Covenant School of Nursing
Disciplinary Action Summary Assignment
Instructional Module 2

Student Name: Savanna Everett	Date: 10/18/23	DAS Assignment # 1 

Name of the defendant: Lindsey Warren Adams 	License number of the defendant: RN 777701

Date action was taken against the license: 12/12/2017
Type of action taken against the license: Warning with stipulations 

Use the space below to describe the events which led to the action(s) taken against the license. If multiple charges were in play, be sure and cite them, e.g. drug diversion, HIPAA violation, abandonment, forfeiture on student loans, etc.
Between May 13th- July 24th ,2015, The registered nurse, employed at Walnut Hill Medical Center in Dallas Texas, withdrew one vial of Lorazepam 2mg/ml and seven tablets of Amphetamine Salt Combo 10mg without a valid physician’s order. It is stated the conduct was likely to injure the patient which could result in suffering from adverse reactions. From this charge, it would be a lack of medication education for the nurse, as well as a lack of following policies and procedures on giving medications without a physician’s order. 
On another encounter, between May 13th – July 24th , 2015, the registered nurse withdrew one vial of Lorazepam 2mg/ml, two tablets of Oxycodone/ Acetaminophen 10/325mg, and one tablet of Norco 7.5/325mg. The registered nurse failed to document/ completely document the admin of these meds. This could likely injure the patient due to other care providers relying on her medication documentation, and this incident could’ve resulted in an overdose. The nurse also failed to abide by the policy and procedure for wasting the unused medication, which resulted in unaccounted medication, likely to deceive the pharmacy. As stated in the document, the nurse did not have a set assignment due to being the charge nurse and has a witness to waste the medications. In general, this charge would involve failure to follow policies and procedures, in accurate documentation, and possible drug diversion. 
Use the space below to provide a description of measures you think could have prevented any action being taken against the license and/or would have prevented harm to the patient if harm occurred. 
The first event could’ve been prevented by not administering medication to the patient without a physician’s order. Any nurse giving medications must have a physician’s order to give the medication. If she was needing to give this patient these medications and didn’t have an order, the nurse could’ve contacted the physician and discussed the possibility of giving the patient the medication with a valid SBAR information. 
The second event could’ve been prevented by scanning and documenting all medications given to the patient. This can help to prevent an overdosage of medications and or medication errors.  The nurse should’ve slowed down and paid attention to the patients 7 rights to prevent the med error. 


Identify which universal competencies were violated and explain how.
Safety and security (physical); The patient was not ID’ed or asked about allergies prior to med admin because the nurse did not scan the meds/ documented it into the eMAR.
Communication; The nurse failed to communicate effectively with the primary nurse when she gave medications to her patient. 
Critical Thinking; The nurse did not use this at all when giving her patient medication without an order. If she would’ve thought about the medication she was giving, she could’ve avoided adverse reactions. 
Documentation: The nurse failed to document any medication given to the patient in both cases. The first had no orders for the medication and the second was given without using the eMAR. 
Human Caring; Regardless if it was her patient or not, all people in the hospital deserve the care they need. This nurse neglected to care for the patients by giving incorrect medication dose, not monitoring prior to med admin, and documenting for future medication admin. 
Professional role; As a charge nurse of the unit, the nurse failed her coworker by giving another nurses patients medications and not documenting them. This was a good example to her coworkers on what not to do as a charge nurse. 
Use the space below to describe what action you think a prudent nurse would take as the first to person to discover the event described, in other words, you are the one who discovers the patient has been harmed by the nurse or you have discovered the impairment or criminal activity cited in the disciplinary action.
If I was the nurse who discovered the patient had been neglected by the previous nurse, I would immediately notify the charge nurse, but stay with my patient to monitor closely. During this time, I will look through the charts to see what all was documented and given to the patient as well as ask them what they received if they are able to tell me. I would delegate notifying the physician to the charge nurse, so I am able to assess, monitor, and provide any further care. After I know the patient is stable, I would fill out any paperwork needed as well as talk to the house supervisor or director of the nursing unit to prevent it from happening in the future. 
