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)
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No. 04-0220 BN



)

LORI ANN WILLIAMS,

)




)



Respondent.
)

DECISION


The State Board of Nursing (“the Board”) may discipline Lori Ann Williams for errors in withdrawing and charting medication.  
Procedure


The Board filed a complaint on February 19, 2004.  On November 23, 2004, the Board filed an amended complaint.  We convened a hearing on December 3, 2004.  The Board withdrew its amended complaint because it had failed to serve it on Williams as required by our Regulation 1 CSR 15-3.270.  Assistant Attorney General Kristi R. Flint represented the Board.  At the close of the Board’s evidence, Williams requested a continuance so that she might attempt to obtain representation by an attorney.  The Board consented to her request.  Williams did not obtain an attorney and we resumed the hearing on November 15, 2005.  Assistant Attorney 
General Stacy Yeung represented the Board at the 2005 hearing.  Williams presented her case on both hearing dates.  Williams filed the last written argument on February 24, 2006.  

Findings of Fact

1. Williams holds an RN license that is, and was at all relevant times, current and active.  At all relevant times, Williams was employed as an RN in the emergency room (“ER”) at St. Luke’s Hospital (“the hospital”) in Kansas City, Missouri.  Williams was aware of her duties as an RN and as a hospital employee.  
2. An RN has a professional duty to record all verbal orders from a physician, follow all physician orders, and document the withdrawal and disposition of medication.  The disposition of medication may include using it on the patient, giving it to the patient to take home, or throwing it away (“wasting”) so that it cannot be reclaimed.  The amounts of any substance ordered, withdrawn or disposed should be identical.  Failure to chart any amount as it was ordered, withdrawn, or disposed is a violation of professional duty.  
3. The hospital had written policies reflecting those duties.  Such policies helped the hospital and its employees comply with their professional duties, and with federal and state law regarding the handling of controlled substances.  
4. The hospital stored medication for ER use securely in a machine called a Pyxis.  Access to the Pyxis required a user to identify herself, the patient needing medication, and the medication needed by type and quantity.  Completing the withdrawal of medication required confirmation of the amount.  
5. The hospital required that any medication not opened be returned to the Pyxis.  The hospital also required that the remainder of any medication not used must be wasted, and that wastage must dispose of medication beyond reclamation.  The hospital further required that another employee witness any return or wastage.  
6. When the withdrawal was complete, the Pyxis printed a receipt, which also served as a reminder for charting.  The hospital required employees to record returns and wastage on the Pyxis.  The hospital also required each RN to complete and sign a daily activity report at the end of each shift, which helped employees track medication and prevent charting errors.  
7. Williams withdrew medications without a physician’s written order as follows:
  
	Date

	Patient
	Medication
	Withdrawn


	4/3
	JF
	fentanyl

	0.25

	4/12
	CR
	morphine

	10

	4/25
	CC
	morphine
	5

	4/29
	WC
	midazolam
	2

	7/14
	RS
	morphine
	10

	8/1
	SA
	Darvocet

	2

	9/11
	MH
	Lortab

	500


Williams withdrew medications with a physician’s written order, but in amounts greater than ordered, as follows:
	Date
	Patient
	Medication
	Ordered
	Withdrawn

	4/4
	MR
	morphine
	2
	5

	4/17
	MT
	morphine
	16
	20

	7/13
	AL
	morphine
	4
	10

	7/22
	GM
	diazepam

	5
	10


Williams failed to chart the disposition of medications that she withdrew as follows:  
	Date
	Patient
	Medication
	Not Charted

	4/3
	JF
	fentanyl
	0.25

	4/4
	MR
	morphine
	2

	4/17
	MT
	morphine
	4

	4/25
	CC
	morphine
	3

	7/13
	AL
	morphine
	6

	7/14
	RS
	morphine
	2

	7/22
	GM
	diazepam
	5

	8/26
	EG
	morphine
	5


Because of those errors, the hospital fired Williams on September 12, 2002.    
Conclusions of Law

We have jurisdiction to hear the Board’s complaint.
  The complaint’s allegations circumscribe our jurisdiction to find cause for discipline
 because we cannot find cause for discipline on conduct not alleged.
  The Board’s record is expansive, and shows lapses of documentation not alleged in the complaint, but we do not deem the complaint amended to conform to the evidence.

The Board has the burden of proving that Williams has committed an act for which the law allows discipline.
  The Board argues that Williams is subject to discipline under § 335.066.2 for:


(5) Incompetency [or] gross negligence . . . in the performance of the functions or duties of [an RN]; 

*   *   *


(12) Violation of any professional trust or confidence[.]

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.
 Gross negligence is a deviation from the standard of care so great that it demonstrates a conscious indifference to a professional duty.
  Professional trust includes an employer’s reliance on an employee’s special knowledge and skills as evidenced by professional licensure.
  
Confining ourselves to the complaint, the Board has shown 19 errors as to medications that Williams withdrew over the course of less than six months:  eight instances where the disposition is not recorded and 11 instances of withdrawing more medication than ordered, seven of which involved no written physician’s order at all.  Such lapses are more than mere clerical errors.  The medications withdrawn include dangerous controlled substances like morphine.  The Board has shown that Williams generally did not do what the hospital counted on her as an RN to do.  Williams’ actions demonstrate that the hospital could not rely on Williams’ special knowledge and skills in treating patients. 

Williams alleges that the ER was a busy place.  But the Board has shown that the hospital had systems to remind RNs to record physician orders and to properly dispose of medications.  Those systems help RNs track down and reconcile medication errors.  
Williams also alleges that she has never had any disciplinary problems before, has improved her charting practices, and is a dedicated RN.  Those arguments may be relevant to the appropriate degree of any discipline that the Board may decide to impose after its separate proceeding under § 621.100.  But they do not show that Williams met her professional duties in the instances we have discussed.  

Summary


Williams is subject to discipline under § 335.066.2(5) and (12).  

SO ORDERED on April 12, 2006.


________________________________



JUNE STRIEGEL DOUGHTY



Commissioner

	�Respondent’s name is currently Lori Ann Graves.


	�The complaint also alleges that Williams withdrew fentanyl for LS with no physician’s written order, but the record shows that there were such orders.  The record also shows that Williams charted withdrawing too little, but the complaint does not allege that conduct.  We cannot find cause for discipline on conduct not alleged in the complaint.  Missouri Dental Bd. v. Cohen, 867 S.W.2d 295, 297 (Mo. App., W.D. 1993). 


	�All dates are in 2002.


	�All amounts are in milligrams except as noted otherwise.


	�All references to fentanyl are to fentanyl citrate.  


	�All references to morphine are to injectable morphine sulfate.  


	�Also called proproxyphene-APAP N 100, measured in tablets.  


	�Also called hydrocodone–acetaminophen 5.  


	�Also called Valium.  


	�Section 335.066.2.  Statutory references are to the 2000 Revised Statutes of Missouri.


	�Duncan v. Missouri Bd. for Arch'ts, Prof'l Eng'rs & Land Surv'rs, 744 S.W.2d 524, 538-39 (Mo. App., E.D. 1988).  


	�Cohen, 867 S.W.2d at 297.  


	�Medicine Shoppe Int'l v. Mehra, 882 S.W.2d 709, 714 (Mo. App., E.D. 1994).  


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


	�Section 1.020(8); Johnson v. Missouri Bd. of Nursing Adm'rs, 130 S.W.3d 619, 642 (Mo. App., W.D. 2004).


	�Tendai v. Missouri Bd. of Regis’n for the Healing Arts, 161 S.W.3d 358, 367 (Mo. banc 2005).


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