Covenant School of Nursing
Disciplinary Action Summary Assignment
Instructional Module 2

Student Name: Monica Terese Pauda	Date: November 2, 2023		DAS Assignment # 2

Name of the defendant: Erna Jeanne Beaver	License number of the defendant: 553326

Date action was taken against the license: June 14, 2011
Type of action taken against the license: Reprimand 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.	
	The information below refers to two separate instances. For organization purposes and to comply with HIPPA, I labeled them “Patient A” and “Patient B. No criminal charges were filed on Nurse Beaver regarding these cases.
On August 3, 2007, Erna Jeanne Beaver was caring for Patient A. Earlier that same day, Patient A had a left carotid artery bypass and was experiencing status changes. Erna did an assessment and documented that Patient A had a new onset of dysphasia and diminished breathing sounds. An hour after the assessment, she administered Ativan and did not take any other actions when an hour later, the medication was not helping. It wasn’t until there was a more prominent change in Patient A’s status that she notified the physician. Minutes after that, Patient A went into cardiac arrest. It was later noted by a physician that Patient A had a deviated trachea and it had not been documented at the time of the nurse’s initial assessment. Patient A was resuscitated in 20 minutes and as a result of that suffered an anoxic brain injury and eighteen days later died.

	On June 29, 2009, Erna Jeanne Beaver was caring for Patient B who was being monitored after receiving new settings for their Bilevel Positive Airway Pressure treatments. Nurse Beaver did not re-asses the patient’s ABG. Twice, the nurse increased O2 delivery rates without documenting or obtaining an order from the physician. She also did not notify the charge nurse or physician that she re-attached Patient B’s temporary pacemaker when the patient had a significant drop in their heart rate. Due to Patient B’s agitation, she repeatedly administered Morphine and Ativan. Two hours before the end of shift, Patient B was found with low blood pressure, elevated respiratory rate, low pulse ox, and was hard to wake up. At that time, physicians were notified and the patient was intubated. His condition continued to decline, and he passed away two weeks later.


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. 
	Patient A:
		Overall, I think that Nurse Beaver could have been more diligent with her nursing duties. When her patient was experiencing any type of status change, especially declining, she should have assessed him more often and at least notified the charge nurse for further instruction or to intervention. Had she been more meticulous with her assessment, she might have noticed the deviated trachea on admission. 
	Patient B:
		Nurse Beaver could have reassessed Patient B’s ABG since new settings were being initiated. Again I think this would have been a time where notifying her charge nurse and physician would have been beneficial to both her and her patient. Documenting and obtaining a physician order are both an absolute must do in nursing so failing to do them should have been like second nature since she was a seasoned nurse at the time. Reeducation on both issues might have helped. 

Identify which universal competencies were violated and explain how.
	Patient A: 
Critical Thinking: She did not reassess the patient’s condition after administering Ativan. Perhaps consulting with her charge nurse or physician whether any changes should be made to the Ativan administration due to her patient’s change in status. 
	Patient B:
Critical Thinking: Notifying and obtaining a physician order should’ve been done when the patient’s status declined and needed increased oxygen. Also failing to notify the charge nurse and physician that she reattached the patient’s temporary pacemaker. Although in critical conditions, she didn’t have to wait for an order, she is still obligated to notify the physician. Last, continuing to administer Ativan and Morphine several times when the patient was already declining. Consulting with the charge nurse and physician might have resulted in a revision of the medication order.

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.
	I would definitely see these actions as a need for intervention. If able, I could try to offer checking on some of her other patients so she can have a little more time to focus on her declining patients. I could also notify the charge nurse of what I see to give them the opportunity to intervene earlier.

