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STATE BOARD OF NURSING,
)



)



Petitioner,
)




)


vs.

)

No. 10-1609 BN



)

ALYSIA DAWN WASHINGTON,
)




)



Respondent.
)

DECISION


Alysia Dawn Washington is subject to discipline because she failed to properly document administration of medication.
Procedure


On August 25, 2010, the State Board of Nursing (“the Board”) filed a complaint seeking to discipline Washington.  On November 4, 2010, we served Washington by certified mail with a copy of the complaint and our notice of complaint/notice of hearing.  Washington did not file an answer.  On February 9, 2011, we held a hearing on the complaint.  Counsel Sharie Hahn represented the Board.  Washington represented herself.  The matter became ready for our decision on May 10, 2011, the date the last written argument was due.

Findings of Fact

1. Washington is licensed by the Board as a registered professional nurse.  Washington’s license is current and active and was so at all relevant times.
2. Washington was employed by the Truman Medical Center Lakewood (“Truman”) in Kansas City, Missouri.  Washington worked in the Intensive Care Unit (“the ICU”).
3. At the time Washington worked at Truman, her unit was in a transition/trial period.  Truman was changing from “paper charting” to charting on the computer.  The employees were working with the computer charting and the Pyxis system
 together.  Sometimes the nurses were unable to enter information into the computer and had to rely on their written notes.  They kept bedside records and flow sheets for patients.  The ICU was chosen for the trial run because it was small.  It was a way to see what changes needed to be made before the system was implemented throughout the hospital.
4. When a patient was transferred to the ICU, the pharmacy provided a 24-hour supply of the patient’s medications kept in a med box.
5. On February 6, 2008, at 4:00 p.m.,
 an elderly patient was admitted to the ICU due to low urine output.
  Washington was working in the ICU on that day, but she was very sick and had asked to be allowed to go home.
6. Washington was assigned to the patient.  Washington immediately assessed the patient, saw that she was “crashing,”
 and called the doctor.  
7. Washington did not document the assessment until 6:00 p.m.
8. Washington placed restraints on the patient.
9. There was a restraint flow sheet on paper that should have been entered into the computer at the time the restraints were used.  Washington’s regular supervisor was not at Truman that day, and no one else was able to assist Washington in doing this.  Washington documented the restraints the next day.
10. As a result of a February 6, 2008, complaint by a co-worker, Truman staff audited Washington’s Pyxis activity and documentation.  The audit covered roughly a two-week period.
11. The audit revealed the following:  (a) when comparing Washington’s documentation concerning patients in her care and the Pyxis records of medication removed and/or destroyed by Washington, it was found that drugs had been removed, but Washington had failed to document if she had administered the medication; (b) Washington had documented having administered drugs to patients prior to having removed the drugs from the Pyxis; 
(c) Washington had documented having administered drugs to patients, but Pyxis records showed that Washington had never removed the drugs from the Pyxis in which to administer them.
12. For example, Washington documented that she gave medication to Patient H.P. at 9:00 a.m. on January 21, 2008, but the Pyxis record shows that the medication was not removed until 10:09 a.m.  Washington documented that she gave medication to Patient M.S. at 9:00 a.m. on January 21, 2008, but the Pyxis record shows that the medication was not removed until 9:58 a.m.  For Patient C.D., Washington documented that she administered three drugs to C.D. at 12:08-12:09 p.m. and then one drug to C.D. at 1:00 p.m. on January 23, 2008.  The Pyxis records for all four drugs show that they were not withdrawn until 3:45-3:47 p.m.  On January 21, 2008, Washington charted that she gave Colace to Patient H.P. and Heparin to Patient S.H., but these drugs were not removed from the Pyxis system.  The audit uncovered 22 such incidents over one three-day period.
Conclusions of Law 


We have jurisdiction to hear the complaint.
  The Board has the burden of proving that Washington has committed an act for which the law allows discipline.
  This Commission must judge the credibility of witnesses, and we have the discretion to believe all, part, or none of the testimony of any witness.
  


The Board argues that there is cause for discipline under §335.066:

2. The board may cause a complaint to be filed with the administrative hearing commission as provided by chapter 621 against any holder of any certificate of registration or authority, permit or license required by sections 335.011 to 335.096 or any person who has failed to renew or has surrendered his or her certificate of registration or authority, permit or license for any one or any combination of the following causes:

*   *   *
(5) Incompetency, misconduct, gross negligence, fraud, misrepresentation or dishonesty in the performance of the functions or duties of any profession licensed or regulated by sections 335.011 to 335.096;

*   *   *
(12) Violation of any professional trust or confidence[.]
Professional Standards – Subdivision (5)

Incompetency is a general lack of professional ability, or a lack of disposition to use an otherwise sufficient professional ability, to perform in an occupation.
  We follow the analysis of 
incompetency in a disciplinary case from the Supreme Court, Albanna v. State Bd. of Regis’n for the Healing Arts.
  Incompetency is a “state of being” showing that a professional is unable or unwilling to function properly in the profession.


Misconduct means “the willful doing of an act with a wrongful intention[;] intentional wrongdoing.”
  Gross negligence is a deviation from professional standards so egregious that it demonstrates a conscious indifference to a professional duty.
  


The Board argues that Washington’s failure to document the reason her patient was placed in restraints in the computer until the next day subjects her to discipline under this subdivision.  Washington counters with the assertion that she was ill, and that she attempted and was unable to enter the information in the computer until someone helped her do so.  She described the computer situation in her unit at the time as a trial – a test of the system in a small unit before it was implemented on a larger scale in the hospital.  She also points to the fact that there was a paper record of the restraints.  She did not chart the assessment immediately, but testified that she performed the assessment immediately for the “crashing” patient, called the doctor, and cared for her patient.  We find that this one incident fails to rise to the level of a violation of professional standards.

The discrepancies in the Pyxis documentation are more problematic.  The Board showed that there were discrepancies regarding what the Pyxis documents showed in terms of withdrawal and administration of medication.  There was expert testimony as to how important documentation is in nursing.  But there was also Washington’s testimony as to the practical problems that the nurses were facing in documenting many things.  She described the need to 
keep written charts and notes when they could not enter information into the computer because it was frozen.  She described bedside records and flow charts that were not part of the record before us.  She testified that the problems the Board set forth with regard to her documentation were due to the need to enter and keep the records wherever and whenever the nurses were able to do so.

The Board presented evidence that when comparing Washington’s documentation concerning patients in her care and the Pyxis records of medication removed and/or destroyed by Washington, drugs had been removed, but Washington had failed to document if she had administered the medication.  In one instance, Washington pointed to the “note” that she had placed on the record and testified that she had documented the reason the medication had not been given on another screen (in another place).  

The Board asserted that Washington had documented administering drugs to patients prior to removing the drugs from the Pyxis or administering the drugs when the Pyxis records showed that she had never removed the drugs.  Washington described a situation in which the pharmacy sent medication with the patient that might be used instead of withdrawing it from the Pyxis.  She also described the situation that the nurses faced in making the transition from handwritten charts to charting on the computer:
Their Pyxis system at Truman Medical Center wasn’t even set up to the times that were even – you know, their computer system, their Pyxis system was like 15, 20 minutes earlier than the actual time.  We was [sic] actually having to go by our actual watches.  None of the clocks were set at the same time.  Not anything was set at the same time. . . .  Yes, you know, I was new there at Truman Medical Center and I was orientating to the ICU.  A lot of times the nurses would pile up at the computer system, pull out all of their meds for the day and we had a med drawer.  We would put those meds in the med drawer.  So you know what I’m saying because it would get busy in there.  So we would have our meds 
and we pulled them out.  As we go by, we went into the system and we charted those meds off.[
]

Washington also noted that, like the reason why a drug might not have been given, the reason that a drug was given at a particular time or given late might be documented in another location.


However, there are many discrepancies between the Pyxis records and Washington’s documentation, and the discrepancies are significant and do not display a consistent pattern.  We conclude that a number of the errors had to be due to Washington’s own failure to properly document, and they could have jeopardized patient care.  Even noting the discrepancies in the records, the Board failed to show dishonesty, fraud or misconduct.  The question is whether there is sufficient evidence to support a finding that Washington was grossly negligent or incompetent.  We find that she was not grossly negligent.  But we find that she showed a general lack of professional ability, or a lack of disposition to use the ability, to properly document the medication that she administered to her patients.  The Board’s expert stressed the importance of documentation – particularly in an ICU setting.  Washington’s colleagues relied on her documentation; the information about a patient must be available to all who are caring for a particular patient.  In this narrow area of Washington’s practice of the functions and duties of nursing, her documentation of medication administration evidenced incompetence.

We find cause for discipline under § 335.066.2(5) for incompetency.
Professional Trust – Subdivision (12)


Professional trust is reliance on the special knowledge and skills that professional licensure evidences.
  It may exist not only between the professional and his clients, but also between the professional and his employer and colleagues.
  While there is no evidence that 
Washington was not a competent, trustworthy nurse in other aspects of her professional duties, her documentation of her patients’ medication violated the professional trust of her patients and colleagues.  There is cause for discipline under § 335.066.2(12).
Summary

There is cause for discipline under § 335.066.2(5) and (12).

SO ORDERED on November 15, 2011.


________________________________



KAREN A. WINN


Commissioner

�Truman stored medication for ICU use in a machine called a Pyxis.  We infer from the evidence that access to the Pyxis required a user to identify herself, the patient needing medication, and the medication needed.  


�The Board’s complaint states that the date was February 4, 2008, that the patient was admitted at 2:40 p.m., and the assessment was documented at 4:28 p.m.  This is consistent with the interview with Washington’s supervisor.  Petitioner’s Ex. A-1.  We make this finding as to the date and time from Washington’s written statement in the Board’s investigative file, and the fact that the Board’s expert testified regarding this incident using the time and other information supplied by Washington.  Petitioner’s Ex. A-1, #6-1.


�At the hearing, the Board dismissed ¶ 9 of its complaint regarding the patient’s decreased urine output.  Tr. at 76.  There is no allegation that Washington failed to document the patient’s urine output.


�Tr. at 75.


�Section 621.045.  Statutory references, unless otherwise noted, are to RSMo Supp. 2010.


�Missouri Real Estate Comm’n v. Berger, 764 S.W.2d 706, 711 (Mo. App., E.D. 1989).  


�Harrington v. Smarr, 844 S.W.2d 16, 19 (Mo. App., W.D. 1992).


�Tendai v. Missouri State Bd. of Reg’n for the Healing Arts, 161 S.W.3d 358, 369 (Mo. banc 2005).  


�293 S.W.3d 423 (Mo. banc 2009).  


�Id. at 435.


�Missouri Bd. for Arch’ts, Prof’l Eng’rs & Land Surv’rs v. Duncan, No. AR-84-0239 (Mo. Admin. Hearing Comm’n Nov. 15, 1985) at 125, aff’d, 744 S.W.2d 524 (Mo. App., E.D. 1988).  


�Id. at 533.


�Tr. at 48.


�Trieseler v. Helmbacher, 168 S.W.2d 1030, 1036 (Mo. 1943).  


�Cooper v. Missouri Bd. of Pharmacy, 774 S.W.2d 501, 504 (Mo. App., E.D. 1989).
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