
TN Board of Nursing’s unjust decision to revoke
nurse’s license: Travesty on top of tragedy!

ISMP was shocked, discouraged, and deeply saddened to learn that the Tennessee (TN)
Board of Nursing recently revoked RaDonda Vaught’s professional nursing license
indefinitely, fined her $3,000, and stipulated that she pay up to $60,000 in prosecution

costs. RaDonda was involved in a fatal medication error after entering “ve” in an automated
dispensing cabinet (ADC) search field, accidentally removing a vial of vecuronium instead
of VERSED (midazolam) from the cabinet via override, and unknowingly administering
the neuromuscular blocking agent to the patient. You can read the details of the error in
three of our 2019 newsletters (www.ismp.org/node/1326, www.ismp.org/node/1389,
www.ismp.org/node/26653). While the Board accepted the state prosecutor’s recommend-
ation to revoke RaDonda’s nursing license, ISMP doubts that the Board’s action was just,
and we believe it set us back 25 years in patient safety.

Timeline of Events
In December 2017, RaDonda made a fatal medication error when administering vecuronium
rather than Versed to a patient in radiology. Late in 2018, the hospital was investigated by
the Centers for Medicare & Medicaid Services (CMS) after an anonymous whistleblower
came forward to report the fatal error (www.ismp.org/ext/744). After CMS released its
report (www.ismp.org/ext/738), RaDonda was indicted, arrested, and charged with criminal
reckless homicide and impaired adult abuse. Disciplinary action against her license was
then filed. Both the disciplinary hearing against her license and the criminal trial were
delayed due to the coronavirus disease 2019 (COVID-19) pandemic. On July 22, 2021
(www.ismp.org/ext/741) and July 23, 2021 (www.ismp.org/ext/742), the TN Board of
Nursing held RaDonda’s disciplinary hearing. RaDonda’s criminal trial is scheduled to
begin on March 21, 2022. See Table 1 (page 2) for a more detailed timeline of events. 

Licensing Disciplinary Hearing
On September 27, 2019, in a stark reversal of a 2018 decision to take no licensing action
against the nurse (www.ismp.org/ext/737), the TN Board of Nursing filed disciplinary
action against RaDonda that focused on three violations (www.ismp.org/ext/740): 

Unprofessional conduct related to nursing practice and the five rights of medication
administration
Abandoning or neglecting a patient requiring nursing care
Failure to maintain a record of interventions

The Board called for the revocation of RaDonda’s nursing license and fines of up to $3,000. 

During the hearing, RaDonda was given an opportunity to testify and defend herself. She
never shrank from admitting her mistake. According to her defense attorney, her acceptance
of responsibility for the error was immediate, extraordinary, and continuing. However,
RaDonda also testified that the error was made because of flawed procedures at the
hospital, particularly the lack of timely communication between the pharmacy computer
system and the ADC, which led to significant delays in accessing medications and the
hospital’s permission to temporarily override the ADC to obtain prescribed medications
that were not yet linked to the patient’s profile in the ADC. 
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“What happens if you give potassium
chloride IV push?” ISMP recently asked a
senior healthcare student, “What happens
if you give undiluted potassium chloride by
intravenous (IV) push?” The question was
posed during a review of our July 2021 news-
letter article about a death that occurred
when a vial of potassium chloride concen-
trate injection was dispensed by the
pharmacy and administered undiluted to a
patient during a code (Administration of
concentrated potassium chloride for injec-
tion during a code: still deadly! ISMP Med-
ication Safety Alert! Nurse AdviseERR.
2021;29[7]:1-5, www.ismp.org/node/25848).
The student’s answer: “Vein sclerosis.” That
surprised us and gave us pause. What do
you think? Practitioners must understand
that undiluted potassium chloride given IV
push will stop the heart, causing death. 

In the event mentioned above and exam-
ined in our recent newsletter article, the
potassium chloride concentrate was
administered IV push rather than diluted
and infused due to a misunderstanding of
the prescriber’s intent. In the process of
ordering, dispensing, and administering the
drug, checks by pharmacy technicians,
pharmacists, and nurses did not stop the
error from occurring, which resulted in the
patient’s death. Sadly, healthcare students
may not be learning about these issues in
the classroom. Hopefully, those who precept
students take the time to address safety
issues like those with potassium chloride
concentrate injection. Consider saving and
sharing applicable lessons learned from
the July 2021 newsletter article.

Inadvertent intra-arterial promethazine
injury. Many nurses know that prometh-
azine injection is a vesicant, highly caustic
to the intima of blood vessels and surround-
ing tissue. Parenteral administration can
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Although many questions regarding RaDonda’s alleged failures and the event remain
unanswered (Table 2, page 5), the Board still voted unanimously to strip RaDonda of
her nursing license and levy the full monetary penalties allowed, noting that there were
just too many red flags that RaDonda “ignored” when administering the medication.

Concerns with Board Deliberations and Decisions
Believing the best in everyone, ISMP has faith that the TN Board of Nursing likely had the
right, albeit misguided, intention to protect the citizens of TN. Furthermore, we recognize
how difficult it is to be conferred with the responsibility of protecting the public. However,
was the Board’s action fair and just in this situation? You can draw your own conclusions
by viewing the 2-day hearing, but the following is what ISMP finds most disturbing and
unjust about the Board’s decision to revoke RaDonda’s license:  

Significant outcome bias. It seemed the Board was holding a disciplinary hearing
primarily because the patient had died, so there was a significant outcome bias. In fact,
the Board has not filed disciplinary action against all TN nurses who have not read a med-
ication label carefully, obtained a nonurgent medication from an ADC via override, drawn
an incorrect conclusion, failed to monitor a sedated patient, or failed to document a med-
ication error in the patient’s record. ISMP knows well from the vast number of error reports
received, even the most careful and competent practitioner might make these mistakes or
drift into unsafe practice habits without recognizing the risks. An outcome bias often
results in over-reacting to a singular event with unwarranted disciplinary action, or under-
reacting to a system design flaw if the outcome is not harmful. We believe this is what
happened here. As one Board member noted, “I feel like, as humans, every one of us
make mistakes, none of us are perfect. But mistakes were made. And mistakes have con-
sequences”…but apparently only for practitioner’s mistakes that result in patient harm.
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result in severe tissue damage, regardless
of the route of administration. However,
inadvertent intra-arterial injection associ-
ated with intravenous (IV) use has resulted
in more significant complications, including
burning pain, erythema, swelling, severe
spasm of vessels, thrombophlebitis, venous
thrombosis, phlebitis, nerve damage,
paralysis, abscess, tissue necrosis, and
gangrene. Despite this well known problem,
ISMP occasionally receives reports of
promethazine injection tissue injuries with
catastrophic consequences, including a
report received a few weeks ago. 

An emergency department (ED) patient with
acute pancreatitis received promethazine
25 mg that was intended for IV administration
but was inadvertently administered intra-
arterially. The patient immediately experi-
enced excruciating pain and redness from
his fingertips to his shoulder. Then his fingers
and arm turned dusky and blackish. See
Figure 1for a photograph taken by the patient
not long after the injection; note the red-
purplish color of his fingers and thumb. After
48 hours, swelling appeared, and the patient
was still experiencing severe pain. More
recent photographs show the development
of gangrene (Figure 2, page 3). The patient
told us recently that he is now facing possible
amputation of the affected digits, at least to
the first knuckle. 

The promethazine package insert acknow-
ledges that the drug can cause severe
chemical irritation and damage to tissue,
regardless of the route of administration.
Although the package insert states the
intramuscular (IM) route is preferred, the
drug is available in a 25 mg/mL strength
intended for deep IM or IV use, while a

continued from page 1

Table 1. Timeline of important dates 

Dates Description

December 26, 2017 Nurse administers IV vecuronium instead of Versed (midazolam).

December 27, 2017 Patient involved in medication error is withdrawn from life support and dies.

January 3, 2018 Hospital fires nurse for not following the five rights of medication administration. 

January 2018
Hospital settles with patient’s family, requiring them to not speak about the
error publicly.   

October 3, 2018
Anonymous whistleblower alerts state/federal agencies about the fatal error
(www.ismp.org/ext/744). 

October 23, 2018
TN Department of Health (Nursing Board) decides not to pursue disciplinary
action against the nurse and sends the hospital and nurse a letter affirming
its decision (www.ismp.org/ext/737). 

October/November 2018 In response to the whistleblower, CMS conducts a surprise hospital inspection.

November 2018
CMS releases details of the error, and the hospital submits a plan of
correction (www.ismp.org/ext/738).

February 4, 2019 Nurse charged with criminal reckless homicide and impaired adult abuse. 

March 27, 2019
State investigators allege nurse made 10 separate errors, including over-
looking warning signs (www.ismp.org/ext/739). 

September 27, 2019
TN Department of Health (Nursing Board) reverses its prior decision to not pursue
discipline against the nurse and charges her with unprofessional conduct, abandon-
ing/neglecting a patient, and failing to document the error (www.ismp.org/ext/740).

May 20-21, 2020 Nurse’s disciplinary hearing is scheduled but delayed due to the pandemic.

July 13, 2020 Nurse’s criminal trial is scheduled but delayed due to the pandemic.

July 22-23, 2021
Nurse’s disciplinary licensing hearing is held.
Board revokes the nurse’s professional license and fines her $3,000.

March 21, 2022 Nurse’s criminal trial is scheduled to begin.

Adapted from: Kelman B. The RaDonda Vaught case is confusing. This timeline will help. Nashville
Tennessean. July 23, 2021. www.ismp.org/ext/743

Figure 1. Darkened areas on the patient’s fingers
and thumb, soon after intra-arterial injection. 

continued on page 3 — SAFETY wires >

© 2021 ISMP. Reproduction of the newsletter or its content for use outside your facility, including republication of articles/excerpts                
or posting on a public-access website, is prohibited without written permission from ISMP.

continued on page 3 — Revoke nurse’s license >



August 2021 Volume 19  Issue 8   Page 3

Inability to differentiate between human error, at-risk behavior, and reckless
behavior.According to the prosecutor, the Board has a policy that differentiates between
human error, at-risk behavior, reckless behavior, and bad intent. While the prosecutor
noted that RaDonda did not act with bad intent, he alleged that she did act recklessly.
However, ISMP believes her actions were either unintentional (human error) or at-risk
behaviors, not reckless behaviors. RaDonda could not have consciously disregarded a
substantial and unjustifiable risk—a requirement for reckless behavior—because she
had no idea that she had made a mistake. She did not read the front of the medication
label due to either a momentary distraction (error) or an unsafe practice habit (at-risk
behavior). Furthermore, the Board did not determine whether RaDonda saw the risk
associated with her behavior as substantial and disregarded it, and whether her internal
risk monitor fired—that little voice that creeps into our conscious thoughts and lets us
know we are in danger. When an individual is engaged in at-risk behavior, their internal
risk monitor is silent. And while RaDonda made a conscious decision to not monitor the
patient or scan the medication’s barcode, she was told that monitoring was not required,
and barcode scanning technology was not available in radiology. 

Lack of a thorough investigation.The Board relied on an incomplete investigation of
the event, particularly related to the question, “What normally happens in similar circum-
stances?” For example, the investigation failed to examine prior patients who were anxious
about radiology scans due to claustrophobia to see what normally happens—did these
patients receive oral anxiolytics or IV sedatives? Were they monitored and by whom and
for how long? In addition, incorrect assumptions were made about the system capabilities
based on present conditions rather than conditions at the time of the event. For example,
the Board considered neuromuscular blocking agent warnings on the ADC screen and
shrink wrap sleeves over the vials to be red flags overlooked by RaDonda, when both had
been added to improve the warning system after the event occurred. Questions posed to
witnesses were also misleading as they were directed at current conditions and not
correlated to the conditions that existed in 2017, when the event occurred. Also, the answers
to these questions at the time of the event appeared to be unknown to the prosecution.  

Failure to consider the significant contribution of system failures.The prosecutor
acknowledged that the hospital had various system failures that contributed to the error;
however, he stressed that the Board is “not here to look at the system” and is instead
looking at “individual conduct.” Thus, the Board judged RaDonda’s behavior in isolation
of the contributing system failures. Yet, the primary way to determine the differences
between at-risk and reckless behavior is to carefully consider the system-based causes
that might have contributed to the behavioral choices. The Board seemed to hold
RaDonda accountable for not overcoming any of the hospital system failures that, in
turn, set her up for failure. In the end, the prosecutor made the statement that, “Nothing
[the hospital] could have done would have made the respondent [RaDonda] meet the
standards of nursing practice… She admitted to alarm and warning fatigue…. More
warnings would not have changed her performance.”  

Unreasonable expectations.To determine what a “reasonable nurse” would do, the
Board, through a rigid lens and in a vacuum, used a null hypothesis (suggesting no differ-
ences between nurses working in different systems) and did not seek the counsel of
actual nurses who were similarly situated, leading to unreasonable expectations of a
nurse. For example, one Board member suggested that a “reasonable nurse” would
have transported the patient out of the radiology unit to a patient care unit that used
barcode technology so she could scan the barcode on the medication prior to adminis-
tration. It is hard to imagine a nurse making that decision. What is NOT in dispute is that
the hospital could have made barcode scanning technology a priority in radiology, so all
medications could be scanned prior to administration. The same Board member said a
“reasonable nurse” would have brought appropriate monitoring equipment and oxygen
to radiology to monitor the patient, despite repeated discussions with the primary care
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50 mg/mL strength is intended for deep IM
use only, which is confusing. The insert
mentions that, due to the proximity of arteries
and veins in the areas used for IV injection,
extreme care should be exercised to avoid
perivascular extravasation or accidental
intra-arterial injection. However, as the
present case indicates, it may not always
be possible to prevent intra-arterial injection.
No proven management of unintentional
intra-arterial injection or perivascular extra-
vasation exists.

The ISMP 2020-2021 Targeted Medication
Safety Best Practices for Hospitals recom-
mend the removal of injectable promethazine
from all areas of the organization, including
the pharmacy, classifying it as a non-
stocked, non-formulary medication. Further,
the Best Practices call for an automatic
therapeutic substitution policy to convert all
injectable promethazine orders to another
antiemetic, as well as removal of injectable
promethazine from all drug order screens,
order sets, and protocols. Although the pack-
age insert notes the IM preferred route, the
Best Practices recommend avoiding IM
promethazine because it can also cause
tissue damage or be accidentally injected
intra-arterially. Aspiration of dark blood does
not preclude intra-arterial needle placement
because blood is discolored upon contact
with promethazine. Also, using a syringe
with a rigid plunger or a small-bore needle
might obscure typical arterial backflow.
Subcutaneous injection is contraindicated. 

It has been 15 years since ISMP first
recommended that the US Food and Drug
Administration (FDA) reexamine prometh-
azine product labeling to consider eliminating
the IV route of administration. At the same
time, we called for hospitals to consider
removing promethazine injection from hos-
pital formularies (www.ismp.org/node/934).
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Figure 2. Worsening of the affected areas, now
becoming gangrenous. 
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Nominations for CHEERS AWARDS
Each year, ISMP honors individuals, organ-
izations, and groups from various health-
care disciplines that have demonstrated
an exemplary commitment to medication
safety through innovative projects with
an ISMP CHEERS AWARD. The AWARDS will
be presented in December—more to follow
on the celebration! Nominations for this
year’s CHEERS AWARDS will be accepted
through September 10, 2021. ISMP accepts
external nominations, including self-
nominations. Please refer to the checklist
of DOs and DON’Ts when submitting a
nomination for a CHEERS AWARD. For more
information and to submit a nomination,
visit: www.ismp.org/node/1036. 

Self Assessment Deadline Extended
Surgery sites have more time to parti-
cipate in the ISMP Medication Safety
Self Assessment® for Perioperative
Settings! The data submission deadline
is now October 1, 2021. Take advantage
of this opportunity to evaluate your
systems, identify challenges, and docu-
ment regulatory compliance. Visit:
www.ismp.org/node/18027.    

Virtual Transformative Workshop
ISMP’s last virtual Medication Safety
Intensive (MSI) workshop for the year
will be held on December 2-3, 2021. Join
other leaders in learning to identify
risks before they cause harm and how
to use data for continuous improvement.
Visit: www.ismp.org/node/127.

nurse who explicitly noted that no monitoring was required. To cite another example, the
prosecutor stated that a “reasonable nurse” would have seen that the ADC defaulted to
searching by the generic drug name, not the brand name (which was difficult to notice at
the time), rather than recognizing that the capability of the ADC to simultaneously search
by brand and generic names would have been so much more effective in drug selection. 

Accountability for not following the five rights.The prosecutor repeatedly referred
to achieving the five rights of medication administration as “good nursing practice” and
stated that, “Minimally competent nursing practice requires that all five rights…be followed.”
As presented, this appears to mean that nurses have a personal responsibility to produce
the outcomes of the five rights, without error and irrespective of any system perform-
ance-shaping factors. But the five rights are merely broadly stated goals or desired out-
comes of safe medication practices that offer no procedural guidance on how to achieve
these goals.  Yet, a “failure to follow the five rights” is often cited as a performance
deficit when a medication error occurs, clearly perpetuating the mistaken belief that
healthcare practitioners can be held individually accountable for achieving these goals.
To be clear, nurses cannot be held accountable for achieving the five rights; they can only
be held accountable for following the processes that their organizations have designed
and held out as the best way to verify the five rights. If reading the front of the medication
label was the best way to confirm the drug in hand, then RaDonda failed in that regard.
But whether this happened due to human error or at-risk behavior, or even reckless
behavior as alleged by the Board, is at odds.

Failure to recognize self-blame in “second victims.”During the hearing, RaDonda
appeared to fall on the sword of guilt, remorse, self-doubt, loss of confidence, and a
wish to make amends. These are all common symptoms of the deeply personal, social,
spiritual, and professional crisis experienced by “second victims” of fatal errors
(www.ismp.org/node/728). She said through tears at the hearing, “I won’t ever be the
same person. When I started being a nurse, I told myself that I wanted to take care of
people the way I would want my grandmother to be taken care of. I would have never
wanted something like this to happen to her, or anyone that I loved, or anyone that I
don’t even know. I know the reason that this patient is no longer here is because of me.”
Unfortunately, the Board members seemed to interpret this only as a clear admission of
guilt and did not appear to acknowledge the psychological pain RaDonda is still experi-
encing as a “second victim” of a fatal error.  

Conclusion
ISMP believes the TN Board of Nursing’s disciplinary processes and judgment of RaDonda’s
actions during this event are NOT aligned with the tenets of a Just Culture. In a Just
Culture, inadvertent behavior (human error) is not worthy of disciplinary sanction, regardless
of the outcome, and the quality of behavioral choices made during an event are thoroughly
examined to determine whether there was conscious disregard of significant risks. Also,
disciplinary sanctions are not imposed for at-risk behaviors, including not following the
rules; any system design failures that may have contributed to not following the rules
must be examined and factored into the judgment of the behavior. 

It is not our intent to embarrass or diminish the TN Board of Nursing by pointing out what
we find disturbing or unjust in the deliberations of this complex matter, but rather to find
a better way to achieve justice, learning, and improvement in safety. As RaDonda’s defense
attorney said during the hearing, “Rather than revoking this good nurse’s license, there
needs to be another…way.” If we don’t find it, we risk jeopardizing the opportunity to
recruit talented people into the healthcare field—they won’t want to join a profession
where an unintended mistake could end in the loss of their license or even jail time. Also,
healthcare practitioners, including nurses, will not want to speak up when they make an
error, which will cripple learning, prevent the recognition of the need for system redesign,
and set the healthcare culture back to when hiding mistakes and punitive responses to
errors were the norm.  

Table 2 appears on page 5 — Revoke nurse’s license >

> Revoke nurse’s license — continued from page 3 continued from page 3
We repeat these recommendations today.
The drug has been available since the 1950s.
Would the drug meet current standards for
safety and efficacy? Looking at the approved
indications for promethazine (www.ismp.org/
ext/734), there are safer alternatives for each,
including for the prevention and control of
nausea and vomiting associated with certain
types of anesthesia and surgery. So, we
question why this drug continues to be
labeled for IV use, why it needs to be on a
hospital formulary or available in ambulatory
procedural settings, and perhaps, why it
needs to be available at all? Please take
action now to prevent these harmful events. 

https://www.ismp.org/sites/default/files/attachments/2021-06/Dos-Donts-_1.pdf
http://www.ismp.org/ext/734
http://www.ismp.org/ext/734
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Alleged Failures Unanswered Questions

Unprofessional Conduct Related to Nursing Practice

Nurse failed to verify the physician’s order
for Versed and administered the drug based
on the primary nurse’s oral directions.

Disputed failure. Nurse claims that after failing to find the order in the patient’s profile in the ADC, she called the charge nurse to
make sure the order had been placed, and then entered an empty room and checked the patient’s electronic health record (EHR) to
verify the physician’s order before returning to the ADC to withdraw the drug via override. 

Nurse retrieved a nonurgent medication
from the ADC via override.

Undisputed failure but most likely at-risk, not reckless, behavior. At the time of the error, the EHR, ADC software, and pharmacy
computer system were not communicating properly, leading to significant pharmacy order verification delays. Thus, the nurse
obtained the drug via override, as all nurses did per hospital directives, to temporarily address the system issue. It is unlikely that the
nurse perceived a significant or unjustifiable risk associated with obtaining medications via override. (The patient involved in the
error received 20 different medications obtained by various nurses via ADC override during her hospitalization.)

Nurse was distracted while talking to an
assigned orientee while retrieving the
medication from the ADC.

Undisputed failure but most likely at-risk, not reckless, behavior. During the investigation, it was never determined whether other
nurses would talk to an orientee while pulling medications from an ADC. Also, the degree to which distractions were tolerated by
the nurse, as well as by other hospital nurses, was never determined. Nor did anyone consider if the nurse recognized the risk
associated with talking to the orientee while pulling medications from the ADC at the time of the error.  

Unprofessional Conduct Related to the Five Rights: Wrong Drug

Nurse did not verify that the proper med-
ication was removed from the ADC.

Undisputed failure but most likely human error, not reckless behavior. The nurse was surprised that the medication was a powder, so she
turned the vial over quickly to look at the reconstitution directions on the back of the label, without looking at the front of the label (and
product name). While the Board believed it was conscious disregard to not read the label, this is likely human error, as it happened inad-
vertently when she saw that the drug was a powder and quickly turned the vial over. If it was a choice to not read the front of the label,
at worse, it would be an at-risk behavior since most decisions are made on the fly in the subconscious, without the risk monitor firing.

Nurse did not verify that the proper med-
ication was administered to the patient.

Undisputed failure but most likely at-risk, not reckless, behavior. The nurse was distracted (talking to an orientee) while preparing the
medication and failed to read the full medication label. Also, the nurse was used to scanning the barcode on drug labels for verification
and tried to locate a scanner to do so while in radiology, but to no avail—barcode scanning technology was not available in radiology.   

Nurse did not see or heed the warning on
the vial cap/ferrule, “Warning—Paralyz-
ing Agent,” while reconstituting the drug.

Undisputed failure but most likely human error, not reckless behavior. “Warning—Paralyzing Agent” has been previously overlooked
or misunderstood with other neuromuscular blocking agent errors. Given this, ISMP recommends placing bold auxiliary labels on storage
bins, ADC pockets, and containers of neuromuscular blocking agents that state: “Warning: Paralyzing Agent—Causes Respiratory
Arrest—Patient Must Be Ventilated” to clearly communicate that respiratory paralysis will occur and ventilation is required. Also, the
nurse believed she had the intended medication in hand (Versed) and likely subconsciously screened out the warning (confirmation bias)
while completing the task at hand, or processed the warning in her subconscious rather than conscious thoughts (inattentional blindness). 

Unprofessional Conduct Related to the Five Rights: Wrong Dose

Nurse could not know the dose of the drug
she administered if she had not read the
label and knew the concentration.

Disputed failure. The nurse believed she administered the prescribed dose of 1 mg (which was actually vecuronium, not Versed) after
reading the directions for reconstitution on the label, correctly reconstituting the drug, and administering 1 mL of the reconstituted
drug. However, this failure is substantively unimportant relative to the wrong drug error.  

Abandoning or Neglecting the Patient

Nurse did not monitor a patient who had
received an IV sedative that is sometimes
used for moderate sedation.

Disputed failure. The nurse claims that she questioned the need for monitoring the patient and was told that monitoring was not
required. Also, hospital policy did not require monitoring after Versed administration, and the drug was not mentioned in the moderate
sedation policy or the hospital’s high-alert medication list. Investigation of the event did not include examination of recent sedation for
claustrophobic patients in radiology or sedation with IV Versed to determine whether monitoring had occurred previously. 

Nurse could not carry out the physician’s
order to repeat the first dose if
“insufficient” because she did not monitor
the effectiveness of the first dose.

Disputed failure. Adherence to the physician’s order is oddly linked by the prosecutor to the nurse’s alleged failure to monitor the patient.
The nurse questioned the need to monitor the patient, which was framed around the need to bring monitoring equipment along for use
in radiology. After discussions on this topic, the nurse did not think she had a duty to monitor the patient. Also, during investigation of the
event, it was not determined whether previous patients in radiology had been monitored after receiving an IV sedative. 

Failure to Maintain a Record of Interventions 

Nurse failed to document vecuronium
administration to the patient in the EHR. 

Undisputed failure. However, the nurse was unable to document medication administration in the EHR or electronic medication
administration record (MAR) while in radiology. By the time she arrived back in the intensive care unit (ICU), she learned of her error and
immediately reported it and completed an event report. Also, it cannot be asserted that the failure to document in the EHR contributed
to the patient’s harm or denied her any opportunity for recovery. RaDonda’s immediate verbal disclosure to the team treating this patient
far exceeded any benefit that would have been available through documentation.

Table 2. Nurse’s alleged failures and unanswered questions about the event 
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