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BECEIVED

JUN   7  i:   2021

"V LEGAL  SERVICES  &  COMPLIANCE

•,.tFl.t...

Before the
State of Wisconsin

Board of Nursing

In the Mattei. of the Disciplinary Proceedings
Against Debt.a  S.  Mui.phy, R,N., Respoi`dent.

DEPTSAFETY&PFloFESSI0NALSERVI0ES

FINAL DECISION AND ORDER

ER 0 0 0 7 5 2 0

I)ivisioli of Legi`I Selvices aiid Com|)lialice Case Nos.17 NUR 792,18 NUR 300,
an{I  19 NUR 672

The State of Wiscoiisin, Boai.d of Nursiiig, having coiisidei.ed tlie above-captioned mattei.
and having reviewed the i`ecord and the Proposed Decision of the Administrative Law Judge,
make the followiiig:

ORDER

NOW, THEREFORE,  it is hei.eby ordered that the Proposed Decision annexed hereto,
filed by the Administrative Law Judge, shall be and her.eby is made and oi.dei.ed the Final
Decision of the State of Wisconsin, Board of Nursing,

The i`ights of a party aggi.ieved by this Decision to petition the department for rehearing
and the petition for judicial i.eview are set forth on the attached "Notice of Appeal Information."

Dated atMadison, Wjsconsjn on the      12 August

Member
Board of Nut.siiig
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Before The
State of Wisconsin

DIVISION  OF  HEARINGS AND APPEALS

In the Matter of Discipljnaly Proceedings

Against Debt.a S. Mui.phy, R.N., Respondent

DIIA Case No.  SPSu21-0016
DLSC Case Nos.17 NUR 792,
18 NUR 300, and  19 NUR 672

pROpOsEI> I>EcrsloN ANI] ORDER

The parties to this proceeding for puxposes of wis. Slat.  §§ 227.47(1) and 227.53 are:

Debra S. Murphy, RN.
7221  W.  Sheridan Ave.
Milwaukee, WI 53218

Wisconsin Board of Nursing
P.a. Box 8366
Madison, WI'53708-8366

Depai.tment of Safety and Pi.ofessional Services,
Division of Legal Services and Compliance, by:

. Attorney Julie Zinmer
Departinent of safety and Professional Services
Division of Legal Services and C6mpliance
P.O. Box 7190
Mndison, WI 53707-7190

PROCEDURAL HIS TORY.

On Februai.y 26, 2021, the Depat.tment of safety and Professional Services (Department),
Division of Legal Services and Compliance @ivision), sei`ved the Notice of Hearing and the

f;:1:+a#:flT£;¥enTt:nthRT:£a#5%F§NSLE#8#,e.Ttb++e#t£#g,£m£:;Ljda
copy of the Notice Of Hearing and Complaint t6 the Respondent's emall address on file with the
Depaitment on Febmary 26, 2021. An answer to a complaint must be filed within 20 days from
the date of service of the complaint.   Wjs.  Admin.  Code  §  SPS 2.09(4). No Answer. was filed,

I  The Division  was  ii]formed  that  the  copy  served  on  the Respoiident  via  eel.tified  mail  was  lost  I)y  the U.S.  Postal

Sei.vice.  On April  16, 2021, the Department sent anotl`el. copy to the Respoiident via certified mail. The Postal Set.vice
attempted  delivery oftl]at copy  on  April  20,  2021, but i`o  authorized  recipient was available,  and  redelivery was not
resclieduled by the Respo[`dent.
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Following the expii.ation of the 20-day pei.iod to file an Answer, Adminislrative Law
Judge (ALJ) Ki.istin Fi.edei.ic  scheduled a telephone prehearing confe]`ence for Ap].il  5, 2021. The
notice ordered the Respondent to contact the ALJ no latei. than April 2, 2021, to provide her
cut.I.ent telephone numbei` and stated that if the Respondent failed to appeai` at the scheduled
confei.ence, default judgment niay be entei.ed against her. The Respondent failed to contact the
ALJ by April 2, 2021 with a contact numbei` for the confei.ence.

At the preheat.ing conference on April 5, 2021, the Respondent failed to appeal.. ALJ
Angela Chaput Foy called the Respondent at the numbe]. that was on file with the Depai.tment
thi.ee times without an answel. and there was no ability to leave a voicemail message, and ALJ
also emailed the Respondent and asked her. to respond oi. the ALJ would enteilain a motion for
default. The Respondent failed to I.espond.

Based on the Respondent's failure to file an Answer to the Complaint and failul.e to
appeal. foi. the pi.ehearing coiiferehce in this inatter, the Division inoved foi. default judgment

pursuant to  Wis. Adinin. Code  §§  SPS 2.14 and HA  I.07(3)(c).

On April 6, 2021, the ALJ issued a Notice of Default against the Respondent and oi.dered
that the Division file a i.ecommended proposed decision and ordei. by May 5, 2021.   On April 21,
2021, the Division requested an extension to file its I.ecommended pl`oposed decision and oi.der
until May  19, 2021, and tl]e ALJ granted the Division's I.equest. The Division filed its Proposed
Decision and Order timely within the.extension.

FINDINGS OF FACT

Facts Related to the Alleged Violations

I. The Respctndent Debra S. Muxphy, R.N., is licensed in the state of wisconsin as a
registei.ed nurse, having license number  139341 -30,  fii.st issiied on September 21,  2001, and
oui`i.ent through Febl`uai.y 28, 2022.

2.  At the time if flled the Complaint, the Respondent's most recent address on file with
tlie Depai.tment was 722]  West Sheridan Avenue, Milwaukee, Wisconsin 53218.

DLSC Case Nos. 02 NUR 291  and 03 NUR 226 (Board Oi.der No. LS0509082NUR)

3,   On Mal.ch 9, 2006, the Boal.d of Nursing (Board) suspended the Respondent's
I.egistered nui.se license and placed her under a five-yeai. monjtoring ordei. for using cocaine
while pi.egnant, causing the death of hei. unboi.n child.

4.  On Feb].uai.y 3, 2011, the Board granted  full I.einstatement of the Respondent's license.

DLSC Case  17 NUR 792

5. At all times I.elevant to this proceeding,  the Respondent was the ownei. and operatoi` of
an ad\ilt family liome (AFH) located  in Milwatlkee, Wiscoiisjn.
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6, Resident A, a cognitively iinpaired male born in  1997, was placecl  in the Respondent's
AFH, The Respondent received compci]satj.on for Resident A 's care, supervision, and room and
board.

7. Between Februai.y  I, 2017 and May 31, 2017, the Respondent was paid $2,664 for
Resident A's room and boat.d, and Slo,320 for Resident A's cai.e and supervision. 'The
Respondent billed Resident A's case management organization every day dul.ing this period for
Resident A's care and supervision.

8. Between March 20, 2017 and May 22, 2017, Resident A's case manager contacted the
Respondent multftyle times to set up home visits with Resident A. The Respondent i`apeatedly
cancelled scheduled visits or told the case manager that Resident A was not at the AFH, but that
she would contact him and set up the home visit.

9.  The Respondent told the case mannger that Resident A "is hei.e at night, sometinies.
Ire comes and goes." The Respondent maintained no siglirout sheet or plan if Resident A did not
retun to the AFH.

10. On May 17, 2017, the case manager made an unannounced home visit to the AFH,
but nobody was there. The Respondent later i`eported that Resident A was last at the AFH on
May  12, 2017.

11.  On June  i, 2017, Resident A was transitioned to another facility.

DLSC Case  18 NUR 300

12. At all times relevant to this proceeding, the Respondent was employed as an agency
nurse assigned to an assisted living facility in Milwaukee, Wisconsin.

13. On the morning ofAprd 29, 2018, the Respondent was observed falling asleep while
reporting to another nurse during a shift change. During the shift-to-shift nai.cotic count the
Respondent retroactively filled in several controlled substance sheets for multiple I.esidents
because the counts were off.

14. The facility investigated and discovei.ed the following discrepancies in the
Respondent's medication administi.ation:

a)    On April 29, 2018, one of Resident A's oxycodone IR 5mg tablets was
unaccounted for`. The Respondent said slue may have missed a pill because it
was dark during the count.

b)   The Respondent signed out for Resident 8 one oxycodone IR 5mg tablet on
April 20, 2018 at  I :20 a.m„ one oxycodone lR 5mg tablet on April 28, 20] 8 at
4:00 p.in., and one oxycodone IR 5mg tablet on April 28, 2018 at an
undocumented time. Resident B's order for oxycodone had been discontinued
as of March  14, 2018. .
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c)    The Respondent signed out for Resident C one lorazepan 0.5ing tablet on
April 28,  2018 at  8:00 p.in.  and one lorazepam 0.5mg tablet on April 29,  2018
at 4:00 a.in. The Respondent did not chart any administration of lorazepani
tablets to Resident C dui.ing the month ofAprjl.

d)   The Reapondent signed out one Lyrica 50mg capsule for Resident D on April
28, 2018 at 8:00 p.n]., but did not chart admii]istration to Resident I).

e)    The Respondent signed out one hydromoxphone 4mg tablet for Resident E on
April 28,  2018  at 3 :15 p.in. and  at  10:00 p.in.,  but did not chat.t adininisti.ation
to Resident E.

D    The Respondent signed out one tramadol 50mg tablct for Resident F on April
28, 2018 at  8:00 p.in., but did not chat.t administration t6 Resident F.

15.  On April 29, 2018, the facility asked the Respondent to go to a hospital and submit to
a urine drug screen. The Respondent did not submit to a drug screen until the next afternoon, the
results of which were negative.

DLSC Case 19 NUR 672

16. At all times relevant to this proceeding, the Respondent was employed as a registered
nurse at a nursing home in Milwaukee, Wisconsin.

]7.  On October 7, 2019, the Respondent signed out one oxycodone 5mg tablet for
Resident A at 927 p.in. but did not chart administration to Resident A.

18.  On October 8, 2019, the Respondent signed out one oxycodone 5mg tablet for
Resident A at 4:00 am. but did not chart administration to Resident A.

19.  On October 12, 2019, the Respondent signed out one oxycodone 5mg tablet for
Resident A at 8:00 pin. but did not chart administration to Resident A.

20. Resident A's prescl.iption for oxycodone had been discontinued on September 5,
2019.

Facts Related to Default

21.  On February 26, 2021, the Notice of Heal.ing and Complaint were served on the
Respondent at her last known addi.ess on file with the Dapal.tment by both certified and first-
cLeiss  mail.

22.   On Feb"ary 26, 2021, the Division also enailed  a copy of the Notice of Heai`ing and
Complaint to the Respendent at her last known en.iail addi.ess  on file with tl]e Depai.tment.

23. Neither the copy of the Notice ofllcaring and Complaint served on the Respondent
by i`egrlar, first-class mail or the copy emailed to the Respondent were returned to the Division.
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24.  The Respondent failed to file an Ai]swer to the Complaint.

25.  Aftei. the expiration of the 20-day period to file an Answer, the ALJ scheduled a
telephone preheai`ing conference fo]` Apiil 5, 2021. The ALJ sent notice of the confei.ence by
U.S. mail tc; the Responden.t. The notice ordered the Respondent to contact the ALJ no latei. than
April 2, 2021 to provide her cui.rent telephone number and stated that if the Respondent failed to
appear at the scheduled confei.ence, default judgment may be entei.ed against her.

26.  The Respondent failed to contact the ALJ by April 2, 2021  with her cut.rent telephone
number.

27.  At the prchearjng conference on April 5, 2021, the Respondent failed to appe".. The
ALJ called the Respondent's telephone number on file with the Depaitment three times without
an answer and thei.e was no ability to leave a voicemail message. The ALJ also sent an email to
the Respondent at the email address on fne with the Depai.tment and asked hei` to I.espond or the
ALJ would entertain a motion for default. The Respondent failed to I.espond.

28.  On April 5, 2021, the Division moved fol. defaultjudgment based on the
Respondent's failui.e to answei. the complaint and failure to appear for the pi.eheai.ing confei.ence

pursuant to Wis. Admin. Code §§  SPS 2.14 and IIA  1.07(3)(c).

29.  On April 6, 2021, the ALJ issued a Notice of Default and ordered that the Division
file and serve a recommended pi.oposed decision and o]`der by May 5, 2021.

30.   On Apt.il 21, 2021, the Division requested  an  extension to file its I.ecommended

pl.oposed decision and order until May 19, 2021. The ALJ gi.anted the Division's request.

31.   The Division fl]ed its recommended Proposed Decision and Oi.der timely within the
extension.

DISCUSSION

Jurisdictionel Authoritv

The Wisconsin Board of Nut.sing has jurisdiction over this matter prrsuant to Wis. Stat. §
441.07(I c).  The Depai.tment "may promulgate rules defining unifoim procedures to be used by
the depai.tment . . . and all exanrining boards and affiliated  ci.edentialing boards attached to the
department or an examining board, foi .... conducting [discip]inary| hearings."   Wis.  Stat.  §
440.03(1).   These rules are codified  in  Wjs. Admjn.  Code ch.  SPS 2.

Pursuant to Wis. Admin.  Ctode § SPS 2.10(2), the undersigned ALJ has authority to

preside over this disciplinary proceeding in  accordance with  Wis.  Stat.  §  227.46(1).
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Default

The Divisictn properly sei.ved the Notice of Hearing and Complaint upon the Respondent
by mailing copies to hei. at hei. last k]iown  addi.ass.  Sei.vice by mail  is complete `ipon mailing.
Wig. Admin.  Code §  SPS 2.08(1).   Cei.tified mailing js not required, See i.d.

If a I.cspondent "fails to answei` as I.equired by s.  SPS 2.09 oi. fails to appear at the hearing
at the time fixed therefoi., the I.espondent is in default and the disciplinary authc)I.icy may make
findings and enter an oi.der on the basis of the complaji}t ai]d other evidence." Wis. Admiii. Code

§ SPS 2,14; Sec c7/so Wis, Adinin, Code  § HA  I.07(3)(a).

Here, the Respondent violated Wis. Admin. Code § SPS 2.09(4) by failing to file an
Answei. to the Complaint within 20 days from the date of service. The Respondent also failed to
appear at the pi.eheai.ing telephone conference on April 5, 2021. Therefore, the Respondent is in
default,  and findings and an o).der may be entered based oil the Coinplaint.

Violations

The Board has the authority to impose discipline against the Respondent pursuant to Wig.
Stat.  § 441.07 and  Wis. Admin.  Code Ch. N 7.  Subject to the I.ules pi`omulgated under Wis.  Stat.

§ 440.03(1), the Board may "I.evcke, limit, suspend, or deny an initial license oi. revoke, limit,
suspend, or deny the renewal of a license of a registered nul.se. . `if the board finds that the
applicant or licensee committed" one or more violations of this subchaptei. oi. any rule adopted
by the Board, oi. misconduct ol. unprofessional conduct. Wis.  Stat.  § 441.07(1 g)(b) and  (d).

Wisconsin Administrative Code § N 7.03 identifies the grounds for taking disciplinary
action on a nursing license, which include:

a.    Fi'aud, deception,  or mis].epresentation, inc]udiiig. .,[e]ngaging in abusive or
fraudulent billing pi'actices, including violations of federal Medical.e and Medicaid
laws or state laws.   Wis. Admin. Code § N 7.03(5)(c).

b.    Unsafe pi.actice or substandai.d  care, jncludiiig. . , [d]eparting fl.om  oi. failing to
conform to the minimal standards of acceptable nut.sing practice that may ci`eate
unnecessary risk or danger to a patient's life, health, o]` safety. Actual injury to a

patient need not be established. Wis. Admin. Code § N 7.03(6)(c).
c.     Impropei. prescribing,  dispensing, oi. administering medication o]. drug I.elated

offenses,  including.  .  .  [e]l.rot. jn presci.ibing, dispeiising, oi. administering medication,
Wis. Admiii. Code § N 7.03(8)(d).

The Respctndent violated  Wis. Admin. Code  § N 7.03(5)(c) by engaging in abusive o].
fraudulent billing pi.actices. The Respondent was tlie owner and operatol. of an AFH wliei.e
Resident A, a cognitively  impaji.ed male, was placed. Between Febi.uai`y  1, 2017 and May 31,
2017, the Respondent billed Resident A's case lnanagement orgallization eve]`y day for Resident
A's cal.e and supei.vision, aiid room and board, even thoiigh Resident A was not p].esent at the
AFH eve].y day. Between March 20, 2017 and May 22, 2017, Resident A's case manager
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contacted  the Respondent multiple times to set up home visits and the Respondent 1.epeatedly
cancelled the home visits or told the case manager that Resident A was not at the AFH. The
Respondent told the case managei. that Resident A "is hel.e' at night,  soinetimes. He comes  and

goes." On May  17, 2017, Resident A's case manager made an unannounced home visit to tile
AFII, but nobody was thei.e. The Respondent later I.eported that Resident A was last at the AFH
on May  12, 2017.

Tlre Respondent violated both Wis. Admin. Code §§ N 7.03(6)(c) and (8)(d) by departing
from oi. failing to confol`m to the minimal standards of acceptable nui.sing pi.actice that may
create unnecessary I.isk or danger to a patient'§ life, health, oi. safety, and committing en.oi.s in
dispensing and administering medications, respectively. On Api.il 29, 2018, the Respondent was
observed falling asleep during a shift change while employed. Dui.ing the shift-to-shift nai.cotics
count, the Respondent reti.oactively filled in sevei.al conti.oiled  substance sheets fo]. multiple
i.esidents because the counts were off. The facility investigated and discovered many
disci`epancies in the Respondent's medication administration during Ai}rjl 2018, including a
missing oxycodone tablet, signing out oxycodone foi` a I.esident whose order had been
discontinued, and signing out tramadol, lorazepam, hydl.omoi.phone, and Lyl.ica for various

patients but failing to chalf their administration. The Respondent was asked to sublnit to a urine
di.ug screen but did not do so until the following day when the I.esults were negative. In October
2019, at 8 subsequent facility, the Respondent signed out an oxycodone tablet for. a I.esident on
three separate occasions, even though the resident's pi.escription oi.der had been discontinued,
and failed to chart administration to the I.esident.

rae Respondent's medication administration and dispensing erroi.s created unnecessary
risk to the health and safety of multiple patients and do not conform to the minimal standards of
acceptable nursing practice. Reti.oactively filling in controlled substance sheets, failing to
account for missing narcotics, signing out controlled substances for patients whose prescriptions
were discontimed, and failing to chart medication administration to patients is negligent and
creates a medical I.ecoi.d that is incomplete o]. jnaccui.ate. If tlte patient's medical i`ecoi.d  is not
accurate in medication administi`ation, the next pi'ovjder who reviews it will not have all the
infoi.mation necessary to provide cal.e and may administer too much or too little medication to
the patient, ca`ising potential hal.in.

The Respondent's medication-I.elated errors at two diffel.ent facilities also indicate signs
of potential diversion of controlled` substances by Respondent. The Respondent refused to submit
to a urine drug sol.een when I.equested to do sct and only agi.eed to submit to a urine drug screen
the following day. While no positive test was obtained, the Respondent's contjiiued behavioi. of
signing out contl.olled  substances for patients whose orders we].e discontinued  and then failing to
chart any administl.ation to those patients may  illdicate the Respondent is diveiting the conti.o]led
substances for hei. own ``se.

By violating these rules of pi.ofessional conduct, the Respondent is subject to discipliiie

pilrsuant to Wis.  Stat.  § 441.07(I g)(b)  and (d), and  Wis. Admin. Code Ch. N 7.
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Discjpljne

The Division ]`ecommends that the Respc)ndent's license to pl.actjce as a registei.ed liurse
be suspended until the Respondent pi.ovides pi.oof to the Board that she has completed an
Alcohol and Other Di`ug Abuse (AODA) assessment, four hours of education on proper medical
documentation, and four houi.s of education on professional ethics, pri'suant to the terms and
conditions of the Oi`dei. below.

The three pui.poses of discipline in a pi.ofessiol]al misconduct case ai.e:  (I ) to pi.omote the
rchabi]itation of the cl.edentia] holdel.;  (2) to pl.otect the public fi.om  other instances of
misconduct; and (3) tc> detei. other ci.edential holders fi.c)in engaging in similar conduct. S/t7/e  v.
A/c77.7.ch, 71  Wis. 2d 206, 209, 237 N.W.2d 689 (1976).  "Pl.otection of the public is the pui.pose of
i`equiring a license." Sf¢/e ex 7'cJ.  Grce# v.  C/cz7.fr, 235 Wis.  628,  631, 294 N.W. 25  (1940).

The I.ecommended discipline is consistent with the pui.poses ai.ticulated  in i4/c7r7.a/7. The
Division I.eceived thi.ee separate complaints against the Respondent, all of wliich contained
set.ious allegations of unprofessional conduct. By the Respondent's default, the facts ai.e
undisputed. The Respondent engaged in abusive and fi.audulent bjlling pi.actices at her own AFH
and fell below the minimum standard of nui.sing pi.acticc by failing tct pi.operly docuinent
medication administration. The Respondeiit additionally engaged in beliavior consistent witli
diversion as she was observed sleeping during shift, refused to submit to a urine drug screen
when I.equested, and has exhibited a pattern of medication disci.epancies at multiple facilities,
Suspending the Respoiident's license until sbe can pi.ovide proof that she has completed an
AODA assessment by a pi.e-api}roved evaluator is iiecessary to protect public safety. Requiring
the Respondent to undergo an indepei`dent AODA assessment and gi.anting the.Board authority
to fui.ther limit tlie Respondent's license depending upon the I.esults, ensures that the public is

protected from fuilher instances of miscoirduct. Likewise, oi`dei.ing the Respondent to complete
additional education on pi.opei. medication administl.ation  and pi.ofessional  ethics will pi.omote
her I.ehabilitation and deter other ci.edential holders from engaging in similar misconduct.

The recommended  discipline is consistent with Boa].d precedent. See J# /Ae A41a//e7. a/
Disciplinary Proceedings Agaiir§l Jennif er C. Joiidreau, R.N., Order N{"hoer 00067\2 (March
12, 2020) (nurse's license was suspended until s]]e completed an AODA assessment, a fitness-to-

practjce evaluation, alld education for being disciplined in Minnesota foi. disci.epancies in
controlled  s``bstance administration,  including failing to document admj]ristration)2; J77 /fre
Mallei. Of Disciplinary Proceedings Against Julie A, Tews, R.N. , Order I+"rrbeT 00U]2.5S CManc;h
11, 2021) (nurse's license was suspended until she completed a fitness-to-practice evaluation for
depai.ling from oi. failing to confoi.in to the minimal standards of acceptable nut.sing pi.actice and
being unable to pi.actice safely by reason of psychological  impaii.ment);3 and, J# /77e j\4lcr//e7. o/
Disciplinary Pi.oceedings Against E.ic; L. Nielsen, R`N. , Order INunhoer 000390\ (ALpriil 9, 2;0\S)

(iiui`se's licelise was suspended  foi` at least six months ol. until  he could pi.ove he was  amenable
to I.ehabilitation  for fl.a`lclulently billing Medicaid foi. nursing set.vices he did  not pi.ovide).4

2lit.lps://oitline,drl.wi.aov/decisioiis/2020/ORDER0006712-00016487.
• ]ittps:Wonl ine.drl .wi,gov/decisionst202 I /ORDER0007255-000175 I I .
4  httus://on line.drlwi.soy/decisions/2015/ORDER0003901 uno 11  I 45 .
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Considering the facts of this case and the facto].s set foi.th  in j4/di.7.cfr,  suspending tlie
Respondent's license until she pi.ovides proof to the Boai.d that she has completed an AODA
assessment, foui` hours of education on pi.opel` medical documentation, and four hours of
education on professional ethics, put.suant to the terlns and coiiditions of the Order below, is
i`easonable and wai.i.anted.

Costs

The Board has disci.etion to assess all or part of the costs of these pi.oceedings against the
Respondent. See Wis.  Stat.  § 440.22(2). In exei.cising such discretion, the Board must look at
aggi.avating and mitigating facts of the case; it may not assess costs against a licensee based
solely on a "i`igid I.ule or invocation of an omnipresent po.]icy," such as pi.eventing those costs
i:rpunbeingpassed on to c]+hers. Noesen v. Stale Depai.tment of Regulation & Licensing,       .
pfr077#c7cj; Ac777ij.#j.#8 BOcj.c7,  2008 wl App 52, rm 3o-32,  31 I  wis. 2d, 237, 75 1 N.w.2d  385. In

pievious oi.ders, boai.ds have coiisidered the following factoi.s when detei`minjng if all or part of
the costs should be assessed against a I.espondent: (I) the number of counts charged, contested
aiid proven; (2) the natui.a and sei`iousness of the misconduct; (3) the level of discipline sought
by the prosecutoi.;  (4) the respondent's coopei.ation with tile disciplinary pi.ocess;  (5) pi.ior
discipline,  if any; (6) the fact that the Depallment is a progi.am I.evenue ageney, funded by other
licensees; and (7) any othel. I.elevant circumstances. See J77 ffre A4la/re7. a/D)'Fcrz?/z.7%77)J
Pj.occed7.7¢gr Agri.»S/ E/i`zcibef# B#e77z/i'-Fj.i./z, LSO8.02183CHI (Aug.  14, 2008). It is within the
Boai.d's disci.etion to decide which of these factoi.s to considel., whethei. other factoi.s should be
considered, and how much weight to give any factors considered.

Considering the above factors, it is appropi.iate for the Respondent to pay the full costs of
the three Division investigations and of these proceedings` The Respondent defaulted and the
factual allegations identified in this decision were deemed admitted. The Respondent's actions of
unpi.ofessional conduct wei.e serious, involving the health and safety of her patients and
fi.audulently billing for services she did not provide. Finally, the Respondent failed to pi.ovide
cun.ent contact information to the ALJ, failed to appear at the preheat.ing conference, and failed
to file an Answei. to the Complaint or otherwise provide any argument regarding the allegations
brought against hei. license to pl'actice as a registered nui.se in  Wisconsin.

The Department is a program I.evenue agency whose operating costs are funded by the
revenue received from credential holders. It would be un faii. to impose the costs of pursulng
discipline in this matter on those licensees who have not engaged in misconduct. Therefore,  it is
appropi`iate for the Respondent to pay the full costs of the investigation and this proceeding, as
determined pursuant to  Wig. Admin. Code  §  SPS 2,18.

ORDER

Foi. the i.easons set forth above, IT IS ORDERED that the license to practice as a
I.egistei.ed nurse in the state of wisconsin issued to the Respondent Debra S. Mui.phy, R.N.

(License No.139341 -30),  is  SUSPENDED fol. an  indefinite period.
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The pi`ivilege of the Respondent to practice as a I.egistei.ed nui.se in the state of wisconsin
under the authoi.ity of anot]iei. state's license pui`suant to the Enhanced N`ii`se Licensui`e Compact

(Coinpact) is also SUSPENDED for nn indefinite pel`iod.

The suspension o'f the Respondent's Wisconsin I.egistei`ed nui.sing  license may be
STAYED upon the Respondent petitioning the Board and 'providiiig pi.oof, which is detennined
by the Boardj or its designee, to be sufficient that the Respondent complies with the following
provisions:

a.            Within ninety (90) days of{he date ofthjs order, the Respondent shall, at he]. own
expense, undergo and complete an Alcohol and Other Drug Abuse assessment
with an eval`iator pre-appi`oved by the Boat.d oi` its designee who has expei`ience
conducting these assessments q3va]uatoi.).

b.

i.       Prior to the assessment, the Respondent shall provide a copy of this order
to the Evaluator. The Respondent shall provide the Department Mc)nitor
(listed below) with written acknowledgment fi.om the Evaluatoi. that a
copy of this Order has been received by the Evaluatoi.. Such
acknowledgment shall be pi.ovided to the Depaiiment Monitoi. pi`ior to the
assessment.

ii.        The Respondent shall provide and keep on file with tlie Evaluator current
I.eleases complying with state and federal laws. The releases shall allow
the Boai.d, its designee, and any employee of the Depai.tment of safety and
Pi.ofessioiial Sei.vices, Division of Legal Sei.vices and Compliance to
obtain a copy of the assessment. Copies of these I.eleases shall
immediately be filed with the Department Monitoi'.

iii.        The Respondent shall identify and pi.ovide the Evaluator with
authorizations to communicate with all plrysicians, mental health

professionals, and facilities at whicli the Respondent has been ti.eated o]`
evaluated.

iv.        The Board, or its designee, may impose additional limitations upon the
Respondent's license based on the results of the assessment and/or the
Evaluator' s I.ecommend ati on s.

v.        The Respondent shall comply with the Evaluatoi.'s recommendations.

vi.        The Respondent is I.esponsible for ensui.ing that the results of the
evaluation ai.e sent to the Department Monjtoi. at the address below.

Within ninety (90) days of the date of this Ordei., the Respondent shall, at hei` own
expense, successfully comp]ete`folu. howl.s of ediication  on the topic of
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pi.ofessional ethics and  foul. houi.s of education on the topic of pi`oper medical
documentation:

I.        The Respondent shall  be I.esponsible foi. locating and obtaining the
course(s) requii.ed under this Oi.der, for pi.ovjding adequate coui.se
descriptions to the Depallment Monitor listed below, and foi` obtaining

pre-appl.oval of the coul.se(s) from the Boai.d ofNui.sing, or its designee,
pl.ior to commencement of the course(s).

ii.        Tlie Board's monitoring liaison may change the number of credit hc>urs
and/or education topics in response to a request fi.om tlie Respondent. The
monitoi.ing liaison may considei. the topic availability and/or hours of
education when determining if a change to the oi.dei.ed education should
occur.

iii.       The Respondent shall submit proofofsuccessful completion of the
education in the form of verification fi.om the institution pi.oviding the
education to the Depaitlnent Monitor at the addl`ess stated below.

iv.       None of the education cctmpleted pursuant to this requirement may be
used to satisfy any continuing education requii.einents that have been oi.
inay be.instituted by the Boai.d or Department, and they also may not be
used in futui.e attempts to upgrade a credential in Wisconsin.

Pursuant to the Nurse Licensure Compact, the Respondent inay not practice in another
Compact State, othei. than Wisconsin, while their license is encumbered by any term or
resti'iction of this Order.

IT IS FURTHER ORDERED that in addition to any othei. action authorized by this Oi.der
oi. by  law, the Board, in its discretion, may impose additional limitations oi. pursue sepai.ate
disciplinary action foi. violation of any tei.in o.fthis Ordei..

IT IS FURTHER ORDERED that the Respondent pay all recoverable costs in these
matte].s in an amount {o be established, pursuant to Wis. Admin.  Code §  SPS 2.18.  After the
amount is established, paynient shall be made by certified check or money order payable to the
Wisconsin Depai.tment of safety and Pi`ofessional Services and sent to the addi.ess below:

Depai.tment Monitor
Divisioli of Legal Sei.vices and Compliance

Depailment of safety and Professional Services
P.O. Box 7190, Madison, WI 53707-7190

Telephone (608) 26'6-2112; Fax (608) 266-2264
DSPSMonitoi.ing@,wisconsin.£ov

The Respondent may also siibmit this  information onliiie at:  hllDs://ds|)smonitoiing.wi.gov.
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IT IS FURTHER ORDERED that the tei.ms of the O].der ai.e effective the date the Final
Decision and Order in this mattei. is signed by the Board.

Dated at Madison, Wisconsin, on this 26th day of May, 2021.

STATE OF WISCONSIN
DIVISION 0F HEARINGS AND APPEALS
4822 Madison Yai.ds Way, 5th Floo]. Noi.th
Madiso]i, Wisconsin 53705
Tel. (608) 266-7709
Email:  Angela.ChaputFoy@wisconsin.gov

Administrative Law Judge


