Chester Waterbury campus addressed the 
Board as to her dismissal form Porter & Chester. 
Debra Hessell and Philp Krebes were present by telephone from Porter & Chester.  They will 
communicate further with Ms. Simonera. 

 
NATIONAL COUNCIL STATE BOARDS OF NURSING  

Geraldine Marrocco, Mary Dietmann and Chair Bouffard participated in a Nurse Education 
Committee webinar. 

 
MINUTES 

Gina M. Reiners made a motion, seconded by Mary Dietmann, to approve the minutes from  
February 19, 2020 as edited.  The motion passed with all in favor except Elizaida Delgado who 
abstained. 

 
SCHOOL ISSUES 

COVID-19 
The Board had discussion with representatives of Connecticut registered nurse and practical nurse 
programs regarding issues resulting from restrictions related to COVID-19 and how the restrictions 
will impact clinical training for nursing students. 
Geraldine Marrocco made a motion, seconded by Mary Dietmann that in accordance with section  
20-90-47(d) of the regulations for nursing education programs, that the Board endorses and 
approves alternative methods for programs to provide flexibility to senior nursing students to meet 
clinical requirements, as provided in section 20-90-52(c), for respective program graduation and 
NCLEX -RN eligibility.  The motion passed unanimously.
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Gina Reiners made a motion, seconded by Geraldine Marrocco, that the Board authorizes the 
approval of major curriculum changes, as set forth in section 20-90-47(d) of the regulations for 
nursing education programs, prior to a comprehensive plan being presented to the Board for 
review prior to the implementation of changes.  The motion passed unanimously. 
 
Sacred Heart University 
May Donius was present by telephone on behalf of Sacred Heart University. 
Helen Smith, RN reported on a 03/03/2020 a visit to Sacred Heart University College of Nursing 
subsequent to the approval of the Second Degree Accelerated Bachelor of Science in Nursing 
Program.  
Geraldine Marrocco made a motion seconded by Gina Reiners to approve the results from the site 
visit. 
The motion passed with all in favor except Mary Dietmann and Jason Blando who abstained. 
 
Porter & Chester Institute – Plan of Correction – Monthly update 
Philip Krebes, Debra Hessell and Joan Feldman, Esq. were present by telephone on behalf of 
Porter & Chester. 
Helen Smith, RN reported on site visits to Porter & Chester campuses and the monthly plan of 
correction update.  Mr. Krebes expressed concerns with the report by Ms. Smith. 
The Board requested that Porter & Chester provide a detailed written response to the report by Ms. 
Smith. 

 
MEMORANDUM OF DECISION 

Jennifer Rivers-Biltcliffe, LPN - Petition No. 2017-1043 
Gina Reiner made a motion, seconded by Mary Dietmann, to affirm the Board’s decision placing 
Ms. Rivers-Biltcliff’s license on probation for a period of one year.  The motion passed with all in 
favor except Elizaida Delgado who abstained.  Chair Bouffard signed the Order. 
 
Greg Ulrich, RN – Petition No.2018-255 
Gina Reiner made a motion, seconded by Lisa Freeman, to affirm the Board’s decision dismissing 
the charges against Mr. Ulrich.  The motion passed unanimously.  Chair Bouffard signed the Order. 
 

LICENSE REINSTATEMENT REQUEST 
Margaret Weiss, RN 
Dana Dalton, Supervising Nurse Consultant, DPH, presented a license reinstatement request for 
Margaret Weiss, RN.  
Following review, the Board concurred with the DPH recommendation that Ms. Weiss’ license be 
reinstated to probation for a period of four years with conditions including drug/alcohol screening, 
therapy and employer evaluations, and attendance at AA/NA meetings, completion of a refresher 
program and passing the NCLEX examination. 
 

MOTIONS FOR SUMMARY SUSPENSION 
Karina Francis, RN - Petition No. 2020-157 
Staff Attorney Brittany Allen presented the Board with a Motion for Summary Suspension for Karina 
Francis.  Ms. Francis was not present and was not represented. 
Mary Dietmann moved to grant the Department’s Motion for Summary Suspension in that 
respondent’s continued practice as a nurse is a clear and immediate danger to public health, safety 
and welfare.  The motion was seconded by Gina Reiners and passed unanimously.  Chair Bouffard 
signed the Summary Suspension Order.  A hearing will be scheduled for April 15, 2020. 
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Colleen Gallagher, LPN - Petition No. 2020-76 
Staff Attorney Linda Fazzina presented the Board with a Motion for Summary Suspension for 
Colleen Gallagher.  Ms. Gallagher was not present and was not represented. 
Geraldine Marrocco moved to grant the Department’s Motion for Summary Suspension in that 
respondent’s continued practice as a nurse is a clear and immediate danger to public health, safety 
and welfare.  The motion was seconded by Mary Dietmann and passed unanimously.  Chair 
Bouffard signed the Summary Suspension Order.  A hearing will be scheduled for April 15, 2020. 
 
Vanessa Clough, RN - Petition No: 2020 111   
Staff Attorney Leslie Scoville presented the Board with a Motion to Withdraw Statement of Charges 
in Lieu of the Motion for Summary Suspension for Vanessa Clough.  Ms. Clough was not present 
and was not represented. 
Ms. Clough surrendered her license on March 16, 2020.  Geraldine Marrocco moved to grant the 
Department’s Motion to Withdraw Statement of Charges.  The motion was seconded by Mary 
Dietmann and passed unanimously.  Chair Bouffard signed the  Motion to Withdraw Statement of 
Charges. 

 
CONSENT ORDERS 

Dianne Mealy, RN - Petition No: 2019-835 
Joelle Newton, Staff Attorney, Department of Public Health presented a Consent Order in the 
matter of Dianne Mealy, RN. 
Ms. Mealy was not present and was not represented by counsel. 
Gina Reiners moved and Mary Dietmann seconded, to approve the Consent Order.   The motion 
passed.  Chair Bouffard opposed.  Chair Bouffard signed the Order which imposes a reprimand 
and probation for a period of six months. 
 
Tabitha Banker, LPN -  Petition No: 2018-557 
Leslie Scoville, Staff Attorney, Department of Public Health presented a Consent Order in the 
matter of Tabatha Banker, LPN.  
Ms. Banker was present by telephone with Attorney Cody Guarnieri. 
This matter will be added to the April agenda after edits are made. 
 
Jill Cavanaugh, RN - Petition No: 2018-443 
Joelle Newton, Staff Attorney, Department of Public Health presented a Consent Order in the 
matter of Jill Cavanaugh, RN. 
Ms. Cavanaugh and her attorney were not present. 
Gina Reiners moved, and Lisa Freeman seconded, to approve the Consent Order.  The motion 
passed unanimously.  Chair Bouffard signed the Order which imposes a reprimand and probation 
for a period of one year. 
 
Susan Romatzick, RN - Petition No. 2019-628 
Linda Fazzina, Staff Attorney, Department of Public Health presented a Consent Order in the 
matter of Susan Romatzick, RN.  Ms. Romatzick was present by telephone. 
Geraldine Marrocco moved, and Mary Dietmann seconded, to approve the Consent Order.   The 
motion passed unanimously.  Chair Bouffard signed the Order which imposes a reprimand and 
probation for a period of six months 
 
William Meister, RN - Petition No: 2018-733 
Joelle Newton, Staff Attorney, Department of Public Health presented a Consent Order in the 
matter of William Meister, RN.  Attorney John Denver was present by telephone on behalf of Mr. 
Meister. 
Geraldine Marrocco moved, and Jennifer Long seconded, to approve the Consent Order.   The 
motion passed.   Chair Bouffard signed the Order which imposes probation for a period of four 
years. 
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HEARINGS 
Judith Cullen, RN - Petition No. 2016- 1160 
Joelle Newton, Staff Attorney was present by telephone for the Department of Public Health.  
Judith Cullen was present by telephone but was not represented. 
Gina M. Reiners made a motion, seconded by Jennifer Long, to grant Ms. Cullen’s request to 
modify the frequency of urine screens required by an April 17, 2017 Memorandum of Decision  
The motion was made on the record and passed unanimously.  
 

ADJOURNMENT 
It was the unanimous decision of the Board Members present to adjourn this meeting at 
11:56 a.m. 

 
Patricia C. Bouffard, D.N.Sc., Chair 
Board of Examiners for Nursing 
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Debra Hessell

From: Debra Hessell
Sent: Tuesday, March 3, 2020 3:46 PM
To: Helen.Smith@ct.gov
Subject: FW: Franklin Jones

Good afternoon 
 
Please see below from Apple Rehab. They cannot locate the orientation document for Mr. Jones but can attest that he 
was in attendance. I hope this will be sufficient. 
 
Regards 
 
Debra 
 

From: Rachel Webb [mailto:rwebb@apple‐rehab.com]  
Sent: Tuesday, March 3, 2020 3:14 PM 
To: Debra Hessell <dhessell@porterchester.com> 
Subject: RE: Franklin Jones 
 
Franklin Jones was here for mandatory inservicing on 2/11/10 
 

From: Debra Hessell [mailto:dhessell@porterchester.com]  
Sent: Tuesday, March 3, 2020 1:35 PM 
To: Rachel Webb 
Subject: RE: Franklin Jones 
 
Thanks. Can you please confirm the date? 
 
Debra 
 

From: Rachel Webb [mailto:rwebb@apple‐rehab.com]  
Sent: Tuesday, March 3, 2020 1:34 PM 
To: Debra Hessell <dhessell@porterchester.com> 
Subject: Franklin Jones 
 
Hi Deborah! 
Yes, Franklin Jones was here and did attend the mandatory inservice. 
 
Rachel Webb RN S/D 

 
 
This transmission may contain confidential information that is protected by federal and state law. It is intended 
only for the use of the individual to which it has been addressed. Only the person named on this transmission is 
authorized to view any information contained herein. Re-disclosure without proper consent is prohibited. 
Unauthorized use or disclosure or failure to maintain confidentiality may subject you to penalties under both 
federal and state law. If you have received this message in error, please contact sender.  





 
Response to BOEN presentation on March 18, 2020  
 
Porter and Chester Institute (PCI) appreciates the opportunity to respond to the report made by Ms. 
Helen Smith on behalf of the State of Connecticut Department of Public Health to the State of 
Connecticut Board of Examiners for Nursing (Board) at its March 18, 2020 meeting.  PCI’s Director of 
Clinical Experience (DCE) was present during the visits made by Ms. Smith to the PCI clinical sites on 
February, 2020.  PCI’s Acting Director of Nursing (DON) was also present during the start of Ms. Smith’s 
visits and received feedback from Ms. Smith once the clinical experience ended. 
 
As detailed in Ms. Smith’s outline, Porter and Chester will address each site visit per campus. 
 

Enfield - visit date 02/11/2020, day program, 8th Term, 4 students and 1 Instructor.  The 
following sets forth Ms. Smith’s findings and PCI’s response to such findings: 

Ms. Smith:  The instructor requested that students who arrived early to the clinical location 

determine if the patients assigned to each student were still at the facility (so that necessary 

changes to the student assignment can be made by the instructor). 

 

PCI Response:  PCI has reminded all faculty and students that faculty must be present before 

attending to any residents and that it is the instructor’s responsibility to confirm that patients 

are present at the clinical site.  Any student arriving early at a facility must wait for the 

instructor in the room where the pre-conference is to be held. 

 

Ms. Smith:  The PCI instructor and the students were not aware of the location of the nursing 

policy and procedure manual, infection control manual and Safety Data Sheet (SDS or MSDS) 

manual. 

 

PCI Response:  PCI did provide the orientation checklists for the 8 students and instructor and 

all were informed regarding the location of these manuals.  The orientation was completed by 

the facility staff on 07/24/2019 and 01/20/2020.  At this particular facility site, all of the 

policies were electronic.  The facility’s infection control book, the SDS, MSDS were held in the 

supervisor’s office and the facility stated that they would provide printed copies for easier access by 

the students and faculty. 

 

Ms. Smith:  The student assignment was not posted at the nursing station- unsure how the 

student responsibilities were communicated to the facility staff. 

 

PCI Response:  The assignment was posted by the PCI instructor on the prior evening.  

Unfortunately, unbeknownst to the instructor, it had been removed by the nursing staff at 

the facility.  This was a recurring issue that had been addressed with the facility management 

on several occasions.  An alternate location for posting assignments has been recommended 



by the DCE. 

 
Ms. Smith:  The instructor directed the students to complete patient “assessments”. 
 
PCI Response:  The PCI instructor used the word “assessment” in error and quickly corrected 
herself stating that PN’s do not “assess.”  Further, the PCI curriculum does not at all reflect that 
PN’s assess.  There is no evidence that PCI instructs its students to assess. 
 

Ms. Smith:  Students were observed not checking/verifying the patient’s identity (i.e., 

checking the patient’s name band) prior to providing care and services.  In addition, multiple 

patients that the students provided care and services to, did not have a name band in place. 

 

PCI Response:  The residents to which the students were assigned all had wrist bands in 

place.  Ms. Smith asked students to perform finger sticks on other residents, 2 of which did 

not have a wrist band.  Picture IDs are in the medical record, as per facility policy, which 

were reviewed by the students prior to performing the finger stick. 

 

Ms. Smith:  Students were observed with their cell phones when on the clinical unit, which is 

not in accordance with the PCI clinical expectations. 

 

PCI Response:  Having cell phones on the clinical sites is not consistent with PCI standards 

and instruction and the subject students were counseled regarding the use of cell phones on 

resident units. 

 

Ms. Smith:  The instructor failed to review the individualized patient care plan with 3 

students who had a change in patient assignment prior to the students providing care and 

services and during the entire clinical day. 

 

PCI Response:  The DCE witnessed the instructor reviewing the care plan with each of the 

students who had a change in their assignments. 

 

Ms. Smith:  Observed one student asking a facility Certified Nursing Assistant for direction  in 

order to provide care and services to a patient. 

 

PCI Response:  It was noted that students asked the CNA for additional linen.  None of the 

students were observed requesting guidance on providing care to the residents. 

 

Ms. Smith:  Unsure if each student performed the duties for each patient that were 

assigned to them by the PCI instructor including complete “Activities of Daly Living” (ADL) 

as no student was ever observed completing any ADLs. 

 



PCI Response:  The DCE observed students with towels and linens and providing personal 

care to each of their assigned residents. 

 

Ms. Smith:  Students were not using gloves when necessary-when providing direct care and 

handling “dirty” equipment. 

 

PCI Response:  The student did not have the med-pass cart outside the room while 

performing a blood sugar check, and as such removed her dirty gloves prior to leaving the 

resident’s room.  The student left the resident’s room carrying the glucometer in his/her 

ungloved hands, as walking in the corridor with gloves on, is not permitted.  The student 

then cleaned the glucometer per facility policy and washed his/her hands.  Nevertheless, the 

instructor met with the student and reviewed proper procedure for handling the dirty 

equipment. 

 

Ms. Smith:  Students were not completing hand hygiene/washing after removing “dirty” 

gloves and before donning “clean” gloves. 

 

PCI Response:  During an observation, a student omitted hand hygiene once after 

removing dirty gloves during a dressing change.  This was completed properly by the 

student for a subsequent dressing change performed by this student.  Nevertheless, the 

instructor discussed with the student the proper protocol relating to hand hygiene. 

 

Ms. Smith:  Instructor directed students to clean patient environmental surfaces with hand 

sanitizer which is not in accordance with the facility policy & procedure. 

 

PCI Response:  The instructor did not direct the student to clean the surface with hand 

sanitizer, this was an error on behalf of the student and was remediated with the student.  

During a different observation, Ms. Smith challenged a different student during their setup 

in preparation for a dressing change.  Ms. Smith directed the student to stop the treatment 

as they had not allowed the sanitizer to dry per manufacturer’s specifications.  The student 

corrected Ms. Smith and stated that the required dry time was 1 minute, which is the length 

of time the student waited.  Ms. Smith confirmed this was indeed correct. 

 

Ms. Smith:  Please note: After this observation the instructor was asked to provide 

information that this practice is consistent with facility policies and procedures and/or with 

the manufacturer’s directions (the hand sanitizer).  It was determined that this practice was 

not consistent with the facility infection control policy and procedure which was to clean the 

patient environmental surfaces with a “hospital grade disinfectant and 

germicide” and the manufacturer’s direction to use the hand sanitizer for “hand use only”. It 

was observed that the facility had Micro-Kill wipes readily available. The instructor identified 

that during the orientation they were not educated on use of these wipes. 



 

PCI Response:  The instructor did not state that she was not oriented or educated on the use 

of the sanitizing wipes. 

 

Ms. Smith:  Instructor directed students to clean the point of care devices, the blood glucose 

monitors, in a manner differently that the facility practice/directions. 

 

PCI Response:  The cleaning of the equipment was according to facility policy. 

 

Ms. Smith:  Resident Rights-The Instructor had not ensured that each patient consented to 

have a student provide care and services. 

 

PCI Response:  Patient consent was indicated on the assignment sheet that had been 

removed by staff.  This facility does have an admission consent form stating that students 

may be providing care and treatment to them.  The facility informed the instructor and Ms. 

Smith that the consents are in the “electronic medical record” and the instructor had 

access to those consents. 

 

Ms. Smith:  Students did not consistently knock on the patients’ doors prior to entering the 

patient rooms. 

 

PCI Response:  This omission was not observed by PCI’s DCE.  Rather, students were 

observed to be knocking on the door of the resident’s room as appropriate. 

 

Ms. Smith:  The cart containing patient specific supplies (with Health Protected Patient 

Information) for wound and skin treatments, that was exclusively used by the students was 

not locked/secured while in a hallway. 

 

PCI Response:  The subject treatment cart was not exclusively for student use.  The facility 

has 2 treatment carts, 1 of which is shared with the students.  It is the facility’s practice, not 

to lock treatment carts and as such, the key was not available.  The instructor located a key in 

order to secure the cart.  According to the facility, the wound care nurse (who arrives at the 

facility at 9:00 A.M.) had one key for that cart and provided that key to the instructor upon 

Department request.  The instructor located a key in order to secure the cart. 

 

Ms. Smith:  In a public area a student loudly stated a negative comment regarding a patient’s 

past refusal of care. 

 

PCI Response:  A student expressed happiness when a resident who was previously 

noncompliant was how being compliant with his diabetes treatment.  The comments were 

made directly to the PCI DCE in a conversational tone.  Nevertheless, the student was 



counseled to have such exchanges in a more private and secure location. 

 

Ms. Smith:  During the post-clinical conference, a student referred to a patient by a 

disrespectful term and not a patient/person with medical diagnosis. The instructor failed to 

provide re-education to that student and the other students present. The PCI Director of 

Clinical Nursing then provided in-depth education to that student and the entire group. 

 

PCI Response:  During post-conference, in a closed room away from residents, a student was 

discussing a resident she had been caring for and identified them as being an addict.  This was 

observed by the DCE and DON, and was not said in a disrespectful manner but in a 

compassionate manner.  The DCE used this as a learning opportunity to discuss with students 

that addiction is a disease and not a lifestyle choice. 

 
 
  



Hamden- visit date 02/18/2020, day program, 11th Term, 5 students and 1 Instructor (please 
note: one of the Term 5 students was re-assigned to a Term 4 clinical group at the same 
location and according to this PCI instructor this is usual practice as this Term 5 group 
contains 12 students). 
 
PCI Response:  There were 3 PCI faculty at the subject facility.  Term 4 students (12 students) 
were on a different floor to the term 5 students.  During term 5, students perform “team 
lead” training for which they are evaluated, in addition to their level 2 clinical competencies.  
Level 4 students also are evaluated using level 2 competencies.  Two students from term 5 
are rotated to the other group to perform their “team lead” competencies under faculty 
supervision.  At no time, was the instructor on the floor with more than 10 term 5 students. 
 
Ms. Smith:  The instructor was not aware of the location of the pharmacy policy and 
procedure manual and many facility policies and procedures including use of allergy 
bracelets, patient identification during medication administration, drug destruction 
and/or Advance Directives. 

 
PCI Response:  The subject facility provided the orientation checklists for the 10 students 
and instructor, which was completed by the facility staff on 01/22/2020.  In addition to the 
facility orientation, the DCE also spent a day and evening orienting the faculty and students 
to the facility and the facility’s EMR system. 
 
Ms. Smith:  There was no pre-clinical conference and the post-clinical conference was 
informal, brief and was not consistent with the topic listed on the PCI Clinical Assignment 
Sheet dated 02/18/2020 (post conference listed from 2:00 to 3:30 P.M. and the topic was 
“wounds”). 
 
PCI Response:  Following the feedback from Ms. Smith, the instructor was asked why she did 
not complete pre and post conference, she stated that Ms. Smith had made her very nervous 
and she just wanted to start the day.  The instructor had remediation to emphasize the 
importance of conferences even in the most stressful of times. 
 
Ms. Smith:  Student was observed with a cell phone when on the clinical unit which is 
not in accordance with the PCI clinical expectations. 
 
PCI Response:  On this occasion, a student was looking up a side-effect of a drug.  The instructor 
reiterated with the students that cell phones should not be used while in the facility. 
 
Ms. Smith:  Student stated that she completed a patient transfer using a gait belt.  According 
to the facility staff, the orientation documentation and the instructor, the students are not 
permitted to complete any patient transfers. 
 
PCI Response:  This has since been remediated and students are not transferring patients per 
facility policy. 



Ms. Smith:  Students were not aware that they had access to the patient care plan in the 
electronic health record and did not review the individualized patient care plans (2 of 5 
students) prior to providing care and services to those patients. One student asked the 
facility Certified Nursing Assistant for patient information in order to provide care and 
services to that patient (as she had not reviewed the patient care plan). 
 
PCI Response:  Students were fully aware of their access to the EMR.  This was done as part 
of the orientation by the DCE.  Students were observed by DON during her time onsite on the 
same day (approximately 2 hours), accessing the EMR under their student access rights.  In 
addition, Ms. Smith was observed taking students individually into the office to have them 
demonstrate how to locate policies. 
 
Ms. Smith:  Observations during medication administration (2 students administered 
medications to 2 patients): (i) the instructor failed to ask either student any questions about 
the medications including action, use, nursing implications and side effects (even after the 
Department discussed this topic with the instructor); and (ii) one student inaccurately 
identified that a medication had expired, and the instructor agreed. Upon review of the 
“medication card” the Department identified that the expiration of that medication was 
approximately in 2 years. The instructor failed to re-educate the student and directed her to 
administer the medication. 
 
PCI Response:  This facility’s practice is to reissue medication previously dispensed by the 
facility pharmacy to other residents.  Bubble packs and medication containers are re-labelled 
after the previous label is removed which can cause confusion as noted.  Ms. Smith discussed 
this practice with the facility pharmacist. 
 
Ms. Smith:  One student attempted to administer a medication that was different than what 
was ordered by the medical provider- the Department did not allow this medication to be 
administered (potential medication error). 
 
PCI Response:  It is unclear what the medication in question was as this was not noted at the 
time however; in speaking with the facility floor supervisor, the medication was the correct 
drug, the full name of the drug was not written on the order when compared to the name on 
the drug label.  The floor supervisor spoke to the pharmacist who confirmed the drug as being 
correct.  The drug was administered by the floor supervisor.  There was no error. 
 
Ms. Smith:  One student failed to verify the patient’s identity (via checking the name band) 
prior to administering medications on two separate occasions (even after the Department 
discussed this topic with the instructor). 
The instructor discarded medications improperly (discarded in the trash) and not in 
accordance with the facility policy and procedure. 
 
PCI Response:  The facility does not have a policy for medication disposal.  Ms. Smith 
discussed this with the facility’s pharmacist and the staff development department.  PCI has 



been informed that this policy is currently being reviewed by the facility. 
 

Ms. Helen Smith:  Resident Rights: 
The Instructor had not ensured that each patient consented to have a student provide care and 
services (both in writing and verbally).  Instructor and students were not aware of the location 
of the consent to have a student. 

 
PCI Response:  Following this visit, the DON was requested by the facility’s floor supervisor to 
return to the facility to discuss the day’s events.  The facility floor supervisor had concerns 
regarding the visit that day and her observations of the actions of Ms. Smith.  Specifically, 
her opinion was that Ms. Smith came across in an intimidating manner to both the instructor 
and the students.  The DON thanked the staff member for her feedback and asked her to 
provide her with an email expressing her concerns.  The DON has since learned that the 
supervisor subsequently decided not to put her concerns in writing as she did not want to 
“create any issues.”  The instructor was terminated following this visit as she had not 
demonstrated improvement on her performance improvement plan. 
  



Stratford campus-visit date 02/20/2020, day program, 4 Term 4 students and 1 Instructor. 

Ms. Smith:  All students failed to check the patient medical records for medical provider 

orders prior to providing care and services and were not aware of medical diagnoses and/or 

current medical conditions. 

 

PCI Response:  The PCI Education Supervisor (who was present during the visit) directly 
observed the instructor reviewing the patient records individually with the students.  While 
the students were waiting to review the records, they went into the resident rooms to greet 
the residents and say “good morning.” 
 
Ms. Smith:  One patient (assigned to a student) was observed to have oxygen being 

administered at a higher flow rate than what was ordered (for approximately 45- 50 minutes). 

 
PCI Response:  At the Board of Nursing meeting, it was stated that the “department” noted 
this when, in fact, it was the student who identified the error.  (The patient was receiving 2.5 
liters of oxygen, rather than 2 liters of oxygen.)  Following the feedback meeting, Ms. Smith 
stated that she was pleased the student noted the error, but “would have preferred it was 
rectified sooner”. 
 

Ms. Smith:  Observed two students completing a bed bath and they used “perineal 

cleanser” in place of soap (this patient was identified at risk for skin breakdown) which was 

not in accordance with the facility policy and procedure. 

 

PCI Response:  The matter was immediately corrected by the student and the instructor 

reviewed the proper protocol with the student after the fact.  There were no ill effects or 

skin breakdown experienced by the resident.  The students completed orientation to this 

facility on 05/13/2019 complete by a PCI instructor.  During the feedback in the presence 

of the facility administration, Ms. Smith stated that she had observed one of the best post-

conferences that she had ever seen and that since her last visit observing this instructor, 

she had seen improvement.  Ms. Smith also stated to the facility administration and to the 

PCI staff present, that the students she observed that day were very professional, polite 

and worked cohesively as a team and that she was very impressed by what she saw. 

  



Rocky Hill campus- visit date 02/26/2020, evening program, 5 Term 4 students and 1 instructor. 
 
Ms. Smith:  The instructor arrived late. 
 
PCI Response:  The instructor was delayed in leaving his day position due to an emergency at 
his prior clinical site.  While he informed Ms. Smith, it was due to traffic, he later told the DON 
that it was due to an emergency at work. 
 
Ms. Smith:  The instructor distributed the assignment late (35-38 minutes after the start 
of the scheduled clinical experience). 
 
PCI Response:  The instructor was late in this one instance due to the fact that he had a 
work emergency that delayed his arrival and once he arrived at the facility, he had to 
confirm that consent was in place for each resident that the students were assigned to.  
 
Ms. Smith:  One student arrived 20 minutes late and signed-in “on time” which was not 
accurate. 
 
PCI Response:  The student was counseled the following day, with respect to the importance of 
accurate documentation and her attendance record for that evening was corrected. 
 
Ms. Smith:  There was no pre-clinical conference. 
 
PCI Response:  Due to the reason stated above, there was no pre-clinical conference and this 
can happen with any unexpected emergency.  However, the instructor made sure to have 
contact with each student on an individualized basis to make sure that the students were 
prepared for their assignment. 
 
Ms. Smith:  Two students had a “LPN” pin (the Department asked them to remove the pin 
and that pin was not part of the PCI dress code). 
 
PCI Response:  This was identified by Ms. Smith prior to the instructors’ arrival so the 
opportunity for the instructor to correct was not possible.  However, each student was 
counseled and told why it was inappropriate to hold themselves out as LPNs. 
 
Ms. Smith:  The instructor and the students were not aware of the location of the nursing 
policy and procedure manual. 
 
PCI’s Response:  This is inaccurate.  The instructor and the students were aware of the 
location; however, they were located in the facility’s staff development office which was 
locked and the key was not able to be located by the evening supervisor when requested by 
PCI. 
 
Ms. Smith:  The facility provided the orientation checklists for the 8 students which was 



completed by the facility staff on 02/11/2020.  The orientation does not seem to be 
comprehensive as it does not address the identified areas of concerns. 
 
PCI Response:  PCI has written documentation that the instructor attended the facility’s 
Staff Development orientation and the facility Staff Development Educator in writing has 
confirmed that the subject instructor was present during the mandatory orientation.  The 
facility provided a sign in sheet as proof of his attendance which was subsequently 
forwarded to Ms. Smith.  See Exhibit 1 attached hereto. 
 
Ms. Smith:  As of 02/26/2020 one student did not sign and provide the PCI instructor the 
orientation paperwork (her orientation was completed on 02/12/20) although she 
participated in the clinical experience. 
 
PCI Response:  All students have signed the orientation checklists.   
 
Ms. Smith:  The instructor was not familiar with the patients’ medical diagnoses, treatments, 
medications, care plans and/or care needs. 
 
PCI Response:  See below 
 
Ms. Smith:  The instructor was not familiar with navigation of the electronic medical records 
that included the patient care plans and nursing notes although he stated he was provided a 
“brief orientation” of the electronic medical record. The instructor was observed asking two 
facility staff members multiple questions regarding how to navigate the electronic medical 
records. 
 
PCI Response:  This is inaccurate, the instructor was observed by the DCE sitting with students 
individually, reviewing the EMR with students. 
 
Ms. Smith:  The instructor failed to review the individualized patient care plan with the 
students prior to the students providing care and services to each patient. 
 
PCI’s Response:  The instructor was familiar with each resident’s diagnosis and plan of 
care and met with students individually to review with the students. 
 
Ms. Smith:  All students were not knowledgeable about the patients’ medical diagnoses, 
medical provider orders, medications, consultations and treatments. 

 
PCI Response:  Students had reviewed the patient medical records with the instructor during 
the course of the evening.  During a meeting with the students and the DON during an 
observation being performed by Ms. Smith; students expressed feelings of intimidation and 
feeling belittled by Ms. Smith, making them extremely nervous when being asked questions by 
her.  They stated that they are students and are still learning and if they did not know 
something, they would always ask their instructor.  



 
Ms. Smith:  One patient (assigned to a student) was observed to have oxygen being 
administered not in accordance with the medical provider order (was not humidified and 
was not administered as ordered). 

 
PCI Response:  The student reported this finding to a facility staff member and was told to 
continue the oxygen at the current setting.  \ 
 
Ms. Smith:  The instructor had not ensured that each patient consented to have a student 
provide care and services (both in writing and verbally). One patient stated, “was told he would 
have a student” and one patient stated, “I was asked if I wanted a student in the beginning”.  
The instructor and students were not aware of the location of the written consent to have a 
student (in the medical record). 
 
Per Department interview with this clinical group, it was identified that they did not complete 
the scheduled clinical experience on 02/25/2020 at this same clinical location. On 03/02/2020 
the Interim Director of the PCI Practical Nursing Program stated that the instructor notified the 
students on 02/25 that the clinical experience was cancelled, and he did not notify the campus 
manager of the cancellation. PCI rescheduled that clinical experience. 

 

PCI Response:  The faculty member was sick on 2/25/2020 and had left a message at the 

campus that evening which was not received by the DCE until 2/27/2020.  The clinical 

experience was rescheduled as noted.  Prior to the post-conference, Ms. Smith asked why 3 

students had left early, the instructor replied 1 was pregnant and felt sick, 1 left as she was 

moving house and the other left without a reason.  At the conclusion of the feedback 

meeting, the instructor stated that the reason why the 3 students left was that they were 

very uncomfortable and felt intimidated by Ms. Smith.  Ms. Smith apologized and stated that 

was not her intention.  During the conversation, the instructor handed the DON a hand 

written note.  It was only after the instructor left that she read the note which stated, that 

he was resigning effective immediately.  

 

  



Waterbury campus: visit date 03/02/2020, day program, 12 Term 5 students and 2 instructors 

(9 students were assigned to one instructor and three were assigned to the second instructor 

for medication administration then one of those students was removed and sent back to 

campus for remediation). 

 

Ms. Smith:  There was a delay, until approximately 9:00 A.M., in preparing the student 
assignment by one instructor (for the 3 students). 

 
PCI Response:  The delay was due to the computer being locked in the administrator’s office 
following a visit by the Department the prior week.  Because it could not be accessed, the 
instructor needed to assign patients after gaining their consent.  During this time, the computer 
was released and the students were reassigned to med-pass responsibilities. 

 
Ms. Smith:  When one student was sent back to campus, the instructor failed to update the 
clinical assignment which was posted at the nursing station. 
 
PCI Response:  The lead faculty who was responsible for liaising with the floor manager was 
informed of this omission. 
 
Ms. Smith:  Students were not aware of the location of the Infection Control and the 
Safety Data Sheet (SDS or MSDS) manuals. 
 
PCI Response:  PCI provided the orientation checklists for the 12 students and 2 instructors 
which reflected that all were educated on the location of these manuals.  
 
Ms. Smith:  Students were not knowledgeable about many facility policies and procedures 
including patient identification, seizure precautions and disinfection of patient care 
equipment. 
 
PCI Response:  PCI disagrees because students were observed cleaning equipment according 
to facility policy. 
 
Ms. Smith:  One student stated she was “completing a patient assessment” when completing a 
head to toe evaluation. 
 
PCI Response:  This was not intentional and it was in error.  The student immediately 
corrected herself and stated that she does not assess, she evaluates. 
 
Ms. Smith:  One student was observed “palpating the radial pulse” in an incorrect body 
location. 
 
PCI Response:  This is the student that was sent back to campus for remediation and 
confirmation of the specific identified competencies. 



Ms. Smith:  One student could not explain the treatment/procedure that he was 
assigned to complete (for his patient). 
 
PCI Response.  The students were nervous with Ms. Smith present and students are 
not perfect that is why they are students.  This was discussed with the student during 
post conference. 
 
Ms. Smith:  Observations during medication administration (2 students administered 
medications to 2 patients):  The instructor failed to ask either student any questions about the 
medications including action, use, nursing implications and side effects. This instructor 
completed a “medication review” with these students during the post conference. 
 
PCI Response:  The medication review in post-conference was very comprehensive.  
Remediation was provided to instructor to ensure that the instructor understood the 
importance of questioning students during the administration of medication. 
 
Ms. Smith:  Both students failed to verify the patient’s identity (via checking the name band) 
prior to administering all medications (even after the Department discussed this topic with 
the instructor and student during the first observation). 
 
PCI Response.  This was corrected once by the instructor but, not the second time.  The 
instructor was spoken with regarding the importance of enforcing these basics with the 
students.  Again, the instructor was nervous in the presence of Ms. Smith. 
 
Ms. Smith:  Observed students not completing hand hygiene/washing after removing “dirty” 
gloves and before donning “clean” gloves (even with ongoing instructor verbal directions and 
the Department requesting that hand hygiene be completed). 
 
PCI Response:  This is the same student that was sent back to campus for remediation. 
 
Ms. Smith:  One student did not disinfect multiple pieces (6) of “dirty” patient care equipment 
(5 pieces of her own and 1 facility) appropriately, not in accordance with facility policy and 
procedure and could not articulate what is “clean” and what is “disinfected”. 
 
PCI Response:  This is the same student that was sent back to the campus for remediation.  All 
programs have students that struggle to achieve all competencies at the same pace. 
 
Ms. Smith:  One student left the medication cart with patient specific medications (with 
Health Protected Patient Information) that was exclusively used by the students, unsecured in 
the hallway (even with ongoing instructor verbal directions). 
 
PCI Response:  The medication cart was not left unattended in that the faculty intervened and 
corrected this immediately. 
 



Ms. Smith:  One patient identified that the PCI instructor had not asked him if he was 

agreeable to have a student (verbal consent) although the instructor stated she had obtained a 

verbal consent. 

 

PCI Response:  The patient recanted this statement and said they were asked for their 

consent. 
 
 
 











STATE OF CONNECTICUT 

BOARD OF EXAMINERS FOR NURSING 

 
 
Brian Gross, RN                                       Petition No. 2019-536 
License No. 073716 

 

MEMORANDUM OF DECISION 

Procedural Background 

On May 31, 2019, the Department of Public Health ("Department") filed a Motion for 

Summary Suspension ("Motion") and a Statement of Charges (“Charges”) with the Board of 

Examiners for Nursing (“Board”) against Brian Gross (“Respondent”).  Board ("Bd.") Exhibit 

(“Ex.”) 1, 2.  The Charges allege violations of Chapter 378 of the General Statutes of 

Connecticut (“Conn. Gen. Stat.” or “Statutes”) by Respondent which would subject 

Respondent’s registered nurse (“RN”) license to disciplinary action pursuant to Conn. Gen. Stat. 

§§ 19a-17 and 20-99(b).   

On June 19, 2019, based on the allegations in the Charges and affidavits and reports 

attached to the Motion, the Board found that Respondent’s continued practice as a nurse 

presented a clear and immediate danger to public health and safety.  On that date, the Board 

ordered, pursuant to Conn. Gen. Stat. §§ 4-182(c) and 19a-17(c), that Respondent’s RN license 

be summarily suspended pending a final determination by the Board of the allegations contained 

in the Charges. Bd. Ex. 2. 

On June 19, 2019, the Motion, Charges, Summary Suspension Order, and Notice of 

Hearing scheduled for July 17, 2019, were sent to Respondent.  Bd. Ex. 1-3. On July 17, 2019, 

the hearing was convened.  Respondent appeared pro se and orally answered the Charges on the 

record.  Transcript (“Tr.”) pp. 5-7. Attorney Diane Wilan represented the Department.  Both 

parties were afforded the opportunity to present witnesses and evidence, examine and cross-

examine witnesses, and provide argument on all issues.   

Each member of the Board involved in this decision attests that he/she was present at the 

hearing or has reviewed the record, and that this decision is based entirely on the record, the law, 

and the Board’s specialized professional knowledge in evaluating the evidence.  Pet v. 

Department of Health Services, 228 Conn. 651 (1994).  To the extent the findings of fact actually 

represent conclusions of law, they should be so considered, and vice versa.  SAS Inst., Inc., v. S 

& H Computer Systems, Inc., 605 F. Supp. 816 (Md. Tenn. 1985). 
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Allegations 

Count One 

1. In paragraph 1 of the Charges, the Department alleges that Respondent of Feeding Hills, 
Massachusetts, is, and has been at all times referenced in the Charges, the holder of 
Connecticut RN license number 073716. 
 

2. In paragraph 2 of the Charges, the Department alleges that during approximately May 
2019, Respondent abused or utilized to excess alcohol. 
 

3. In paragraph 3 of the Charges, the Department alleges that Respondent’s abuse of alcohol 
does, and/or may, affect his practice as a registered nurse. 
 

4. In paragraph 4 of the Charges, the Department alleges that the above facts constitute 
grounds for disciplinary action pursuant to § 20-99(b) of the Statutes, including, but not 
limited to § 20-99(b)(5). 
 

Count Two 

 
5. In paragraph 5 of the Charges, the Department alleges that paragraphs 1 through 4 are 

incorporated herein by reference as if set forth in full. 
 

6. In paragraph 6 of the Charges, the Department alleges that on October 17, 2018, the 
Board issued a Memorandum of Decision in Petition Number 2017-1504 (“the 
Memorandum”) that placed Respondent’s RN license on probation for a period of four 
years effective November 1, 2018.  Such disciplinary action was based upon proof of 
Respondent’s abuse of alcohol and violation of the terms of probation contained in the 
Consent Order in Petition Number 2017-236. 
 

7. In paragraph 7 of the Charges, the Department alleges that said Memorandum 
specifically provided in Paragraph 1/L(1) that “Respondent must submit to observed, 
random chain of custody urine screens for alcohol and drugs for the entire probationary 
period; in Paragraph 1.L(3) that “There must be at least one such observed, random 
alcohol/drug screen on a weekly basis during the entire probationary period; and in 
Paragraph 1.M. that “Respondent shall not obtain for personal use and/or use alcohol or 
any drug that has not been prescribed for him for a legitimate purpose by a licensed 
health care practitioner authorized to prescribe medications.” 
 

8. In paragraph 8 of the Charges, the Department alleges that on or about May 2, 2019, May 
3, 2019, May 7, 2019, May 15, 2019, May 23, 2019, and/or May 28, 2019, Respondent 
did not submit to urine screens when called to do so by his screening monitor. 
 

9. In paragraph 9 of the Charges, the Department alleges that Respondent’s conduct, as 
described above, constitutes violation of the terms of probation as set forth in the 
Memorandum and subjects Respondent’s license to revocation or other disciplinary 
action authorized by §§ 19a-17 and 20-99(b) of the Statutes. 
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Findings of Fact 

1. Respondent, residing in Feeding Hills, Massachusetts, is, and has been at all times 
referenced in the Charges, the holder of Connecticut RN license number 073716.  Tr., p. 
5. 
 

2. During approximately May 2019, Respondent abused or utilized to excess alcohol.  Tr., 
p. 5. 
 

3. Respondent’s abuse of alcohol does, and/or may, affect his practice as a registered nurse.  
Tr., p. 5. 
 

4. On October 17, 2018, the Board issued a Memorandum of Decision in Petition Number 
2017-1504 (“the Memorandum”) that placed Respondent’s RN license on probation for a 
period of four years effective November 1, 2018.  Such disciplinary action was based 
upon a finding made by the Board that the Respondent had abused alcohol and violated 
the terms of probation contained in the Consent Order in Petition Number 2017-236.  Tr., 
p. 6. 
 

5. The Memorandum specifically provided in Paragraph 1/L(1) that, “Respondent must 
submit to observed, random chain of custody urine screens for alcohol and drugs for the 
entire probationary period.  In Paragraph 1.L(3), the Memorandum specifically provided 
that, “There must be at least one such observed, random alcohol/drug screen on a weekly 
basis during the entire probationary period.  The Memorandum further specifically 
provided in Paragraph 1.M. that, “Respondent shall not obtain for personal use and/or use 
alcohol or any drug that has not been prescribed for him for a legitimate purpose by a 
licensed health care practitioner authorized to prescribe medications.”  Tr., p. 6, 7. 
 

6. On or about May 2, 2019, May 3, 2019, May 7, 2019, May 15, 2019, May 23, 2019, 
and/or May 28, 2019, Respondent did not submit to urine screens when called to do so by 
his screening monitor.  Tr., p. 7. 
 

7. On July 17, 2019, Respondent orally admitted the factual allegations in paragraphs one 
through 9.  Tr., pp. 5-7. 

 

Discussion and Conclusions of Law 

 The Department bears the burden of proof by a preponderance of the evidence in this 

matter.  Jones v. Connecticut Medical Examining Board, 309 Conn. 727, 739-740 (2013).   

The Department sustained its burden of proof with regard to all of the allegations contained in 

the Charges. 

Conn. Gen. Stat. §20-99 provides, in pertinent part, that:  

(a) The Board … shall have jurisdiction to hear all charges of conduct which 
fails to conform to the accepted standards of the nursing profession 
brought against persons licensed to practice nursing.  After holding a 
hearing … said board, if it finds such person to be guilty, may revoke or 
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suspend his or her license or take any of the actions set forth in section 
19a-17…. 

 
(b) Conduct which fails to conform to the accepted standards of the nursing 

profession includes, but is not limited to, the following: … (5) abuse or 
excessive use of drugs, including alcohol, narcotics or chemicals; … 

 
Respondent admitted to all of the following allegations that were contained in the 

Charges: 1) In May 2019, Respondent abused or utilized alcohol to excess and that such abuse 

does, and/or may affect his practice as a registered nurse; 2)  Respondent was issued the 

Memorandum that placed his RN license on probation for four years and was aware that the 

conditions of probation required him to submit to weekly observed, random alcohol/drug urine 

screens and prohibited him from using alcohol or any drug that was not prescribed for a 

legitimate purpose by a licensed health care practitioner authorized to prescribe medications; 

and, 3) Respondent failed to submit to urine screens on May 2, 3, 7, 15, 23 and 28, 2019.  Tr., 

pp. 5-7.  In addition to Respondent’s admissions, the Charges are fully supported by the evidence 

submitted by the Department. Dept. Ex. 1. 

The Board concludes that Respondent’s conduct, as alleged in the Charges, as admitted to 

by Respondent, and as established by a preponderance of the evidence, constitutes grounds for 

disciplinary action pursuant to Conn. Gen. Stat. §§ 19a-17 and 20-99(b)(5).   The Board further 

concludes, based upon a preponderance of the evidence, that Respondent cannot practice as a 

registered nurse with reasonable skill and safety.  

 

Order 

 Based on the record in this case, the above findings of fact and conclusions of law, and 

pursuant to the authority vested in it by Conn. Gen. Stat. §§ 19a-17 and 20-99, the Board finds 

that the misconduct alleged and proven is severable and warrants the disciplinary action imposed 

by this order:  

1. Respondent’s license number 073716 to practice as a registered nurse in the State of 

Connecticut is hereby REVOKED based on his abuse or utilization to excess of alcohol 

in May 2019. 

2. Respondent’s license number 073716 to practice as a registered nurse in the State of 

Connecticut is hereby REVOKED based on his failure to submit to urine screens on May 

2, 3, 7, 15, 23, and 28, 2019 in compliance with the October 17, 2018 Memorandum. 
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3. This Memorandum of Decision becomes effective upon signature.   
 

 

 

The Board of Examiners for Nursing hereby informs Respondent, Brian Gross, and the 

Department of this decision.   
 

Dated at Hartford, Connecticut this _________ day of _____________________, 2020.     
      

 
BOARD OF EXAMINERS FOR NURSING 

        
 
 

By        
            Patricia C. Bouffard, D.N.Sc., Chair  



 

STATE OF CONNECTICUT 

BOARD OF EXAMINERS FOR NURSING 

 
 
Laura Kisatsky, R.N.                                                        Petition No. 2018-1416 
License No. E57105 

MEMORANDUM OF DECISION  

I 

 
Procedural Background 

 
On January 8, 2019, the Department of Public Health ("Department") filed a Statement of 

Charges (“Charges”) with the Board of Examiners for Nursing (“Board”).  Board (“Bd.”) Exhibit 

(“Ex.”) 1.  The Charges allege that Laura Kisatsky (“Respondent”) violated Chapter 378 of the 

General Statutes of Connecticut (“Conn. Gen. Stat.”).  Such alleged violations would subject 

Respondent’s registered nurse (“R.N.”) license number E57105 to disciplinary action pursuant to 

Conn. Gen. Stat. §§ 19a-17 and 20-99(b)(5).   

On January 16, 2019, the Department filed a Motion for Summary Suspension with the 

Board.  Bd. Ex. 2.   

Based on the allegations in the Charges, the Board found that Respondent’s continued 

practice as an R.N. presented a clear and immediate danger to public health and safety.  

Accordingly, on January 16, 2019, pursuant to Conn. Gen. Stat. §§ 4-182(c) and 19a-17(c), the 

Board ordered that Respondent’s R.N. license be summarily suspended pending a final 

determination by the Board of the allegations contained in the Charges (“Summary Suspension 

Order”).  Id. 

On January 17, 2019, the Department mailed the Summary Suspension Order, Charges, 

and Notice of Hearing (“Notice”) to Respondent via certified and first class mail to Respondent’s 

address of record on file with the Department (P.O. Box 12, Cornwall, CT 06753-0012).  Bd. Ex. 

4.  On that same date, the correspondence was aldo sent to Respondent via her email address at 

laurakissky@yahoo.com.  Id.  

On January 23, 2019, Respondent picked up the original Summary Suspension Order, 

Charges and Notice from the United States Postal Office in Cornwall, CT.  Id.   

On February 1, 2019, Respondent requested a continuance of the hearing that was 

originally scheduled for March 6, 2019.  On February 25, 2019, without objection from the 

mailto:laurakissky@yahoo.com
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Department, the Board granted Respondent’s request and continued the hearing to May 15, 2019.  

Bd. Ex. 5.    

On March 7, 2019, the Department mailed to the parties a Memorandum of Decision and 

Order filed in Petition No. 2018-691.  Bd. Ex. 8.  During that timeframe, the Summary 

Suspension Order dated January 16, 2019, regarding Charges filed against Respondent in 

Petition No. 2018-1416, remained in effect.  Id.   

On April 10, 2019, the Department received Respondent’s Answer to the Charges which 

was  dated April 5, 2019 (“Answer”).  Bd. Ex. 3.      

On May 13, 2019, the Department filed a Motion to Continue the May 15, 2019 hearing 

because the parties had reached a settlement agreement regarding the above-captioned matter,  

Petition No. 2018-1416.  Bd. Ex. 6.  On May 14, 2019, the Board continued the May 15, 2019 

hearing to the June 19, 2019 monthly meeting in order to permit the Board an opportunity to 

consider the parties’ proposed Consent Order.    Id.    

On June 3, 2019, Respondent requested that the Department proceed with a hearing in 

Petition No. 2018-1416.   

On June 28, 2019, in response to the Respondent’s request for a hearing, the Department 

mailed a Notice of Rescheduled Hearing to the parties.  The rescheduled hearing was set for  July 

17, 2019.  Bd. Ex. 7.  

The rescheduled hearing was held on July 17, 2019.  Respondent appeared at the hearing 

with her attorney, Mary Alice Moore Leonhardt.  Attorney Joelle Newton represented the 

Department.         

Following the close of the record, the Board conducted fact finding.  

Each member of the Board involved in this decision attests that he or she was present at 

the hearing or has reviewed the record, and that this decision is based entirely on the record, the 

law, and the Board’s specialized professional knowledge in evaluating the evidence.  Pet v. 

Department of Health Services, 228 Conn. 651 (1994). 

 

II 

Allegations 

 

 In paragraphs 1 and 6 of the Charges, the Department alleges that Respondent of 
Cornwall, Connecticut is, and has been at all times, as referenced in the Charges, the 
holder of Connecticut R.N. license number E57105.   
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Count One  

 

2. In paragraph 2 of the Charges, the Department alleges that on October 1, 2014, 
Respondent entered into a Reinstatement Consent Order in Petition No. 2014-35 
(“Reinstatement Order”) based on her use and diversion of controlled substances in 2004.  
The Reinstatement Order, in part, placed her license on probation for four years and 
required her (a) to submit to random urine screens, all of which must be negative; and, (b) 
prohibited [her from] obtaining and/or using controlled substances or alcohol.   

 
3. In paragraph 3 of the Charges, the Department alleges that on or about December 5, 

2018, Respondent abused and/or utilized alcohol to excess [while] under the terms of the 
Reinstatement Order. 

 
4. In paragraph 4 of the Charges, the Department alleges that Respondent’s abuse and/or 

excessive use of alcohol does, and/or may, affect her practice of nursing.  
  
5. In paragraph 5 of the Charges, the Department alleges that the above facts constitute 

grounds for disciplinary action pursuant to Conn. Gen. Stat. § 20-99(b), including but   
not limited to § 20-99(b)(5). 

 
Count Two 

 
7. In paragraph 7 of the Charges, the Department alleges that on or about December 6, 

2018, Respondent’s urine screen tested positive for alcohol.   
 
8. In paragraph 8 of the Charges, the Department alleges Respondent’s conduct as described 

above constitutes a violation of the terms of probation required by the Reinstatement 
Order, and subjects Respondent’s license to revocation or other disciplinary action 
authorized by Conn. Gen. Stat. §§ 19a-17 and 20-99(b).  

 

III 

 

Findings of Fact 

 
1. Respondent of Cornwall, Connecticut is, and has been at all times, as referenced in the 

Charges, the holder of Connecticut R.N. license number E57105.  Bd. Ex. 3. 
 

2. On October 1, 2014, Respondent entered into a Reinstatement Order.  Respondent had 
voluntarily surrendered her R.N. license on January 31, 2005 in response to Petition No. 
2005-0105-010-003 which had been filed as a result of Respondent’s use and diversion of 
controlled substances in 2004.  The Reinstatement Order included many terms and 
conditions, including, but not limited to, placing Respondent’s R.N. license on probation 
for four years and requiring her to submit to random urine screens, all of which were 
required to be negative.  The Reinstatement Order also prohibited Respondent from 
obtaining and/or using controlled substances or alcohol.  Bd. Ex. 3; Department (“Dept.”) 
Ex. 1, p. 1 (under seal); Dept. Ex. 1, pp. 13-25.   
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3. On December 5, 2018, while the terms and conditions of the Reinstatement Order 
remained in full force and effect, Respondent abused and/or utilized alcohol to excess.  
Bd. Ex. 3; Respondent (“Resp.”) Ex. 1, pp. 1-3; Dept. Ex. 1, p. 1 (under seal); Transcript 
(“Tr.”), pp. 19-22.  

 
4. On December 6, 2018, Respondent’s urine screen tested positive for alcohol.   Bd. Ex. 3; 

Dept. Ex. 1, pp. 1, 3, 4, 8 (under seal); Tr. pp. 19-22. 
 
5. Respondent’s abuse and/or excessive use of alcohol does, and/or may, affect her practice 

as a nurse.  Tr. pp. 24-25, 29-30. 
 

V 

 

Discussion and Conclusions of Law 

 The Department bears the burden of proof by a preponderance of the evidence in this 

matter.  Jones v. Connecticut Medical Examining Board, 309 Conn. 727, 739-740 (2013).  The 

Department sustained its burden of proof regarding all of the allegations contained in the 

Charges. 

Conn. Gen. Stat. § 20-99 provides, in pertinent part, that:  

(a) The Board …  shall have jurisdiction to hear all charges of conduct which fails to 
conform to the accepted standards of the nursing profession brought against persons 
licensed to practice nursing.  After holding a hearing … said board, if it finds such person 
to be guilty, may revoke or suspend his or her license or take any of the actions set forth 
in section 19a-17….   
(b) Conduct which fails to conform to the accepted standards of the nursing profession 
includes, but is not limited to, the following: … (5) abuse or excessive use of drugs, 
including alcohol, narcotics or chemicals; … 
 

With respect to the allegations contained in the Charges, Respondent admitted to the 

allegations contained the paragraphs 1, 2, 6 and 7 of Charges, but denied the allegations 

contained in paragraphs 3, 4, 5, and 8 of the Charges.  Bd. Ex. 3.  Despite Respondent’s denials 

in her Answer, the Board finds that the Department sustained its burden of proof with respect to 

all the allegations contained in the Charges.    Findings of Fact (“FF”) 1-5.   

The record establishes that Respondent had voluntarily surrendered her R.N. license on 

January 31, 2005 following the Department’s filing of Petition No. 2005-0105-010-003.  The 

Department had filed said Petition as a result of Respondent’s use and diversion of controlled 

substances in 2004.  Subsequently, Respondent filed a Motion to Reinstate her R.N. license.  On 

October 1, 2014, Respondent entered into a Reinstatement Order.  The Reinstatement Order 

contained many terms and conditions including, but not limited toplacing her R.N. license on 



  Page 5 of 10 

probation for four years and requiring her to submit to random urine screens, all of which were 

required to be negative.  The Reinstatement Order also prohibited her from obtaining                  

and/or using controlled substances or alcohol.  FF 2.   

 The record further establishes, and Respondent admits, that on December 5, 2018, 

Respondent abused and/or utilized alcohol to excess under the terms of the Reinstatement Order 

(FF 3) and on December 6, 2018, Respondent’s urine screen tested positive for alcohol.  FF 4. 

 At the hearing, Respondent testified about her relapse.  She stated that following her 

relapse, she reevaluated what was missing in her recovery and what she needed to do to get back 

on track.  Tr. pp. 20-21.  She also credibly testified about her engagement in a more intensive 

relapse prevention program that includes substance abuse counseling, regular attendance, and 

participation in AA meetings.  She further testified that she is maintaining a close relationship 

with her AA sponsor, developing better coping skills to improve her self-esteem, optimism, and 

level-headedness and increasing her community involvement.  Tr. pp. 22-30.  Respondent also 

submitted to the Board medical reports, meeting logs, and letters from her AA sponsor, family 

members, and friends that corroborate her recommitment to a clean and sober lifestyle.  Resp. 

Ex. 1-2.     

 The record establishes that Respondent’s use or abuse of alcohol on December 5, 2018 

constitutes a violation of her Reinstatement Order, dated October 1, 2014, and Conn. Gen. Stat.  

§ 20-99(b)(5), which prohibits the “abuse or excessive use of drugs, including alcohol, narcotics 

or chemicals.”  The conduct admitted, in conjunction with the Department sustaining its burden 

of proof, renders Respondent’s license subject to sanctions, including among others, revocation, 

suspension or probation.  See, Conn. Gen. Stat. §§ 19a-17(a)(1), (2) and (5).  Nonetheless, based 

on the totality of the evidence, particularly evidence of Respondent’s renewed efforts to remain 

clean and sober, the Board finds that Respondent can practice nursing with reasonable skill and 

safety under the terms of this Order.  

V 

Order 

    
Based on the record in this case, the above findings of fact and conclusions of law, and 

pursuant to the authority vested in it by Conn. Gen. Stat. §§ 19a-17(a)(1), (2) and (5) and                

20-99(b)(5), the Board finds that the conduct alleged and proven is severable and warrants the 

disciplinary action imposed by this Order.  The terms of the March 6, 2019 Order with a             
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May 18, 2020 expiration date are replaced in their entirety by the terms of this Order 

which follow.  Therefore, the Board hereby orders, with respect to Respondent’s license number 

E57105, as set forth below:   

1. Probation of Respondent’s license number E57105 shall be reinstated in accordance              

with the terms and conditions of the Order which initially was issued pursuant to Petition 

No. 2018-691, effective on March 6, 2019.  Pursuant to Petition No. 2018-1416, the 

probation of Respondent’s license will be extended until May 18, 2021.  If any of the 

conditions of probation are not met, Respondent’s R.N. license may be subject to 

disciplinary action pursuant to Conn. Gen. Stat. § 19a-17.   

 
A. During the remainder of the probationary period, the Department shall pre-

approve Respondent’s employment and/or change of employment within the 

nursing profession.  

B. Respondent shall not be employed as a nurse for a personnel provider service, 

assisted living services agency, homemaker-home health aide agency, or home 

health care agency, and shall not be self-employed as a nurse during the 

probationary period. 

C. Respondent shall provide a copy of this Decision to any and all employers if 

employed as a nurse during the probationary period.  The Department shall be 

notified in writing by any employer(s), within 30 days of the commencement of 

employment, as to receipt of a copy of this Decision.   

D. If employed as a nurse, Respondent shall cause employer reports to be submitted 

to the Department by her immediate supervisor during the remainder of the 

probationary period.  Employer reports shall be submitted commencing with the 

report due on the first business day of the month following employment as a 

nurse.  Employer reports shall be submitted quarterly for the remainder of the 

second year and third year of the probationary period and monthly for the fourth 

year of the probationary period.  

E. The employer reports cited in Paragraph D above shall include documentation of 

Respondent’s ability to practice nursing safely and competently.  Employer 

reports shall be submitted directly to the Department at the address cited in 

Paragraph P below.   
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F. If Respondent’s employment as a nurse is involuntarily terminated or suspended, 

Respondent and her employer shall notify the Department within 72 hours of such 

termination or suspension.  

G. If Respondent pursues further training in any subject area that is regulated by the 

Department, Respondent shall provide a copy of this Decision to the educational 

institution or, if not an institution, to Respondent’s instructor.  Such institution or 

instructor shall notify the Department in writing as to receipt of a copy of this 

Decision within 15 days of receipt.  Said notification shall be submitted directly to 

the Department at the address cited in Paragraph P below.  

H. At her expense, Respondent shall engage in therapy and counseling for chemical 

dependency with a licensed or certified therapist, approved by the Department, 

during the remainder of the probationary period.   

I. Respondent shall provide a copy of this Decision to her therapist.  The 

Department shall be notified in writing by her therapist, within 30 days of the 

effective date of this Decision, as to receipt of a copy of this Decision.  

J. Respondent shall cause evaluation reports to be submitted to the Department by 

her therapist during the remainder of the probationary period.  Therapist reports 

shall be submitted quarterly for the remainder of the second year and the third 

year of the probationary period and, monthly for the fourth year of probation. 

K. The therapist reports cited in Paragraph J above shall include documentation of 

dates of treatment and an evaluation of Respondent’s progress, including alcohol 

and drug free status and ability to practice nursing safely and competently.  

Therapist reports shall be submitted directly to the Department at the address cited 

in Paragraph P below.   

L. Observed random urine screens  

(1) At her expense, Respondent shall be responsible for submitting to 

observed, random, chain of custody urine screens for alcohol and drugs for 

the entire probationary period at a testing facility approved by the 

Department.  Random alcohol/drug screens shall be legally defensible in 

that the specimen donor and chain of custody can be identified throughout 

the screening process.   
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(2) Respondent shall be responsible for notifying the laboratory, her therapist, 

the Department and her prescribing practitioner of any drug(s) she is 

taking.  For any prescription of a controlled substance(s) for more than 

two consecutive weeks, Respondent shall cause the provider prescribing 

the controlled substance(s) to submit quarterly reports to the Department 

until such time as the controlled substance(s) are no longer prescribed.  

The reports shall include the following:  

a. A list of controlled substances prescribed by this provider;  
b. A list of controlled substance(s) prescribed by other providers;  
c. An evaluation of Respondent’s need for the controlled substances; 

and 
d. An assessment of Respondent’s continued need for the controlled 

substance(s).  
 

(3) There must be at least one such observed, random alcohol/drug screen on 

a weekly basis during the remainder of the probationary period. 

(4) Random alcohol/drug screens shall be negative for the presence of alcohol 

and drugs, excluding the drugs that Respondent’s providers prescribe.  All 

urine screens for alcohol will be tested for Ethyl Glucuronide (EtG) and 

Ethyl Sulfate (EtS) metabolites.  All positive screen results shall be 

confirmed by the Gas Chromatograph Mass Spectrometer (GC/MS) 

testing method.  Chain of custody documentation must accompany all 

laboratory reports and/or the laboratory reports must indicate that chain of 

custody procedures have been followed.   

 

(5) Random alcohol/drug screens must include testing for the following 

substances: 

   Amphetamines   Methadone 
   Barbiturates    Methaqualone 
   Benzodiazepines   Opiates (Metabolites) 
   Cannabinoids (THC Metabolites) Phencyclidine (PCP) 
   Cocaine    Propoxyphene 
   Meperidine (Demerol)  Ethanol (alcohol) 
   Fentanyl    Stadol  
   Tramadol 
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(6) Laboratory reports of random alcohol and drug screens shall be submitted 

directly to the Department, at the address cited in Paragraph P below, by 

Respondent’s therapist, personal physician or the testing laboratory.  

M. Respondent shall not obtain for personal use and/or use alcohol or any drug that 

has not been prescribed for her for a legitimate purpose by a licensed health care 

practitioner authorized to prescribe medications.  Respondent shall not abuse 

and/or excessively use any drugs that are prescribed for a legitimate medical 

purpose.  

N. Respondent is hereby advised that the ingestion of poppy seeds may produce a 

positive drug screen result indicating the presence of opiates/morphine.  The 

ingestion of mouthwash, over the counter cough suppressants, and cold/flu 

remedies may produce a positive result indicating the presence of alcohol.  For 

that reason, any food substance containing poppy seeds, mouthwash, and over the 

counter cough suppressants and cold/flu remedies should be avoided during the 

probationary period.  In the event that a drug/alcohol screen is positive for 

opiates/morphine and/or alcohol, the ingestion of poppy seeds, mouthwash, and 

over the counter cough suppressants and/or cold/flu remedies shall not constitute 

a defense to such positive screen. 

O. The Department must be informed in writing prior to any change of address.  

P. All communications, payments if required, correspondence, and reports are to be 

addressed to:  

 
 
 

Lavita Sookram, RN, Nurse Consultant 
Practitioner Monitoring and Compliance Unit  

Department of Public Health 
Division of Health Systems Regulation 

Board of Examiners for Nursing 
410 Capitol Avenue, MS #12HSR 

P. O. Box 340308 
Hartford, CT 06134-0308 

 
2. Any deviation from the terms of probation, without prior written approval by the Board, 

shall constitute a violation of probation which will be cause for an immediate hearing on 

charges of violating this Order.  Any finding that Respondent has violated this Order will 



  Page 10 of 10 

subject Respondent to sanctions under Conn. Gen. Stat. §§ 19a-17(a) and (c), including 

but not limited to, the revocation of her license.  Any extension of time or grace period 

for reporting granted by the Board shall not be a waiver of or preclude the Board’s right 

to take subsequent action.  The Board shall not be required to grant future extensions of 

time or grace periods.  Notice of revocation or other disciplinary action shall be sent to 

Respondent’s address of record (most current address reported to the Practitioner 

Licensing and Investigations Section of the Healthcare Quality and Safety Branch of the 

Department). 

 
3. This document has no bearing on any criminal liability without the written consent of the 

Director of Medicaid Fraud Control Unit or the Bureau Chief of the Division of Criminal 

Justice’s Statewide Prosecution Bureau.  

 

This Order is effective on the date it is signed by the Board.   

 

The Board hereby informs Respondent, Laura Kisatsky, and the Department of this decision.   

 

Dated at Hartford, Connecticut this     day of April, 2020.   

     BOARD OF EXAMINERS FOR NURSING 

 
     By        
          Patricia C. Bouffard, D.N.Sc., Chair  



 
STATE OF CONNECTICUT 

 

BOARD OF EXAMINERS FOR NURSING 

 
Danielle K. Miranda, R.N.       Petition No. 2019-87 
License No. 086494 

MEMORANDUM OF DECISION 

Procedural Background 

On June 6, 2019, the Department of Public Health (“Department") issued a Statement of 

Charges (“Charges”) with the Board of Examiners for Nursing (“Board”) against Danielle K. 

Miranda, R.N. (the “Respondent”).   Board Exhibit (“Bd. Ex.”) 1.  The Charges allege violations 

of Chapter 378 of the Connecticut General Statutes (“Conn. Gen. Stat.”) by Respondent which 

would subject Respondent’s registered nurse license to disciplinary action pursuant to Conn. 

Gen. Stat. §§ 19a-17 and 20-99(b). 

On July 29, 2019, the Charges and a Notice of Hearing were sent to Respondent by both 

certified and first class mail.  Bd. Exh. 2.   

On August 15, 2019, Respondent filed an Answer to the Charges.  Bd. Exh. 3. 

The hearing was held on September 18, 2019. Respondent was present at the hearing and 

was represented by Attorney Mary Alice Moore Leonhardt.  The Department was represented by 

Attorney Joelle Newton. 

Each member of the Board involved in this decision attests that she was present at the 

hearing or has reviewed the record, and that this decision is based entirely on the record, the law, 

and the Board’s specialized professional knowledge in evaluating the evidence.  Pet v. 

Department of Health Services, 228 Conn. 651 (1994).  To the extent the findings of fact actually 

represent conclusions of law, they should be so considered, and vice versa.  SAS Inst., Inc., v. S 

& H Computer Systems, Inc., 605 F. Supp. 816 (Md. Tenn. 1985). 

 

Allegations 

 
1. In paragraph one of the Charges, the Department alleges Respondent of North Haven, 

Connecticut is, and has been at all times referenced in the Charges, the holder of 
Connecticut registered nurse license number 086494. 
 

2. In paragraph two of the Charges, the Department alleges that in or about the summer of 
2016 and/or April 2018, Respondent abused and/or utilized to excess alcohol.   
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3. In paragraph three of the Charges, the Department alleges that in or about September 
2016 and/or April 2018, Respondent abused and/or utilized to excess cocaine. 
 

4. In paragraph four of the Charges, the Department alleges that in or about October 2017 
and/or November 2018, Respondent abused and/or utilized to excess valium.   

 
5. In paragraph five of the Charges, the Department alleges that Respondent’s abuse of 

alcohol, cocaine, and/or valium does, and/or may, affect her practice as a nurse.   
 

6. In paragraph six of the Charges, the Department alleges that the above facts constitute 
grounds for disciplinary action pursuant to the General Statutes of Connecticut § 20-
99(b), including but not limited to § 20-99(b)(5). 

 
Findings of Fact 

 

1. Respondent is a resident of North Haven, Connecticut and has been, at all times 
referenced in the Charges, the holder of Connecticut registered nurse license number 
086494.  Bd. Ex. 3. 
 

2. In August 2016 and April 2018, Respondent abused and/or utilized alcohol to excess.  
Bd. Ex. 3; Respondent Exhibit (“Resp. Ex.”) 1, pp. 24 (sealed), 52; Department Exhibit 
(“Dept. Ex.”) p. 14; Transcript (“Tr.”) p. 11. 
 

3. In or about September 2016 and April 2018, Respondent abused and/or utilized cocaine 
to excess.  Bd. Ex. 3; Dept. Ex. 1, pp. 2, 4-6, 15, 21 (sealed); Tr., p. 11. 
 

4. In or about October 2017 and November 2018, Respondent abused and/or utilized valium 
to excess.  Bd. Ex. 3; Dept. Ex. 1, pp. 4, 6, 8, 13 (sealed); Tr., p. 11. 
 

5. Respondent’s abuse of alcohol, cocaine, and valium affected her practices as a nurse.  
Dept. Ex. 1, pp. 1, 2 (sealed), Resp. Ex. 1, pp. 1-3, 50-56, 59-62. 

 

Discussion and Conclusions of Law 

 The Department bears the burden of proof by a preponderance of the evidence in this 

matter.  Jones v. Connecticut Medical Examining Board, 309 Conn. 727, 739-740 (2013).   

The Department sustained its burden of proof with regard to all allegations contained in the 

Charges. 

Conn. Gen. Stat. Section 20-99 provides in pertinent part: 

(a) The Board … shall have jurisdiction to hear all charges of conduct which fails to 
conform to the accepted standards of the nursing profession brought against persons 
licensed to practice nursing.  After holding a hearing … said board, if it finds such person 
to be guilty, may revoke or suspend his or her license or take any of the actions set forth 
in section 19a-17 … 
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(b) Conduct which fails to conform to the accepted standards of the nursing profession 
includes, but is not limited to, the following: … (5) abuse or excessive use of drugs, 
including alcohol, narcotics or chemicals; ….  
 
Respondent admits she ingested alcohol in August 2016 and April 2018, used cocaine in 

or about September 2016 and April 2018, and used valium in or about October 2017 and 

November 2018.  Bd. Ex. 3.  However, she denies that she abused or utilized those substances in 

excess and that such conduct affected her practice as a nurse.  Id.  Despite her claim, the Board 

finds by a preponderance of the evidence that Respondent utilized said substances to excess and 

that such excess use affected her practice as a nurse.  Specifically, the credible evidence 

demonstrated that between May 18, 2016 and June 15, 2016, there were discrepancies with 

Respondent’s drug pulls and wastes.  Dept. Ex. 1, p. 1 (sealed); Tr., pp. 18, 19.  Fentanyl and 

midazolam doses removed by Respondent from the Pyxis machine were unaccounted for and/or 

wasted without a witness.  Dept. Ex. 1, p. 2 (sealed); Tr., pp. 18, 19.  Subsequent to these 

incidents, Respondent sought help through rehabilitative services, therapy, and AA meetings.  

Thereafter, however, Respondent relapsed in April and November 2018.  Bd. Ex. 3; Resp. Ex. 1, 

pp. 24 (sealed), 52; Dept. Ex. pp. 2, 4, 6, 7, 11, 13-15, 21 (sealed).   

Pursuant to Conn. Gen. Stat. § 20-99(a), the Board is authorized to hold a hearing and 

discipline a nurse’s license for failure to conform to the standards of the nursing profession.  

Respondent’s abuse and/or excess utilization of alcohol, cocaine, and valium constitutes failure 

to conform to the standards of the nursing profession in violation of Conn. Gen. Stat. § 20-

99(b)(5) and grounds for disciplinary action by the Board.  However,  such disciplinary action is 

not imposed without consideration of relevant and mitigating factors. 

 Respondent testified that since she relapsed in November 2018, she has stopped 

socializing with certain persons and has added different components of therapy to her treatment 

regimen.  In addition, Respondent testified that she is submitting to  weekly observed urine 

screens, utilizing coping skills, engaging with a sponsor, attending AA meetings, practicing 

yoga, maintaining a healthy diet, and hiking.  Tr., pp. 11-13.  Moreover, Respondent testified 

that her current employer supports her key access, and that the drugs she has access to in the 

Pyxis do not pose any temptation for her.  Tr., pp. 14, 15.    

 Based on the foregoing, the Board finds that the Department sustained its burden of proof 

regarding all of the allegations set forth in the Charges and concludes that Respondent’s conduct 

constitutes grounds for disciplinary action pursuant to Conn. Gen. Stat. §§ 20-99(b)(5) and 19a-
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17.1  Nonetheless, the Board finds that based on the relevant mitigating factors identified above, 

Respondent can practice nursing with reasonable skill and safety under the terms of the Order 

detailed below. 

 

Order 

1. Respondent’s license shall be placed on probation for a period of four years under the 

following terms and conditions.  If any of the conditions of probation are not met, 

Respondent’s registered nurse license may be subject to disciplinary action pursuant to    

Conn. Gen. Stat. § 19a-17.   

A. During the period of probation the Board shall pre-approve Respondent’s 

employment and/or change of employment within the nursing profession.  

B. Respondent shall not be employed as a nurse for a personnel provider service, 

assisted living services agency, homemaker-home health aide agency, or home 

health care agency, and shall not be self-employed as a nurse for the period of 

probation. 

C. Respondent shall provide a copy of this Memorandum of Decision to any and all 

employers if employed as a nurse during the probationary period.  The Board 

shall be notified in writing by any employer(s), within thirty (30) days of the 

commencement of employment, as to receipt of a copy of this Memorandum of 

Decision.    

D. If employed as a nurse, Respondent shall cause employer reports to be submitted 

to the Board, by her immediate supervisor during the entire probationary period.  

Employer reports shall be submitted commencing with the report due on the first 

business day of the month following employment as a nurse.  Employer reports 

shall be submitted monthly during the first and fourth years of probation, and 

quarterly during the second and third years of probation. 

E. The employer reports cited in Paragraph D above shall include documentation of 

Respondent’s ability to safely and competently practice nursing.  Employer 

reports shall be submitted directly to the Board at the address cited in Paragraph Q 

below.   

 
1 Pursuant to Conn. Gen. Stat. § 19a-17, the Board may impose disciplinary action, as set forth in the statute, upon a 
finding of good cause. 
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F. Should Respondent’s employment as a nurse be involuntarily terminated or 

suspended, Respondent and her employer shall notify the Board within seventy-

two (72) hours of such termination or suspension.  

G. If Respondent pursues further training in any subject area that is regulated by the 

Department, Respondent shall provide a copy of this Memorandum of Decision to 

the educational institution or, if not an institution, to Respondent’s instructor.  

Such institution or instructor shall notify the Department in writing as to receipt 

of a copy of this Memorandum of Decision within fifteen (15) days of receipt.  

Said notification shall be submitted directly to the Department at the address cited 

in Paragraph Q below.  

H. At her expense, Respondent shall engage in therapy and counseling for chemical 

dependency with a licensed or certified therapist, approved by the Board and the 

Department, during the entire period of probation.  

I. Respondent shall provide a copy of this Memorandum of Decision to her 

therapist.  The Board shall be notified in writing by her therapist, within thirty 

(30) days of the effective date of this Decision, as to receipt of a copy of this 

Memorandum of Decision.  

J. Respondent shall cause evaluation reports to be submitted to the Board by her 

therapist during the entire probationary period.   Therapist reports shall be 

submitted monthly during the first and fourth years of probation, and quarterly 

during the second and third years of probation. 

K. The therapist reports cited in Paragraph J above shall include documentation of 

dates of treatment, and an evaluation of Respondent’s progress, including alcohol 

and drug free status.  Therapist reports shall be submitted directly to the Board at 

the address cited in Paragraph Q below.   

L. Commencing on the effective date of this Memorandum of Decision, Respondent 

shall attend “anonymous” or support group meetings on an average of eight (8) to 

ten (10) times per month, and shall provide monthly reports to the Department 

concerning her record of attendance. 
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M. Observed random urine screens  

  (1) At her expense, Respondent shall be responsible for submitting to 

observed, random chain of custody urine screens for alcohol and drugs for 

the entire probationary period, at a testing facility approved by the Board, 

after consultation with the Department, as ordered by her therapist, and/or 

personal physician, and/or employer.  Random alcohol/drug screens shall 

be legally defensible in that specimen donor and chain of custody can be 

identified throughout the screening process.   

(2) Respondent shall be responsible for notifying the laboratory, her therapist, 

the Board, the Department and her prescribing practitioner of any drug(s) 

she is taking.  For any prescription of a controlled substance(s) for more 

than two consecutive weeks, Respondent shall cause the provider 

prescribing the controlled substance(s) to submit quarterly reports to the 

Board and the Department until such time as the controlled substance(s) 

are no longer prescribed.  The reports shall include the following:  

a. A list of controlled substances prescribed by this provider for 
Respondent;  

b. A list of controlled substance(s) prescribed by other providers;  
c. An evaluation of the Respondent’s need for the controlled 

substance;  
d. An assessment of the Respondent’s continued need for the 

controlled substance(s).  
 

(3) There must be at one such observed random alcohol/drug screen per week 

during the first and fourth years of the probationary period; and, at least 

one such observed random alcohol/drug screens per month during the 

second and third years of the probationary period.  

(4) Random alcohol/drug screens shall be negative for the presence of alcohol 

and drugs.  All positive drug screen results shall be confirmed by the Gas 

Chromatograph Mass Spectrometer (GC/MS) testing method.  All positive 

alcohol screen results shall be confirmed by the urine Ethyl Glucuronide 

(EtG) testing method.  Chain of custody documentation must accompany 

all laboratory reports and/or the laboratory reports must indicate that chain 

of custody procedures have been followed.  
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(5) Random alcohol/drug screens must include testing for the following 

substances: 

   Amphetamines   Methadone   

   Barbiturates    Methaqualone 
   Benzodiazepines   Opiates (Metabolites) 
   Cannabinoids (THC Metabolites) Phencyclidine (PCP) 
   Cocaine    Propoxyphene 
   Meperidine (Demerol)  Ethanol (alcohol) 
 

(6) Laboratory reports of random alcohol and drug screens shall be submitted 

directly to the Board and the Department, at the address cited in Paragraph 

R below, by Respondent’s therapist, personal physician or the testing 

laboratory.  

N. Respondent shall not obtain for personal use and/or use alcohol or any drug that 

has not been prescribed for her, for a legitimate purpose, by a licensed health care 

practitioner authorized to prescribe medications.  Respondent shall not abuse 

and/or excessively use any drugs that are prescribed for a legitimate medical 

purpose.  

O. Respondent is hereby advised that the ingestion of poppy seeds may produce a 

positive drug screen result indicating the presence of opiates/morphine and that 

the ingestion of mouthwash may produce a positive result indicating the presence 

of alcohol.  For that reason, any food substance containing poppy seeds, and 

mouthwash should be avoided during the probationary period.  In the event that a 

drug/alcohol screen is positive for opiates/morphine and/or alcohol, the ingestion 

of poppy seeds and/or mouthwash shall not constitute a defense to such positive 

screen. 

P. The Board must be informed in writing prior to any change of address.  

* 

* 

* 

* 

* 
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Q. All communications, payments if required, correspondence, and reports are to be 

addressed to:       

Lavita Sookram, Nurse Consultant 
Practitioner Monitoring and Compliance Unit 

Department of Public Health 
Healthcare Quality and Safety Branch 

410 Capitol Avenue, MS #12HSR 
P. O. Box 340308 

Hartford CT 06134-0308 
 
R. Any deviation from the terms of probation, without prior written approval by the 

Board, shall constitute a violation of probation, which will be cause for an 

immediate hearing on charges of violating this Order.  Any finding that 

Respondent has violated this Order will subject Respondent to sanctions under     

§ 19a-17(a) and (c) of the General Statutes of Connecticut, including but not 

limited to, the revocation of her license.  Any extension of time or grace period 

for reporting granted by the Board shall not be a waiver or preclude the Board’s 

right to take subsequent action.  The Board shall not be required to grant future 

extensions of time or grace periods.  Notice of revocation or other disciplinary 

action shall be sent to Respondent’s address of record (most current address 

reported to the Practitioner Licensing and Investigations Section of the Healthcare 

Quality and Safety Branch of the Department). 

2. This Memorandum of Decision becomes effective, and the four-year probation of 

registered nurse license no. 086494 shall commence, on the date of signature by the 

Board.    

 

 The Board of Examiners for Nursing hereby informs Respondent, Danielle Miranda, and 

the Department of Public Health of the State of Connecticut of this decision.   

 

Dated at Hartford, Connecticut this _______________ day of April, 2020.   

      BOARD OF EXAMINERS FOR NURSING 
 
 
      By     ______________ 
      Patricia Bouffard, D.N.Sc, Chairperson 



STATE OF CONNECTICUT 

BOARD OF EXAMINERS FOR NURSING 

 
 
Charlene Zikaras, R.N.                                            Petition No. 2019-522 
License No. E43575 

 

MEMORANDUM OF DECISION  

I 

 
Procedural Background 

On May 31, 2019, the Department of Public Health ("Department") filed a Motion for 

Summary Suspension (“Motion”) with the Board of Examiners for Nursing (“Board”).  Board 

(“Bd.”) Exhibit (“Ex.”).   1.  The Statement of Charges (“Charges”) alleges violations of Chapter 

378 of the General Statutes of Connecticut (“Conn. Gen. Stat.”) by Charlene Zikaras 

(“Respondent”), which would subject Respondent’s registered nurse (“R.N.”) license number 

E43575 to disciplinary action pursuant to Conn. Gen. Stat. §§ 19a-17 and 20-99(b).   

Based on the allegations in the Charges, and the affidavits and reports attached to the 

Motion, the Board found that Respondent’s continued nursing practice presented a clear and 

immediate danger to public health and safety.  As a result,  on June 19, 2019, pursuant to Conn. 

Gen. Stat. §§ 4-182(c) and 19a-17(c), the Board ordered that Respondent’s R.N. license be 

summarily suspended pending a final determination by the Board of the allegations contained in 

the Charges (“Summary Suspension Order”).  Bd. Ex. 2.  

On June 19, 2019, the Charges, the Summary Suspension Order, and a Notice of Hearing 

(“Notice”) were served to Respondent in person at the Board’s June 19, 2019 meeting.                  

Bd. Ex. 3, 4.  The hearing was scheduled to convene on July 17, 2019.  Bd. Ex. 4.  

On July 16, 2019, Respondent requested a continuance of the July 17, 2019 hearing.  Bd. 

Ex. 6.  Without objection from the Department, the the Board granted Respondent’s continuance  

request and continued the hearing to August 14, 2019.  Bd. Ex. 6.   

On August 14, 2019, Respondent was present at the hearing.  She was not represented by 

counsel.  Attorney Leslie Scoville represented the Department.  During the hearing, Respondent 

answered the Charges on the record.  Transcript (“Tr.”) 8/14/19, pp. 19-22.   

During the hearing, the Board determined that Respondent’s treatment records were 

incomplete and therefore the Board could not review them in their entirety.  As a result, the 
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Board voted to keep the record open until the next available hearing date and to continue the 

hearing to that date.  Tr. 8/14/19, pp. 39-43. 

On August 21, 2019, a Notice of Continued Hearing was sent to Respondent by  

first class mail and email transmission (carubaz@aol.com).  The Notice of Continued hearing 

informed Respondent that the hearing was continued to September 18, 2019.  Bd. Ex. 7.  

On September 18, 2019, the hearing reconvened.  Respondent was present at the hearing.  

Respondent was not represented by counsel.  Attorney Matthew Antonetti represented the 

Department.  Tr. 9/18/19, pp. 2-3. 

Following the close of the record, the Board conducted fact finding.   

Each member of the Board involved in this decision attests that he or she was present at 

the hearing or has reviewed the record, and that this decision is based entirely on the record, the 

law, and the Board’s specialized professional knowledge in evaluating the evidence.  Pet v. 

Department of Health Services, 228 Conn. 651 (1994).  

 

II 

Allegations 

Count One  

 

1. In paragraph 1 of the Charges, the Department alleges that Respondent of Milford, 
Connecticut is, and has been at all times, as referenced in the Charges, the holder of 
Connecticut R.N. license number E43575.   

 

2. In paragraph 2 of the Charges, the Department alleges that in or about April 2019, 
Respondent abused or utilized alcohol to excess.  

 
3. In paragraph 3 of the Charges, the Department alleges that Respondent’s abuse of alcohol 

does, and/or may, affect her practice as a registered nurse.   
 
4. In paragraph 4 of the Charges, the Department alleges that the above facts constitute 

grounds for disciplinary action pursuant to Conn. Gen. Stat. § 20-99(b), including but not 
limited to §§ 20-99(b)(2) and/or 20-99(b)(5). 

 
Count Two  

 

5. In paragraph 5 of the Charges, the Department alleges that paragraphs 1-3, inclusive, are 
incorporated herein by reference as if set forth in full.   

 

mailto:carubaz@aol.com
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6. In paragraph 6 of the Charges, the Department alleges that on December 19, 2018, the 
Board ordered a Consent Order in Petition Number 2018-265 that placed Respondent’s 
R.N. license on probation for a period of four years.  Such disciplinary action was based 
upon proof of Respondent’s abuse or utilization of alcohol to excess. 

 
7. In paragraph 7 of the Charges, the Department alleges that said Consent Order 

specifically provided that Respondent shall not use alcohol in any form unless prescribed 
or recommended for a legitimate therapeutic purpose by a licensed health care 
professional authorized to prescribe medications and that an EtG test report at a level of 
1000 nanograms per milliliter (“ng/mL”) or higher shall be deemed to constitute a 
positive screen for the presence of alcohol.   

 
8. In paragraph 8 of the Charges, the Department alleges that on or about April 22, 2019, 

Respondent’s urine screen test result was positive for metabolites of alcohol at a level of 
4,878 ng/mL. 

 
9. In paragraph 9 of the Charges, the Department alleges that said Consent Order 

specifically provided that in the event Respondent violates a term of the Consent Order, 
Respondent agrees, upon the Department’s request, to immediately refrain from 
practicing as a nurse for a period not to exceed 45 days. 

 
10. In paragraph 10 of the Charges, the Department alleges that on or about May 3, 2019,                     

the Department requested Respondent to refrain from practicing as a nurse.   
 
11. In paragraph 11 of the Charges, the Department alleges that on or about May 8, 2019, 

Respondent practiced as a R.N. at Stamford Ambulatory Surgical Center, Stamford, 
Connecticut. 

 
12. In paragraph 12 of the Charges, the Department alleges that Respondent’s conduct as 

described above constitutes violations of the terms of probation as set forth in the 
Consent Order, and subjects Respondent’s license to revocation or other disciplinary 
action authorized by Conn. Gen. Stat. §§ 19a-17 and 20-99(b).      

 

III 

 

Findings of Fact 

 
1. Respondent, a resident of Milford, Connecticut, is, and has been at all times, as 

referenced in the Charges, the holder of Connecticut R.N. license number E43575.  Tr. 
8/14/19, p. 19. 

 

2. In April 2019, Respondent abused or utilized alcohol to excess. Tr. 8/14/19, p. 20. 
 
3. Respondent’s abuse of alcohol does, and/or may, affect her practice as a registered nurse.  

Tr. 8/14/19, pp. 20-21. 
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4. On December 19, 2018, the Board issued a Consent Order in Petition Number 2018-265 
that placed Respondent’s R.N. license on probation for a period of four years.                         
Such disciplinary action was based upon proof of Respondent’s abuse or utilization of 
alcohol to excess.  Tr. 8/14/19, p. 20; Department (“Dept.”) Ex. 1, pp. 2, 4. 

 
5. Said Consent Order specifically provided that Respondent shall not use alcohol in any 

form unless prescribed or recommended for a legitimate therapeutic purpose by a 
licensed health care professional authorized to prescribe medications.  The Consent Order 
further specified that an EtG test report indicating the presence of alcohol at a level of 
1000 ng/mL or higher shall be deemed to constitute a positive screen for the presence of 
alcohol.  Tr. 8/14/19, p. 21; Dept. Ex. 1, p. 4. 

 
6. On April 22, 2019, Respondent’s urine screen test result was positive for metabolites of 

alcohol at a level of 4,878 ng/mL.  Tr. 8/14/19, p. 21; Dept. Ex. 1, pp. 2, 4. 
 
7. Said Consent Order specifically provided that in the event Respondent violates a term of 

the Consent Order, upon the Department’s request, Respondent agrees to immediately 
refrain from practicing as a nurse for a period not to exceed 45 days.  Tr. 8/14/19, p. 21; 
Dept. Ex. 1, pp. 4, 14. 

 
8. On May 3, 2019, as a result of Respondent’s April 22, 2019 positive alcohol screen, the 

Department requested Respondent to refrain from practicing as a nurse.  Tr. 8/14/19, p. 
22; Bd. Ex. 5; Dept. Ex. 1, pp. 2, 4. 

 
9. On May 8, 2019, Respondent practiced as a R.N. at Stamford Ambulatory Surgical 

Center, Stamford, Connecticut.  Tr. 8/14/19, p. 22; Dept. Ex. 1, p. 3. 
 

IV 

 

Discussion and Conclusions of Law 

 The Department bears the burden of proof by a preponderance of the evidence in this 

matter.  Jones v. Connecticut Medical Examining Board, 309 Conn. 727, 739-740 (2013).                 

The Department sustained its burden of proof as to all of the allegations contained in the 

Charges. 

Conn. Gen. Stat. § 20-99 provides, in pertinent part:  

(a)  The Board … shall have jurisdiction to hear all charges of conduct which fails to 
conform to the accepted standards of the nursing profession brought against persons 
licensed to practice nursing.  After holding a hearing … said board, if it finds such person 
to be guilty, may revoke or suspend his or her license or take any of the actions set forth 
in section 19a-17.…  
(b) Conduct which fails to conform to the accepted standards of the nursing profession 
includes, but is not limited to, the following: … (2) illegal conduct, incompetence or 
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negligence in carrying out usual nursing functions; … (5) abuse or excessive use of 
drugs, including alcohol, narcotics or chemicals; …  
  
Respondent admitted to each of the allegations contained in the Charges.  Thus, the 

Board finds that with respect to each of the allegations contained in the Charges, the Department 

sustained its burden of proof by a preponderance of the evidence.  Findings of Fact (“FF”) 1-9.   

The record establishes that on December 19, 2018, the Board issued a Consent Order in 

Petition Number 2018-265 that placed Respondent’s R.N. license on probation for a period of 

four years.  Such disciplinary action was based upon proof of Respondent’s abuse or utilization 

of alcohol to excess.  FF 4.  Said Consent Order specifically provided that Respondent shall not 

use alcohol in any form unless prescribed or recommended for a legitimate therapeutic purpose 

by a licensed health care professional authorized to prescribe medications.  The Consent Order 

also specifically provided that an EtG test report indicating the presence of alcohol at a level of 

1000 ng/mL or higher shall be deemed to constitute a positive screen for the presence of alcohol.  

FF 5.   

The record further establishes that in April 2019, Respondent abused or utilized alcohol 

to excess (FF 2) and on April 22, 2019, Respondent’s urine screen test result was positive for 

metabolites of alcohol at a level of 4,878 ng/mL, which was a violation of the December 19, 

2018 Consent Order.  FF 6, 7.  Said Consent Order specifically provided that in the event 

Respondent violates a term of the Consent Order, upon the Department’s request, Respondent 

agrees to immediately refrain from practicing as a nurse for a period not to exceed 45 days.                

FF 7.   

The record also establishes, and Respondent admits, that on May 3, 2019, the Department 

requested by email and first class mail that she refrain from practicing as a nurse (FF 8), in 

accordance with paragraph number 10 of the December 29, 2018 Consent Order. See, Dept. Ex. 

1, p. 14.  Respondent did not comply with the Department’s request that she refrain from 

practicing as a nurse.  The record establishes, and Respondent admits, that on May 8, 2019, 

Respondent reported for work at Stamford Ambulatory Surgical Center, Stamford, Connecticut 

and practiced as a R.N.  FF 9.  Respondent, in her correspondence (Bd. Ex. 5) and in her 

testimony, stated that she had intended to inform her employer in person about the Department’s 

request, but she was too anxious and “overwhelmed with fear and confusion” to do as instructed.  

Tr. 9/18/19, p. 17.  
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The record establishes that on May 8, 2019, the Department’s monitor telephoned 

Respondent’s employer and learned that Respondent had not informed her employer of the 

Department’s May 3, 2019 request that Respondent refrain from practicing as a nurse for a 

period of time, not to exceed 45 days.  In addition, the Department learned that on May 8, 2019, 

Respondent worked from 7:00 a.m. until 10:00 a.m., providing  patient care.  Dept. Ex. 1, pp. 3, 

32.  After Respondent’s employer notified her that the Department monitor had called them 

regarding Respondent’s violation of the Consent Order, Respondent was relieved of her nursing 

duties and was asked to leave the premises.  Dept. Ex. 1, p. 33.  Respondent acknowledged that 

rather than reporting for work as usual on May 8, 2019, she should have informed her employer 

of the Department’s May 3, 2019 request that she refrain from the practice of nursing for a 

period of time, not to exceed 45 days.  Bd. Ex. 5.  

As a result of Respondent’s failure to comply with the Department’s request to refrain 

from practice, the Board summarily suspended her R.N. license on June 19, 2019.  Bd. Ex. 2.    

Based on the foregoing, the Board finds that the Department has established by                         

a preponderance of the evidence that Respondent violated one of the terms of the                          

December 19, 2018 Consent Order when she failed to comply with the Department’s request to 

refrain from practice for 45 days, and that such violation constitutes grounds for disciplinary 

action pursuant to Conn. Gen. Stat. §§ 20-99(b)(2) and (b)(5).  The conduct admitted, in 

conjunction with the Department’s sustaining of its burden of proof, renders Respondent’s 

license subject to sanctions, including, among others, revocation, suspension or probation.  See, 

Conn. Gen. Stat. §§ 19a-17(a) (1), (2) and (5).  Nonetheless, based on Respondent’s commitment 

to her sobriety, use of positive coping mechanisms, daily attendance at AA meetings (Dept. Ex. 

2, pp. 113-119, Respondent (“Resp.”) Ex. 1, pp. 3-6), performance of leadership duties at AA 

meetings and conferences, engagement and participation in individual and group counseling 

(Dept. Ex. 1, pp. 46-58, under seal; Dept. Ex. 2, pp. 66-98, under seal), recent completion of an 

intensive outpatient program (Resp. Ex. 1, p. 2), negative urine screens (Dept. Ex. 2, pp. 3-62, 

121-132, under seal), positive employer reports (Dept. Ex. 1, pp. 39-43, under seal, Dept. Ex. 2, 

pp. 99-111, under seal) and support from her AA sponsor and AA community, the Board finds 

that Respondent can practice nursing with reasonable skill and safety under the terms of this 

Order.    
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Order 

Based on the record in this case, the above findings of fact and conclusions of law, and 

pursuant to the authority vested in it by Conn. Gen. Stat. §§ 19a-17(a)(1), (2) and (5) and 20-

99(b)(5), the Board finds that the conduct alleged and proven is severable and warrants the 

disciplinary action imposed by this Order.  The terms of the December 19, 2018 Order            

are replaced in their entirety by the terms of this Order which follow.  Therefore, the Board 

hereby orders, with respect to Respondent’s license number E43575, as follows:   

1. Respondent shall pay a civil penalty of $200 by certified or cashier’s check payable to 

“Treasurer, State of Connecticut.”  The check shall reference the Petition Number on the 

face of the check and shall be payable within 30 days of the effective date of this 

Memorandum of Decision (“Decision”). 

2. Respondent’s license shall be suspended for a period of three months.   

3. Concurrently with such suspension, Respondent’s license shall be placed on probation for 

a period of four years under the following terms and conditions.  If any of the conditions 

of probation are not met, Respondent’s R.N. license may be subject to disciplinary action 

pursuant to Conn. Gen. Stat. § 19a-17.   

A. During the period of probation, the Department shall pre-approve Respondent’s 

employment and/or change of employment within the nursing profession.  

B. Respondent shall not be employed as a nurse for a personnel provider service, 

assisted living services agency, homemaker-home health aide agency, or home 

health care agency, and shall not be self-employed as a nurse during the 

probationary period. 

C. Respondent shall provide a copy of this Decision to any and all employers if 

employed as a nurse during the probationary period.  The Department shall be 

notified in writing by any employer(s), within 30 days of the commencement of 

employment, as to receipt of a copy of this Decision.   

D. If employed as a nurse, Respondent shall cause employer reports to be submitted 

to the Department by her immediate supervisor during the entire probationary 

period.  Employer reports shall be submitted commencing with the report due on 

the first business day of the month following employment as a nurse.  Employer 

reports shall be submitted at least monthly for the first and fourth years of the 
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probationary period and at least quarterly for the second and third years of the 

probationary period.  

E. The employer reports cited in Paragraph D above shall include documentation of 

Respondent’s ability to practice nursing safely and competently.  Employer 

reports shall be submitted directly to the Department at the address cited in 

Paragraph P below.   

F. Should Respondent’s employment as a nurse be involuntarily terminated or 

suspended, Respondent and her employer shall notify the Department within 72 

hours of such termination or suspension.  

G. If Respondent pursues further training in any subject area that is regulated by the 

Department, Respondent shall provide a copy of this Decision to the educational 

institution or, if not an institution, to Respondent’s instructor.  Such institution or 

instructor shall notify the Department in writing as to receipt of a copy of this 

Decision within 15 days of receipt.  Said notification shall be submitted directly to 

the Department at the address cited in Paragraph P below.  

H. At her expense, Respondent shall engage in therapy and counseling for chemical 

dependency with a licensed or certified therapist, approved by the Department, 

during the entire probationary period.  Additionally, Respondent shall obtain a 

sponsor and participate in AA meetings at least 10 times a month for the entire 

probationary period and shall submit written documentation of her participation 

and/or attendance to the Department. 

I. Respondent shall provide a copy of this Decision to her therapist.  The 

Department shall be notified in writing by her therapist, within 30 days of the 

effective date of this Decision, as to receipt of a copy of this Decision.  

J. Respondent shall cause evaluation reports to be submitted to the Department by 

her therapist during the entire probationary period.  Therapist reports shall be 

submitted at least monthly for the first and fourth years of the probationary period 

and at least quarterly for the second and third years of the probationary period.  

K. The therapist reports cited in Paragraph J above shall include documentation of 

dates of treatment and an evaluation of Respondent’s progress, including alcohol 

and drug free status, and ability to practice nursing safely and competently.  
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Therapist reports shall be submitted directly to the Department at the address cited 

in Paragraph P below.   

L. Observed random urine screens  

(1) At her expense, Respondent shall be responsible for submitting to 

observed, random, chain of custody urine screens for alcohol and drugs for 

the entire probationary period at a testing facility approved by the 

Department.  Random alcohol/drug screens shall be legally defensible in 

that specimen donor and chain of custody can be identified throughout the 

screening process.   

(2) Respondent shall be responsible for notifying the laboratory, her therapist, 

the Department, and her prescribing practitioner of any drug(s) she is 

taking.  For any prescription of a controlled substance(s) for more than 

two consecutive weeks, Respondent shall cause the provider prescribing 

the controlled substance(s) to submit quarterly reports to the Department 

until such time as the controlled substance(s) is (are ) no longer 

prescribed.  The reports shall include the following:  

a. A list of controlled substances prescribed by theis provider;  
b. A list of controlled substance(s) prescribed by other providers;  
c. An evaluation of Respondent’s need for the controlled substance; 

and  
d. An assessment of Respondent’s continued need for the controlled 

substance(s).  
 

(3) There must be at least one such observed, random alcohol/drug screen on 

a weekly basis during the first and fourth years of the probationary period; 

and at least monthly during the second and third years of the probationary 

period.  

(4) Random alcohol/drug screens shall be negative for the presence of alcohol 

and drugs excluding the drugs that Respondent’s providers prescribe.  All 

urine screens for alcohol will be tested for Ethyl Glucuronide (EtG) and 

Ethyl Sulfate (EtS) metabolites.  All positive screen results shall be 

confirmed by the Gas Chromatograph Mass Spectrometer (GC/MS) 

testing method.  Chain of custody documentation must accompany all 
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laboratory reports and/or the laboratory reports must indicate that chain of 

custody procedures have been followed.   

(5) Random alcohol/drug screens must include testing for the following 

substances: 

   Amphetamines   Methadone 
   Barbiturates    Methaqualone 
   Benzodiazepines   Opiates (Metabolites) 
   Cannabinoids (THC Metabolites) Phencyclidine (PCP) 
   Cocaine    Propoxyphene 
   Meperidine (Demerol)  Ethanol (alcohol) 
   Fentanyl    Stadol  
   Tramadol 
 

(6) Laboratory reports of random alcohol and drug screens shall be submitted 

directly to the Department at the address cited in Paragraph P below by 

Respondent’s therapist, personal physician, or the testing laboratory.  

M. Respondent shall not obtain for personal use and/or use alcohol or any drug that 

has not been prescribed for her for a legitimate purpose by a licensed health care 

practitioner authorized to prescribe medications.  Respondent shall not abuse 

and/or excessively use any drugs that are prescribed for a legitimate medical 

purpose.  

N. Respondent is hereby advised that the ingestion of poppy seeds may produce a 

positive drug screen result indicating the presence of opiates/morphine.  The 

ingestion of mouthwash, over the counter cough suppressants and cold/flu 

remedies may produce a positive result indicating the presence of alcohol.  For 

that reason, any food substance containing poppy seeds, mouthwash and over the 

counter cough suppressants and cold/flu remedies should be avoided during the 

probationary period.  In the event that a drug/alcohol screen is positive for 

opiates/morphine and/or alcohol, the ingestion of poppy seeds, mouthwash and 

over the counter cough suppressants and/or cold/flu remedies shall not constitute 

a defense to such positive screen. 

O. The Department must be informed in writing prior to any change of address.  

 



  Page 11 of 11 

P. All communications, payments, if required, correspondence, and reports are to be 

addressed to:  

Lavita Sookram, RN, Nurse Consultant 
Practitioner Monitoring and Compliance Unit  

Department of Public Health 
Division of Health Systems Regulation 

Board of Examiners for Nursing 
410 Capitol Avenue, MS #12HSR 

P. O. Box 340308 
Hartford, CT 06134-0308 

 
4. Any deviation from the terms of probation, without prior written approval by the Board, 

shall constitute a violation of probation which will be cause for an immediate hearing on 

charges of violating this Order.  Any finding that Respondent has violated this Order will 

subject Respondent to sanctions under Conn. Gen. Stat. §§ 19a-17(a) and (c), including, 

but not limited to, the revocation of her license.  Any extension of time or grace period 

for reporting granted by the Board shall not be a waiver or preclude the Board’s right to 

take subsequent action.  The Board shall not be required to grant future extensions of 

time or grace periods.  Notice of revocation or other disciplinary action shall be sent to 

Respondent’s address of record (most current address reported to the Practitioner 

Licensing and Investigations Section of the Healthcare Quality and Safety Branch of the 

Department). 

 
5. This document has no bearing on any criminal liability without the written consent of the 

Director of Medicaid Fraud Control Unit or the Bureau Chief of the Division of Criminal 

Justice’s Statewide Prosecution Bureau.  

This Order is effective on the date it is signed by the Board.   

The Board hereby informs Respondent, Charlene Zikaras, and the Department of this decision.   

 

Dated at Hartford, Connecticut this                 day of April, 2020.   

     BOARD OF EXAMINERS FOR NURSING 

 
     By        
          Patricia C. Bouffard, D.N.Sc., Chair  

































    

 

CONSENT ORDER COVER SHEET 

 

 
In re:  Milagros Narido, R.N.                                                       `Petition No. 2019-1055 
 

 

1.  Milagros Narido of Glastonbury, Connecticut  (hereinafter “respondent”) graduated from  

 Perpetual Health College of Manila, Philippines in 1995.  She was licensed to practice 

as a registered nurse in Connecticut in 2006.   

           She has not been subject to any other discipline. 

    2.    On various occasions in 2017, respondent practiced beyond the scope of her registered  

nurse license when she inappropriately signed prescriptions using the names of various 

physicians without their knowledge or authorization.  Respondent also identified herself as a 

“Doctor of Nursing Practice” when she did not hold such degree. 

      3.   The proposed Consent Order places respondent's Connecticut registered  

            nurse license hereby on probation for three months and requires her to  attend and successfully 

            complete coursework in Scope of Practice for Nursing.  Respondent further agrees to cease and 

            desist signing prescriptions using the names of various physicians without their knowledge 

            or  authorization and to cease and desist identifying herself as a “Doctor of Nursing Practice”  

            until  she receives said degree. 

          4.    The Department and respondent, through her counsel, respectfully request the Board to 

                 accept  the proposed Consent Order.  

 

                Please note:  Due to issues with COVID 19 and document access, the attached documents were   

                unable to be redacted.  
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