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Administrative Hearing Commission

State of Missouri
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)
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)




)


vs.

)

No. 04-0805 BN



)

JUANITA PERSON,

)




)



Respondent.
)

DECISION


Juanita Person is subject to discipline for many instances of failing to document the administration of controlled substances and for failing to properly document a patient’s medication administration record, to order a patient’s assessments, and to interpret a patient’s test.
Procedure


On June 17, 2004, the State Board of Nursing (“the Board”) filed a complaint seeking to discipline Person.  On July 20, 2004, Person filed an answer and indicated that she wanted to proceed with her hearing.
  On February 2, 2005, we held a hearing on the complaint.  Assistant Attorney General Stacy Yeung represented the Board.  Neither Person nor anyone representing 
her appeared.  On May 5, 2005, we issued a revised briefing schedule.  The matter became ready for our decision on June 20, 2005, the date Respondent’s brief was due.

Findings of Fact

1. Person is licensed as a registered nurse.  Her license is, and was at all relevant times, current and active.
2. From February to July 2003, Person was employed at St. Anthony’s Medical Center (“St. Anthony’s”) in St. Louis, Missouri.
3. St. Anthony’s uses the Diebold System (“Diebold”) to track medication withdrawals.  In order to remove medication for a particular patient at a particular time, the nurse must swipe his or her badge in the Diebold.
4. The nurse must record the administration of all medication in the patient’s medication administration record (“MAR”).
5. The MAR is printed by St. Anthony’s pharmacy and is given to the nurses each night.  The MAR printout covers one day and is divided into three separate time intervals:  (a) 0000 to 0659 (12:00 a.m. to 6:59 a.m.), (b) 0700 to 1459 (7:00 a.m. to 2:59 p.m.), and (c) 1500 to 2359 (3:00 p.m. to 11:59 p.m.)

6. A nurse at St. Anthony’s also fills out a patient care flow sheet (graphic) for each patient.  This sheet allows for documentation every 15 minutes and includes such things as the patient’s vital signs, neurological status, circulatory status, and intake and output records.
7. St. Anthony’s pharmacy records the doctors’ medication orders and the date the medication is ordered in the column marked “Start/Stop” on the MAR.
8. St. Anthony’s pharmacy conducts audits through the MedSelect System (“MedSelect”) by printing out records of medication withdrawn and wasted from the Diebold.
9. MedSelect reports can be printed to show all activity by a specific nurse on specific dates, or by patient, showing all medication that was administered to that patient.
10. When the pharmacy finds discrepancies in the documentation of controlled substances, St. Anthony’s policy is to notify the employee’s manager.  The manager conducts an investigation.
11. When a nurse does not administer all of the medication withdrawn from the Diebold, he or she must log back into the system.  The Diebold records that the particular nurse wasted the medication.  One nurse should not waste medication that was withdrawn by another nurse.  If Nurse A wasted medication that had been withdrawn by Nurse B, the Diebold would credit Nurse A with the extra medication.  This would create a discrepancy that the St. Anthony’s pharmacy staff should notice.
12. If the computer is down, the nurse must sign paperwork that medication is wasted and have a witness initial the form.
13. On February 16, 2003, at 12:27 a.m., Person withdrew 10 milligrams (“mg”) of morphine from the Diebold for Patient # 9.  Person documented administering 2 mg of morphine at 12:30 p.m., 2:30 a.m., and 3:10 a.m., for a total of 6 mg administered.  Person did not document wasting the remaining 4 mg of morphine, and there is no record of what she did with it.
14. On February 17, 2003, at 11:47 p.m., Person withdrew 4 mg of morphine sulfate from the Diebold for Patient # 4.  Person documented administering 3 mg of morphine at an 
earlier time – 11:45 p.m.
  Person did not document wasting the remaining 1 mg of morphine, and there is no record of what she did with it.
15. Person was on duty at St. Anthony’s from 7:00 p.m. on March 25, 2003, through 7:00 a.m. on March 26, 2003.  On March 26, 2003, at 12:21 a.m., Person withdrew 5 mg of morphine from the Diebold for Patient # 10.  Patient # 10 had a physician’s order for 2 to 4 mg IV push morphine every two hours prn (as needed).  Person documented administering 2 mg of morphine to Patient # 10 at 12:30 a.m. on March 26, 2003.  Person did not document wasting the remaining 3 mg of morphine, and there is no record of what Person did with it.
16. On April 16, 2003, at 7:27 p.m., Person withdrew 10 mg of morphine from the Diebold for Patient # 8.  Person documented administering 5 mg of morphine at 7:20 p.m.
  Person documented that Patient # 8 was sleeping at 8:20 p.m. on April 16, 2003.  Person documented administering 2 mg of morphine at 1:30 a.m. and 3:25 a.m.
  On April 17, 2003, at 4:17 a.m., Person withdrew 5 mg of morphine for Patient # 8.  Person documented administering 5 mg of morphine on April 17, 2003, at 4:20 a.m.
17. During her shift on April 16-17, 2003, Person administered 14 mg of morphine to Patient # 8.  Person did not document wasting the remaining 1 mg of morphine, and there is no record of what she did with it.
18. On April 22, 2003, at 10:45 p.m., Person withdrew 10 mg of morphine from the Diebold for Patient # 3.  Person did not document administering the 10 mg of morphine, and there is no record of what Person did with it.
19. On June 21, 2003, at 10:15 p.m. Person withdrew 5 mg of morphine from the Diebold for Patient # 1.  The MAR signed by Person showed a time of administration, but not the amount of morphine administered.  There is no record of what Person did with the 5 mg of morphine.
20. On June 21, 2003, Patient # 1 had a physician’s order for Accuchecks (testing strip for blood glucose) every hour.  The physician’s order instructed the nurse to discontinue Patient # 1’s insulin drip if his blood sugar level tested below 200.  Person documented a blood sugar level below 200, but failed to discontinue the insulin drip.  The next nurse on duty found a large discrepancy between Person’s documentation of Patient # 1’s Accuchecks and the total actual blood drawn from Patient # 1.  Person also failed to document the assessment of Patient # 1.  Because the assessment was not documented, the staff assumed it was not done.
21. On June 21, 2003, at 10:14 p.m., Person withdrew 10 mg of morphine and 2 mg of Ativan from the Diebold for Patient # 5.  At 10:33 p.m., Person withdrew 2 mg of Ativan from the Diebold for Patient #5.  On June 22, 2003, at 3:51 a.m., Person withdrew 10 mg of morphine from the Diebold for Patient  # 5.  Person did not properly document how much morphine and Ativan she administered to Patient # 5.  Her documentation was illegible.
22. Subsequently, Person was terminated from St. Anthony’s.  The notice of termination stated:

This termination resulted from an investigation, which lead [sic] St. Anthony’s to believe controlled substances were being diverted.  
Juanita was asked to consent to a for cause drug screen on June 23, 2003 and tested positive for Darvocet/Propoxyphene.

Conclusions of Law 


We have jurisdiction to hear the Board’s complaint.
  The Board has the burden of proving that Person has committed an act for which the law allows discipline.
  The Board argues that there is cause for discipline under § 335.066, which states:

2.  The board may cause a complaint to be filed with the administrative hearing commission as provided by chapter 621, RSMo, against any holder of any certification 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[.]

Subdivision (5) – Misconduct and Dishonesty

Misconduct is the intentional commission of a wrongful act.
  Dishonesty is a lack of integrity or a disposition to defraud or deceive.
  The Board argues that Person engaged in dishonesty and misconduct in the performance of her duties as a nurse.
  We agree.


We may infer the requisite mental state from the conduct of the licensee  “in light of all surrounding circumstances.”
  The number of Person’s documentation failures, combined with the fact that the drug in question in all but one instance was morphine – a class 2 narcotic, convince us that her conduct was not merely indifference to a professional duty, but was intentional.  We find cause for discipline under § 335.066.2(5) for misconduct and dishonesty in the performance of her duties as a nurse.
Subdivision (12) – Professional Trust

Professional trust is the reliance on the special knowledge and skills that professional licensure evidences.
  The Board argues that  Person violated the professional trust and confidence of her patients and employers.  Person failed on many occasions to account for all of the medication she withdrew from the Diebold, and she failed to properly document and follow a physician’s order in assessing a patient.  We agree that Person violated the professional trust and confidence of her patients and employers, and we find cause for discipline under § 335.066.2(12).
Summary


We find cause for discipline under § 335.066.2(5) and (12).

SO ORDERED on August 24, 2005.



________________________________



JUNE STRIEGEL DOUGHTY



Commissioner

	�Normally evidence of service is a certified mail “green” card filed with us.  We did not receive one in this case, but Person filed an answer that is signed, includes an address, and references the hearing date.  She also responded to the Board’s request for admissions.  (Pet’r Ex. 8.)  We find that this is evidence that she was properly served under § 621.100, RSMo 2000.


	�The reports in this case use both “military” and “standard” time references.  We use the standard times in this decision.


	�The Board also argues in its brief that Person documented the administration of the morphine to Patient # 4 on the wrong date and during the wrong time period.  This conduct was not alleged in the complaint; thus, we cannot find cause for discipline based on it.  Missouri Dental Bd. v. Cohen, 867 S.W.2d 295, 297 (Mo. App., W.D. 1993).





	�This administration was not documented on the MAR as it should have been, but was documented on the patient’s graphic.





	�The Board’s witness testified that these two entries were in the wrong place and were illegible, but included them in the interest of fairness.


	�Response to Request for Admissions # 21.


	�Section 621.045.  Statutory references, unless otherwise noted, are to the 2000 Revised Statutes of Missouri.





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





	�Grace v. Missouri Gaming Comm’n, 51 S.W.3d 891, 900 (Mo. App., W.D. 2001).  





	�MERRIAM-WEBSTER’S COLLEGIATE DICTIONARY 333 (10th ed. 1993).  





	�The Board’s complaint does not list the other grounds for discipline in § 335.066.2(5).


	�Duncan v. Missouri Bd. for Architects, Prof’l Eng’rs & Land Surv’rs, 744 S.W.2d 524, 533 (Mo. App., E.D. 1988).





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