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Name of Defendant: Krystal A. Dreyer
License Number: 821676
Date of Action: November 14, 2017
Action: Warning with Stipulations 

Krystal Dreyer, while being employed as an RN at Seton Medical Center in Austin, Texas, from March 16, 2016, through April 15, 2016 withdrew a total of 10 2mg syringes of Hydromorphone, 5 4mg syringes of Hydromorphone, 42 tablets of Oxycodone-acetaminophen, 42 tablets of 10/325 mg Hydrocodone tablets, and 30 15mg tablets of oxycodone. Dreyer withdrew all these medications without properly documenting them in eMAR and was likely to injure the patient by excessively administering medications without the correct frequency/dosage ordered by the physician increasing the patient’s risk for adverse reactions. Dreyer was charged with violation of Chapter 481 (Controlled Substances Act) of the Texas Health and Safety Code with drug diversion and was deemed as a risk by the Texas Board of Nursing to public health and safety as a result of impaired nursing care due to inappropriate use of controlled substances or chemical dependency. 

I believe if there were a verification system like I’ve seen in Covenant’s hospitals for medications like this, Dreyer wouldn’t have been able to withdraw that many opioids. There could’ve also been someone else using her login to withdraw medications since Dreyer wasn’t allowed to submit a drug test and had to submit and take one on her own. Dreyer also should’ve realized that withdrawing that many medications at a time would’ve been documented in the medication withdrawing system and she should have realized that she would have been caught. 

Dreyer violated these universal competencies: Safety and Security (Physical), Critical Thinking, Documentation, and Professional Role. Dreyer violated the 7 rights of Medication administration by not giving the right dose, reason, patient, and documentation. She didn’t document any medication, wasn’t pulling medications for the right reason, and was not withdrawing medications for the right reason. She didn’t follow physician orders or documents at all. Dreyer also didn’t implement her critical thinking skills by not making the correct decision of whether or not to give the medication or withdraw the medication. Dreyer also didn’t document her medications at all by not scanning in the eMAR or performing her three checks. She also violated being in a professional role by not managing her medication dispensing in a correct professional manner and took advantage of her access to the medications. 

If I had witnessed what Dreyer was doing, I would’ve immediately asked her what she was doing and then reported her to my charge nurse. By not reporting, the witnessing nurse and/or employee is just as liable for what could’ve happened to the patient. 



