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T H E  D E C I S I O N

Direct leadership to test one historical shift. Pick a single shift from six months ago and ask whether
scheduling, timekeeping, agency invoices and the clinical record agree on who was present, who
decided what when they did not, and what proof shows the response happened. The answer shows
whether monthly dashboards would hold up when one shift is examined. No software purchase is
required to run the test.

W H Y  T H E  S H I F T  I S  T H E  U N I T  O F  L I A B I L I T Y

Executive dashboards report monthly averages such as nursing hours per resident day. When a
serious resident outcome is litigated, the questions narrow to one shift: what leadership knew,
expected and authorized at that time. A facility can meet a monthly target while a specific night
is short. Averages smooth that shift away, and a favorable monthly figure answers none of the
questions asked about it.

A recent reported verdict shows the direction of travel. A New York jury reportedly found a 62-
bed nursing home liable in a class action over understaffing after a seven-day trial in Dutchess
County, with damages of more than $6.8 million: more than $3.2 million compensatory and $3.6
million punitive. The suit was brought under New York Public Health Law § 2801-d, and
plaintiffs’ counsel reported that the jury found the facility understaffed every day of the class
period. Four individuals, who were owners of the facility, were named and reported liable. The
punitive award was assessed against the facility and one owner.

Three cautions. The figures trace to plaintiffs’ counsel and to trade reporting of the same
release, and the verdict sheets were not public when reported. Trade press headlined the matter
at about $6.2 million, a number not found in the plaintiffs’ materials. And defense counsel has
said post-trial motions are planned, so the outcome can change. The case is a data point about
direction, not a forecast of any other case.

W H E R E  T H E  S Y S T E M S  D I S AG R E E

Most multi-community operators run four systems that each assert something different about the
same shift. When they conflict and nobody resolved the conflict at the time, the record looks like
indifference rather than a software gap.
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System What it asserts Where it breaks

Scheduling Who was assigned to the shift. Misses call-outs, cancellations and
unauthorized swaps.

Timekeeping Who clocked in, for payroll. Paid hours include orientation,
administration and breaks, so they are not
bedside hours. Agency punches are often
absent.

Agency invoices Contracted hours billed. Invoiced hours may not match physical
sign-in records.

Clinical record Census, assessments and care
logs.

Acuity can rise while staffing targets stay
fixed.

In this synthetic example the schedule shows 12 of 12, timekeeping shows 10, and one agency
worker is invoiced. Eleven people were present against a plan of twelve. The dashboard reports
full coverage. Under cross-examination the conflict is the story.

T H E  P O L I C Y:  T H E  O P E R ATO R  D E C I D E S ,  S O F T WA R E  R E C O R D S

Software captures, organizes and surfaces operating data. It has no clinical, executive or legal
authority. The governing sentence is: model confidence never creates organizational
authority. Facts about a shift are reconciled and approved by a named human before they reach
executive analytics, AI or any predictive tool. This is the “coherence before intelligence” rule.

Three prohibitions follow from it.

No silent merging. No platform, integration or spreadsheet may merge, average or pick the
more favorable number to clear a conflict.

No algorithmic judgment. No model decides which conflicting record is authoritative.

Human accountability. Code cannot bear clinical or legal accountability. A designated
manager in a documented chain of command does.

O N E S Y N T H E T I C S H I F T , F O U R S O U R C E S

Approved plan 12

Scheduling 12

Timekeeping 10

Agency invoice 1 Contracted caregiver

Physically present 11

Variance: 11 present against 12 required, one caregiver short. The dashboard says none.

• 

• 

• 
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T H E  S I X  S TAG E S

The governing sequence turns the policy into a workflow. Each stage has one job.

Stage What happens Control

1 Evidence Source records from scheduling, timekeeping,
agency and the clinical record are held unaltered,
with native definitions, timestamps and lineage.

Chain of custody; raw data
isolated from analytics.

2 Disagreement Rules flag material conflicts, including between the
approved plan and each source.

Diagnosis only. No correction,
no smoothing.

3 Authority Each flag routes to the person with decision rights,
such as the Director of Nursing for clinical gaps or
payroll leadership for hour discrepancies.

Software cannot resolve its
own flag.

4 Governing
record

The human decision is sealed with the conflicting
sources, definitions, decision-maker, rationale and
effective period.

Later corrections are added,
never overwritten.

5 Intelligence Dashboards and analytics read sealed records
only.

No raw or unverified streams.

6 Execution Proof that the decision was carried out: physical
sign-in or timekeeping adjustment, and a
documented care plan reassessment.

Closes the loop back to Stage
3.

S I X S T A G E S F R O M R A W E V I D E N C E T O V E R I F I E D E X E C U T I O N

1 Evidence

Preserve source
records unaltered

2 Disagreement

Flag conflicts, never
merge them

3 Authority

Route to a named
human

4 Governing record

Seal the human
determination

5 Intelligence

Analytics read sealed
records only

6 Execution

Prove the action
happened

Stage 6 feeds back to Stage 3: closed-loop proof, not a log entry.
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D E C I S I O N  R I G H T S

Role Priority Decides

Chief executive and
board

Enterprise risk control across
communities

Sets the governance framework and the
control environment.

Chief operating
officer

Consistency and verifiable action Resolves multi-community exceptions;
verifies that corrective action physically
happened.

Chief financial officer Financial accuracy; paid versus
worked hours

Tests agency spend against worked hours;
keeps paid hours separate from direct care
hours.

Chief clinical officer
or Director of Nursing

Resident safety and appropriate
coverage

Authorizes clinical staffing changes; checks
care plans against who was present and
acuity.

Executive directors and directors of nursing keep responsibility for care and for immediate shift
adjustments. Shared definitions give corporate leaders visibility into recurring exceptions
without erasing local clinical judgment.

T H E  R I S K  O F  A  R E C O R D  T H AT  S H OW S  A  GA P  A N D  N O  R E S P O N S E

Sealing a known shortfall without evidence of a response creates a document that proves
awareness. The remedy is not to avoid records. It is to pair the Stage 4 decision with Stage 6
proof, and to record a missing piece as a gap with an accountable owner rather than invent a
conclusion.

Where evidence is missing, record the gap and its accountable owner. Do not estimate, backfill or let
software average the missing number.

T H E D O U B L E - E D G E D R E C O R D

Stage 4 governing record
Shortfall known and sealed

With Stage 6 proof
Sign-in log and care plan
reassessment show leadership
monitored and acted.

Without Stage 6 proof
The record shows awareness with no
verified response. Counsel decides
how it is used.

Illustrative. Not legal advice; exposure depends on facts and jurisdiction.
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R U N  T H E  S I N G L E - S H I F T  T E S T

The test needs no new system and disrupts no one. Choose one shift from about six months ago,
for example a Tuesday night.

Step Do this Look for

1 Gather Pull the scheduling, timekeeping, agency and
clinical records for that shift.

Every figure each system
asserts.

2 Find data gaps Compare scheduled, clocked and invoiced people
against the approved plan.

Unresolved variances.

3 Find authority
gaps

Ask who had the right to resolve the conflict and
whether a rationale was written.

Unsigned or undocumented
decisions.

4 Verify
execution

Look for sign-in logs and care plan reassessments
showing action.

If none exist, log the
execution gap with an owner.

Leadership learns three things: how often the systems disagree, whether anyone owned the
disagreement, and whether proof of response exists. Each is fixable without replacing a system.
The operator chooses whether to go further, and the choice stays with the operator.

Q U E S T I O N S  F O R  T H E  N E XT  L E A D E R S H I P  M E E T I N G

If one shift six months ago were examined today, could we show who was present?

Who has decision rights when scheduling and timekeeping disagree, and is that written down?

Do paid hours and direct care hours stay separate in what we report?

Would our records show a gap and a response, or a gap alone?

What do dashboards read today: sealed decisions or raw feeds?

W H AT  T H I S  B R I E F  D O E S  A N D  D O E S  N OT  S AY

It describes a governance standard and a test. It is not legal advice, and exposure depends on
facts and jurisdiction. Counsel should review any policy built from it.

It does not claim that any product, including SeniorCRE, has been implemented in a
community or has produced a measured outcome. SeniorCRE’s Operating Record is designed
and not yet implemented in any community.

The verdict figures trace to plaintiffs’ counsel and secondary reports. Reported totals differ,
post-trial motions are expected, and no final judgment has been verified here.

The six-stage architecture is a governance model. Its technical specifics, including sealing,
immutability and lineage, have not been validated by SeniorCRE engineering and need
engineering and legal confirmation for any specific system.

• 

• 

• 

• 

• 

• 

• 

• 

• 
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S O U R C E S

Law360 via
plaintiffs’ firm

https://www.cohenmilstein.com/ny-nursing-home-hit-with-6-8m-verdict-in-
understaffing-case/

Expert Institute https://www.expertinstitute.com/resources/insights/ny-nursing-home-
understaffing-verdict/

McKnight’s
(headline only)

https://www.mcknights.com/news/6-2m-understaffing-lawsuit-signals-new-
liability-risks-for-nursing-home-operators

Plaintiffs’ firm
release

https://www.cohenmilstein.com/jury-holds-sapphire-nursing-at-wappingers-
liable-for-more-than-6-8m-for-egregious-failures-in-resident-care/

SeniorCRE book https://seniorcre.com/book

Operator standard https://seniorcre.com/the-institutional-operator

Owner standard https://seniorcre.com/the-institutional-owner

WO R K I N G  C H E C K L I S T:  S I N G L E - S H I F T  T E S T

Community and unit: ____________________ Shift date and time: ____________________ Prepared by:
____________________ Approved plan (required caregivers): ______

Source Figure asserted Matches plan? Gap owner

Scheduling Yes / No

Timekeeping (direct care hours
only)

Yes / No

Agency invoice and sign-in log Yes / No

Clinical record: census and acuity Yes / No

Physically present (sum of
verified)

Yes / No

Question Answer Evidence found

Who had decision rights over the conflict? Yes / No

Was a written rationale recorded? Yes / No

Do sign-in logs show replacement or agency
arrival?

Yes / No

Was the care plan reassessed in the clinical
record?

Yes / No

Is any gap logged with an accountable owner? Yes / No

Rule for every blank: where evidence is missing, write the gap and its owner. Do not estimate or
fill the number. Review the completed sheet with counsel before sharing it.

Confidential. Discussion document, not legal advice and not a commercial offer. It describes a
governance standard. No deployment, endorsement, financial outcome or legal result is represented as
achieved. Counsel should review before any reliance.
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