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1. Identity of Petitioner 

Fairuza Stevenson 

II. Citation to Court of Appeals Decision 

The Court of Appeals Decision from which Ms. Stevenson seeks 

review was filed in the Court of Appeals on May 27, 2015 and there are no 

further orders concerning a Motion for Reconsideration. A copy of the 

Decision and the Trial Court Memorandum Opinion are attached in 

Appendix 'A'. 

III. Issues Presented for Review 

1. Did the COA err in concluding that the Commission's 

Findings were supported by substantial evidence that Ms. 

Stevenson breached the relevant standard of conduct and acted 

outside her scope of practice? 

2. Did the Commission err in concluding Ms. Stevenson violated 

the UDA? 

3. Did the Commission err m concluding that because Ms. 

Stevenson was incorporated the legal doctrines of Collateral 

Estoppel and I or Res Judicata do not apply to her settlement 
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with DSHS and therefore did not bar DOH from proceeding 

with a separate proceeding on identical facts with identical 

parties? 

IV. Statement of the Case 

1. Facts 

a. Preclusion 

Ms. Stevenson is a registered nurse with a four-year degree in 

nursing and some advanced nursing education beyond her four

year degree. (ROP 488 L 13 -18) 

She operates what is known in Washington as an Adult Family 

Home which is incorporated under the corporate name, 

Stevenson Group Inc. But Ms. Stevenson is the only principal 

that was involved in a settlement agreement with DSHS as 

there were no other individuals involved in negotiating the 

settlement and Correction Plan with DSHS. Ms. Stevenson was 

personally charged with committing acts as a provider that 
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DSHS alleged were personal deficiencies and required her to 

personally submit a Plan of Correction. (ROP 148 -151). 

The settlement agreement with DSHS, contrary to the COA's 

Finding, did not designate the settlement being with Stevenson 

Group Inc., but rather required Ms. Stevenson as a provider to 

personally pay a fine and complete a Correction Plan. 

Therefore Ms. Stevenson should have available to her the 

preclusion doctrines of Collateral Estoppel and Res Judicata, 

particularly Res Judicata. 

b. Burden of Proof and Standard of Care 

The COA holding that the administrative board whose 

members possess training and expertise significantly less than 

the professional being subject to potential discipline sets a 

standard which diminishes the burden of proof by the 

administrative agency in question absent testimony that the 

professional being disciplined conducted themselves in a 

manner that fell below the standard of care for that 
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professional. The concept that nurses, doctors, lawyers, CP As 

or other professionals subject to a disciplinary proceeding can 

be exposed to having a disciplinary board (which in this case 

could have been comprised solely of lay persons) should be 

rejected by this Court. 

c. Weight Given to Various Witnesses' Testimony 

The argument that the fact finder is best suited to pass on the 

credibility and demeanor of the witnesses during a hearing, 

while correct under the law, was incorrectly applied by the 

COA in this case in that there was no opportunity for the Board 

to observe the typical types of conduct a fact finder usually has 

the opportunity to observe in a trial setting. Ms. Stevenson's 

experts all testified live in front of the Board and had 

impeccable credentials, the State's witness testified by phone 

and the Board had no opportunity to observe her demeanor, 

mannerisms, etc. It should be noted Dr. Hu, the State's only 

witness, prescribed a dose of Enoxaparin for 30 days on 
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discharge. However while hospitalized only 2 daily shots were 

given. (ROP 061 and 084 ). 

The conclusion that withholding delivery of the anti-coagulant 

placed patient A at greater risk of harm to stroke than going 

blind through its administration is not supported by the record 

in light of the testimony that the only witness for the State was 

inexperienced (3 plus years) (ROP 326) and failed to even read 

the patient's chart (ROP 338). 

The record supports the medical conclusion by Ms. Stevenson 

that giving of the anti-coagulant would pose a greater risk of 

harm to patient A than withholding it was correct and was 

supported by highly confident professionals who testified on 

her behalf. 

V. Argument 

a. Why Review Should be Accepted 

Considerations favoring acceptance of review are that the issue of 

the burden of proof necessary to establish whether or not the 
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standard of care has been breached by a health care professional 

affects a substantial public interest that should be determined by 

the Supreme Court, not the Court of Appeals. 

The Court of Appeals went outside the record briefly by noting at 

Footnote 4 the Commission's make up allows for two advanced 

registered nurse practitioners, seven registered nurses, three 

licensed practical nurses and three members of the public. 

The Appellant certainly does not question that is the statutory 

language presently in place. The Appellant's position is that only 

one of the Board Members in this case had at least the equivalent 

level of training and experience as the Appellant. 

This raises the question of whether someone such as a four-year 

nursing graduate with some Masters qualifications should not be 

judged by a panel of their peers, the same argument might be made 

by an MD who could arguably be confronted by a panel that had 

lay people with little or no medical knowledge. This is not to say 

that medical knowledge could not be provided by an expert who 
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testified as to a strong working knowledge of patient's care when 

substandard care is alleged. But in Ms. Stevenson's case we note 

that was not true by reviewing the Exhibits submitted by the State 

where it appears Dr. Hu provided only minimal care to this patient 

during her nine-day hospitalization. This of course should be taken 

into consideration with the fact that Dr. Hu had never taken time to 

review the patient's chart for a very recent prior admission. These 

facts are relevant when looking at the State's exhibits. 

In fact, Dr. Hu only saw Patient A three times during her nine-day 

stay being November 24, 2007 (ROP 060), November 18th (ROP 

080) and November 17th (ROP 084). 

Interestingly Ms. Stevenson was accused of placing Patient A at 

great risk for harm by withholding the medication for 7 days. The 

patient had a shot at the hospital on November 24th which is a 

Saturday evening, the date of her discharge (ROP 061 ). While at 

the hospital She went without a shot between November 17th and 

November 23rd, seven full days, meaning she was only given the 
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drug in question on the date she entered the hospital on November 

16,2007 (ROP 084) and November 24,2007 (ROP 061). 

The discharge summary is factually important as well and was 

apparently overlooked or at least ignored by the Board. It is 

unclear who wrote the Discharge Summary (ROP 111, 112, 113) 

but it is clear from comments on ROP 112 that lab studies were 

apparently done including an ultrasound which showed no deep 

vein thrombosis as a noted problem. 

It was also clear to the discharge physician that Patient A was non

mobile for several months prior to her admission based on a 

conversation with a case worker or notes from a case worker on 

November 23, 2007 (ROP 113). 

Therefore the conclusion that withholding what Ms. Stevenson felt 

was a dangerous dosage for seven days while she was attempting 

to verify what the primary care physician's orders would be, 

placed patient A in no greater danger than she was placed in during 

her hospital stay. 
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Another question concerning the credibility of witnesses is that Dr. 

Hu, it must be inferred, did not review Patient A's chart at all 

during her hospital stay up until the time there was a discharge 

summary written or more likely until she was provided with 

documents to review in preparation for hearing. 

VI. Conclusion 

The primary defect in the COA's decision is the failure to impose 

upon the Board at least the duty to present competent expert 

evidence through an opinion that the standard of care was breached 

by Ms. Stevenson under these complicated circumstances. The 

record bears out the fact that Ms. Stevenson made a normal choice 

to do everything possible to contact the primary care physician 

who simply ignored her for several days. Even Dr. Hu testified 

they normally defer to the primary care physician concemmg 

questions of care after discharge. (ROP 341 L 11-15). 
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Dr. Hu's instruction that huge doses of Enoxaparin over 30 days 

was contra indicated by her other's doctor's use of the drug while 

Patient A was hospitalized and therefore a holding by the Supreme 

Court that the burden of proof in this case requires more 

substantial evidence by at least an opinion of conduct that fell 

below the standard of care should be adopted. 

Probably Ms. Stevenson should be granted a new hearing. The 

Board should be comprised of no less than three RN's with 

equivalent education or the Supreme Court should simply order 

reversal of the Order of COA based on inadequate proof of 

substandard care in violation of nursing standards. The Supreme 

Court should also reverse the COA's Order and Order the fines be 

rescinded and Ms. Stevenson's derogatory remarks on her nursing 

registry be removed. 

The conclusion that Res Judicata should not apply because Ms. 

Stevenson operated in a corporate capacity is also without merit. 
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The finding was that she was personally placed a patient at undue 

risk. The entry into the registry of her conduct is personal not a 

corporate notation. 

Respectfully submitted this 24th day of June, 2015 

obert D. Mitchelson, WSBA#4595 
Attorney for Ms. Stevenson 
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F AIRUZA STEVENSON, 

Appellant, 

v. 

STATE OF WASHINGTON, DEPARTMENT 
OF HEALTH, NURSING CARE QUALITY 
ASSURANCE CO:MMISSION, 

Respondent. 

No. 45834-9-II 

UNPUBLISHED OPINION 

BJORGEN, A.C.J. - Fairuza Stevenson appeals a superior court order affirming a decision 
', 

by the Washington State Department of Health's Nursing Care Quality Assurance Commission 

(Commission). The Commission found that Stevenson, by refusing over several days to obey a 

physician's order to provide doses of a medication to Patient A, had breached the standard of 

conduct for nurses and acted outside the scope of practice allowed by Stevenson's registered 

nurse's license. Based on these fmdings, the Commission concluded that Stevenson was subject 

to discipline under the Uniform Disciplinary Act (UDA), chapter 18.130 RCW, and sanctioned 

her. 

On appeal, Stevenson claims that (1) the Commission's fmdings that she breached the 

relevant standard of conduct and acted outside the scope of practice are not supported by 
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substantial evidence, (2) the Commission's conclusions that she violated provisions of the UDA 

are erroneous, and (3) collateral estoppel, res judicata, and an earlier stipulation agreement made 

pursuant to CR 2A with the Department of Social and Health Services (DSHS) to settle a related 

matter bar the Commission'-s order. We hold that (1) substantial evidence supports the 

Commission's findings, (2) the Commission correctly concluded that Stevenson violated several 

provisions ofthe UDA, and (3) nothing precluded the Commission's order. Consequently, we 

affirm the superior court. 

FACTS 

Stevenson is a registered nurse and operates an adult family home through a corporation 

called Stevenson Group _Inc. Stevenson pr~vides nursing services through her work at the home. 

Patient A first came to the adult family home operated by Stevenson Group Inc. in 2005.1 

By 2007, one of Patient A's physicians had prescribed a blood thinning medication to treat some 
J 

of her health problems. Another physician had prescribed antibiotics. The combination of these 

drugs produced bleeding in one of Patient A's eyes; requiring her admission to a local hospital 

for treatment. Patient A's discharge orders discontinued the doses of the blood thinner. 
. I 

In November 2007, Patient A again was hospitalized, this time for fever and abdominal 

pain. Dr. Meituck Hu, Patient A's treating physician, diagnosed an infection in her leg related to 

a prosthetic implant and prescribed antibiotics to remedy it. Because she believed the problem 

with the prosthetic implant would limit Patient A's mobility, Hu also prescribed prophylactic 

doses of enoxaparin, another blood thinner, to prevent deep vein thrombosis, the potentially fatal 

1 To protect her privacy, the agency record refers to the patient at issue as Patient A. We foliow 
that nomenclature. 
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formation of blot clots in Patient A's legs. Hu's discharge orders continued Patient A's daily 

doses of enoxaparin for one month. 

After discharge on November 24, 2007, Patient A returned to the adult family home 

operated by Stevenson Group Inc. Stevenson, aware of Patient A's history, made attempts to 

contact Patient A's primary care physician to ask him to discontinue the enoxaparin based on 

fears it could lead to eye bleeding and vision loss. While waiting for this order, Stevenson 

refrained from giving Patient A the daily enoxaparin dose Hu had prescribed. Stevenson had 

great difficulty in getting the order to discontinue enoxaparin from the primary care physician, 

but made no attempts to contact Hu, physicians covering for Hu at the hospital, or Patient A's 

other physicians. Eventually, feeling that she could nbt wait any longer, Stevenson gave Patient 

A an enoxaparin dose on December 3, 2007, hours before the primary care physician faxed an 

order to discontinue the drug. 

Stevenson's refusal to give Patient A the enoxaparin spawned two state administrative 

actions. In the first, DSHS took action against Stevenson Group Inc., the entity licensed to 

operate the adult family home. Specifically, DSHS alleged that the failure to give the enoxaparin 

violated WAC 3 88-7 6-620, a provision requiring the adult family home to "ensure that the 

resident receives necessary [medical] services."2 ' Administrative Record (AR)at 149-50 (citing 

WAC 388-76-620). Stevenson, as the representative of the home, signed a corrective action plan 

and Stevenson Group Inc. settled the matter by paying an $800 fine to DSHS from its corporate 

checking account. 

2 The DSHS complaint against the adult family home also alleged a second violation unrelated to 
this appeal. 
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The second administrative action concerned Stevenson~s license to practice as a 

registered nurse. The Commission alleged that Stevenson violated various subsections of RCW 

18.13.180 and WAC 246-240-71 0(2) when she refused to give Patient A the enoxaparin.3 

Stevenson's motion to dismiss the matter, based on her theory that the settlement with DSHS 

preeluded a.Iiy action by the Coinmission, was denied and the matter proceeded to an 

administrative hearing before a panel of the Commission. 

At the hearing, the Department of Health, which prosecuted the complaint, presented two 

witnesses: Hu and Stevenson. Hu testified about her diagnosis cmd treatment of Patient A, 

including her decision to prescribe prophylactic doses of enoxaparin. Hu admitted that she had 

not known about Patient A's recent eye bleeding episode when she ordered the enoxaparin, but 

3 RCW '18.130.180 provides, in relevant part: 
The following conduct, acts, or conditions constitute unprofessional conduct for 
any license holder under the jurisdiction of this chapter: 

( 4) Incompetence, negligence, or malpractice which results in injury to a 
patient or which creates an unreasonable risk that a patient may be harmed; 

(7) Violation of any state or federal statute or administrative rule 
regulating the profession in question, including any statute or rule defining or 
establishing standards of patient care or professional conduct or practice; 

(12) Practice beyond the scope of practice as defin:ed by law or rule. 

WAC 246-840-710 provides that: . 
The following conduct may subject a nurse to disciplinary action under the 

Uniform Disciplinary Act, chapter 18.130 RCW: 

(2) Failure to adhere to the standards enumerated in WAC 246-840-700 
which may include, but are not limited to: 

(d) Willfully or repeatedly failing to administer medications and/or 
treatments in accordance with nursing standards. 

\. 
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·stated that knowing about the incident would not have changed her order: she believed that 

Patient A's problems with her implant limited her mobility and placed her at a risk of fatal deep 

vein thrombosis, requiring prophylactic doses of enoxaparin. On questioning from one of the 

commission members, Hu testified that th~ benefits of prophylactic enoxaparin outweighed any 

potential risks of bleeding given the extreme dangers of developing deep vein thrombosis. Hu 

also testified that she expected her orders ''to be followed," AR at 340, unless the nurse 

implementing the order had questions and brought those questions to either her or another doctor 

covering for her. Hu specifically stated that the reason she expected any nurse questioning a 

medication order to contact her or a covering physician was because of possible problems getting 

in contact with a primary care doctor. Finally, Hu testified that registered nurses had no 

authority to "unilaterally write a prescription order or change a prescription order." AR at 340. 

Stevenson admitted that, as a nurse, she had to follow a physician's prescription order 

and that she had no authority to unilaterally alter a prescription. Stevenson also admitted that she 

did not attempt to contact Hu, the hospital, or any of Patient A's other doctors when having 

difficulty communicating with Patient's A's primary care doctor. 

Stevenson presented testimony from three expert witnesses in her defense. Each opined 

that Stevenson had not breached the standard of conduct for registered nurses because she had a 

duty to question the order to give enoxaparin, which she and the expert witnesses believed was 

inappropriate for Patient A. On cross-examination, one ofStevenson's experts stated that, when 

refusing to comply with a physician order, a nurse had a duty to present his or her concerns to the 

physician. Also on cross-exai!lination, one of the other experts agreed that Patient A was at risk 

of developing deep vein thrombosis. 

The Commission found that 
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1.11 Physician medication orders must be carried out as ordered in order 
to ensure patient safety. The scope of practice ... of a registered nurse does not 
include the authority to unilaterally fail to follow physician orders. Nor does the 
standard of care for a registered nurse permit a nurse to engage in such action. The 
nursing standard of care requires that in circumstances where a registered nurse has 
concerns about a physician order, the nurse should attempt to contact the physician 
as soon as possible to discuss her concerns. 

1.12 As a result of the Respondent's failure to follow the physician 
medication order and failure to attempt to contact the treating physician about her 
concerns, Patient A was placed at an unreasonable risk of harm. Although Patient 
A suffered no apparent harm from the missing medication, PatientA could have 
suffered significant harm including death as a result of the Respondent's actions. 

ARat292. 

Based on these fmdings, the Commission concluded that Stevenson had committed · 

unprofessional conduct as defined by RCW 18.130.180(4), (7), (!2) and WAC 246-840-710(2)(d). 

The Commission imposed a fme and a requirement that StevensQn complete some continuing 

education courses, as well as placing Stevenson's nursing license on probation for two years. 

Stevenson appealed the Commission's findings of fact, conclusions of law, and order to 

the superior court, which affirmed. This appeal followed. 

ANALYSIS 

I. STANDARDS OF REVIEW 

Washington's Administrative Procedure Act (APA), chapter 34.05 RCW, governs 

appeals of discipline imposed under theUDA. RCW 18.130.140. Under the APA, when 

reviewing an agency action, we sit in the same position as the superior court and apply the 

AP A's standards directly to the agency record. Da Vita, Inc. v. Dep 't of Health, 13 7 Wn. App. 

174, 180, 151 P.3d 1095 (2007). The APA allows relief from an agency order for any of nine 

enumerated reasons. RCW 34.05.570(3). As relevant here, we may grant relief where the 

agency's order "is not supported by evidence that is substantial when viewed in light of the 

6 



No. 45834-9-II 

whole record before the court," or where the Commission has "erroneously interpreted or applied 

the law." RCW 34.05.570(3)(d), (e). Stevenson bears the burden of showing the invalidity of 

the Commission's order. RCW 34.05.570(1)(a). · 

. We review challenged commission fmdings for substantial evidence in the record, RCW 

34.05.570(3)(e), and consider unchallenged findings verities on appeal. Fuller v. Dep 't ofEmp 't 

Sec., 52 Wn. App. 603, 606, 762 P.2d 367 (1988). When reviewing the record for substantial 

evidence to support challenged findings, we view the evidence in the light most favorable to the 

Commission and accept the Commission's "'views regarding the credibility of witnesses and the 

weight to be given reasonable but competing inferences.'" William Dickson Co. v. Puget Sound 

Air Pollution Control Agency, 81 Wn. App. 403, 411, 914 P.2d 750 (1996) (quoting State ex rei. 

Lige & William B. Dickson Co. v. Pierce County, 65 Wn. App. 614, 618, 829 P.2d 217 (1992)). 

Evidence supporting a finding is substantial where it would convince a rational, fair-minded 

person of the fmding's truth. Lawrence v. Dep 't of Health, 133 Wn. App. 665, 671, 138 P.3d 

124 (2006). 

We review the Commission's legal conch~sions de novo. DaVita, 137 Wn. App. at 181. 

However, we accord great deference to the Commission's interpretation of the UDA and the 

rules it has promulgated pursuant to its authority under chapter 18.79 RCW. Verizon Nw, Inc. v. 

Wash. Emp't Sec. Div., 164 Wn.2d 909, 915, 194 P.3d 255 (2008); DaVita, 137 Wn. App. at 181. 

We review Stevenson's preclusion cfai..rlls de novo. Christensen v. Grant County Hosp. Dist. No. 

1, 152 Wn.2d 299, 305, 96 P.3d 957 (2004) (collateral estoppel); Nevers v. Fireside, Inc., 133 

Wn.2d 804,809,947 P.2d 721 (1997) (court rules interpreted de novo); Lynn v. Dep't of Labor 

& Indus., 130 Wn. App. 829,837, 125 P.3d 202 (2005) (res judicata). 
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II. THE FINDINGS OFF ACT 

Stevenson, although not assigning error to any specific fmclings of fact, generally argues 

that substantial evidence did not support fmdings of fact 1.11 and 1.12, set out above. In these, 

the Commission found that Stevenson (1) failed to adhere to. the relevant standard of conduct, (2) 

practiced outside the scope of practice, and (3) placed Patient A at an unreasonable risk of harm. 

Stevenson's arguments largely center on evidence she presented and her claims that the 

Department of Health did not present expert testimony that she violated the standard of conduct 

at the hearing before the Commission. The Commission contends that substantial evidence in 

the record supports its fmdings. We agree with the Commission. 

Turning first to finding of fact 1.11, testimony offered at trial supported the 

Commission's fmding .that Stevenson failed to adhere to the standards of conduct required of a 

registered nurse. Hu testified that she expected Stevenson to implement her discharge orders, 

although she stated that Stevenson could question that order by speaking with her. Hu also 

testified that Stevenson, as a registered nurse, lacked the authority to alter the prescriptions that 

were part of the discharge orders, which Stevenson did by failing to give the enoxaparin. One of 

Stevenson's own experts testified that any nurse who refused to fulfill a physician order based on 

concerns about the order had a duty "to convey to the doctor that she is not fulfilling that order 

and she is not giving that medication because of these concerns." AR at 379. A reasonable 

inference from this testimony is that nurses have a duty to follow the orders given by a doctor 

unless they raise concerns about the order with the doctor. Stevenson refused to follow Hu's 

orders and failed to contact Hu or a covering physician to explain why she was declining to do 

so. The Commission could readily fmd that Stevenson failed to comply with nursing standards 

from those facts. 

8 
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Testimony at trial also supported the Commission's fmding, embodied in finding of fact 

1.11, that Stevenson practiced outside the scope of practice granted by her nursing license. Hu, 

one of Stevenson's experts, and Stevenson herself all testified that registered nurses lack 

"prescriptive authority and must act at the direction of a physician." AR at 340, 379, 506. This 

testimony allowed the Commission to fmd that Stevenson, by refusing to follow the direction of 

Hu, had practiced outside the scope of authority granted to her by her registered nursing license. 

Stevenson, however, contends that substantial evidence does not support finding 1.11 

because the Department of Health failed to provide expert testi:rr.ony that she breached the 

standard of care at the hearing. She is incorrect. The AP A provides·that agencies in general may 

utilize their expertise when evaluating factual matters. RCW 34.05.452(5). The regulations 

governing proceedings before the Commission specifically authorize it to make use of its 

expertise when making factual determinations. WAC 246-11-160. Common law precedent also 

recognizes that medical discipline boards like the Commission do not need expert testimony 

about any possible breach of the standard of care, because such testimony is not helpful when the 

fact finder, as here, includes experts. Ames v. Dep 't of Health, 166 Wn.;2d 255, 261-62, 208 P.3d 

549 (2009); Davidson v. Dep 't of Licensing, 33 Wn. App. 783, 785-86, 657 P.2d 810 (1983). As 

noted abo~e, the State presented evidence that would allow the Commission, based on its 

expertise, to find that Stevenson breached her standard of care. 4 

4 Stevenson notes that two members of the panel adjudicating the Department of Health's 
complaint were licensed practical nurses instead of registered nurses, like Stevenson. This 
appears to be an argument that we should not allow the Commission's panel to determine the 
appropriate standard of conduct and scope of practice. 

RCW 18.79.070(2) provides for the Commission's make-up and requires that it include 
two advanced registered nurse practitioners, seven registered nurses, three licensed practical 
nurses, and three members of the public. RCW 18.79.070(2) does not require that commission 
panels include only members of the same professional type as the appellant. We read that 
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Stevenson also contends that substantial evidence does not support fmding 1.11 because 

she presented testimony that she declined to dose Patient A with enoxaparin because of fears that 

it would cause her to bleed, and her experts testified that, by doing so, she had not breached the 

standard of conduct. That evidence, though, does not change the result of our review. The 

Commission acted as the fact finder and accorded what it deemed the appropriate weight to the 

evidence each side presented and the inferences reasonably drawn from that evidence. In doing 

so, it gave greater weight to the evidence offered by the Department of Health and the inferences 

drawn from that evidence. We will not upset that determination on appeal. Ancier v. Dep 't of 

Health, 140 Wn. App. 564, 575, 166 P.3d 829 (2007). 

We also hold that substantial evidence supports finding offact 1.12, the Commission's 

finding that Stevenson's actions placed Patient A at an unreasonable risk of harm. Hu testified 

that Patient A's condition at the time of her admission to the hospital rendered her immobile and 

placed her at risk of developing deep vein thrombosis. One of Stevenson's experts agreed. Hu 

also testified that development of deep vein thrombosis risked a quick death. A reasonable 

· inferen~e from this testimony is that the withholding of prophylactic doses of enoxaparin, which 

would prevent deep vein thrombosis, put Patient A at risk of dying. The Commission could fmd 

from that testimony that Stevenson's actions placed the patient at an unreasonable risk of harm. 

omission as embodying the legislature's belief that, as an institution, the Commission has the 
relevant experience and knowledge necessary to adjudicate nursing misconduct. 

Further, Stevenson does not explain how the panel's composition affects the panel's 
expertise. WAC 246-840-700(2)( a)(i)(D), discussed below and which governs standards of 
practice for registered nurses, does not appear to operate differently than WAC 246-840-
700(2)(b )(i)(D), also discussed below and which governs the standards of practice for licensed 
practical nurses. Two other provisions discussed below, WAC 246-840-700(3)(a) and -710(2)(d) 
apply to both licensed practical nurses and registered nurses. Stevenson fails to show how the 
panel's composition extinguishes the Commission's expertise recognized by the case law. 

10 
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Stevenson challenges fmding of fact 1.12 by claiming the evidence shows the wisdom of 

her choice to withhold the enoxaparin. Specifically, Stevenson argues that the evidence shows 

that Patient A lived two years after the December 3, 2007 injectipn of enoxaparin without any 

further prophylactic doses of blood thinner. The fact that Stevenson's choice to withhold 

enoxaparih did not result in actual harm to Patient A or that the patient continued to live without 

enoxaparin is irrelevant to our review on appeal. The Commission's fmdings and the relevant 

law, RCW 18.130.180(4), concern the risk ofharm. As noted above, Hu testified to the risks 

from Stevenson's failure to follow her orders. On this evidence, the Commission could readily 

find that Stevenson's choice to withhold enoxaparin was a gamble that placed Patient A at an 

unreasonable risk of harm. 

III. THE CONCLUSIONS OF LAW 

Stevenson also appears to challenge in three different ways the Commission's 

conclusions that she committed unprofessional conduct. For the following reasons, however, the 

challenged conclusions are correct. 

Stevenson challenges conclusion of law 2.4, the conclusion that she committed 

unprofessional conduct by violating RCW 18.130.180(4), by claiming that no evidence showed 

her actions placed Patient A at an unreasonable risk of harm. As discussed above, substantial 

evidence supports finding of fact 1.12 that Stevenson's actions placed Patient A at an 

unreasonable risk of harm. Conclusion 2.4 flows directly from that finding and fmding 1.11 that 

Stevenson breached the standard of conduct required by nurses. We affirm the conclusion. 

Ng;.tyen v. Dep't ofHea!thMed. Quality Assurance Comm'n, 144 Wn.2d 516,530,29 P.3d 689 

(200 1) (this court reviews conclusions by looking to whether the factual findings support them). 

11 
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Stevenson challenges conclusion of law 2.5, the conclusion that she committed 

unprofessional conduct under RCW 18.130.180(12), and conclusion oflaw 2.6, the conclusion 

that she committed unprofessional conduct under RCW 18.130.180(7), by claiming that the 

Department of Health failed to show that she breached the standard of conduct or practiced 

beyond the scope of acceptable practice. Specifically Stevenson claims that WAC 246-840-700 

prescribes the scope of practice and the standard of conduct for nurses and that her conduct 

violated no part of that provision. 

With regard to conclusion oflaw 2.5, RCW 18.130.180(12) includes practicing beyond 

the scope of practice as unprofessional conduct. With finding of fact 1.11, the Commission 

found that Stevenson practiced beyond the scope of practice when she unilaterally changed 

Patient A's prescription by failing to follow Hu' s order. As noted above, substantial evidence 

supported that fmding. Finding of fact 1.11 supports the Commission's conclusion of law 2.5 

that Stevenson committed unprofessional practice. RCW 18.130.180(12). Therefore, we affirm 

the Commission's conclusion. Nguyen, 144 Wn.2d at 530. 

As concerns conclusion of law 2.6 that Steve~son committed unprofessional conduct 

under RCW 18 .130".180(7), that statute defmes unprofessional conduct to include the violation of 

any state or federal statute or regulation establishing the standard of conduct for the profession. 

WAC 246-840-700(2)(a)(i)(D) establishes one such standard of conduct. It requires nurses to 

"implementO the plan of care by initiating nursing interventions through giving direct care and 

supervising other members of the care team." WAC 246-840-700(2)( a)(i)(D) (emphasis added). 

WAC 246-840-700(3)(a) establishes another standard of conduct, providing that "[t]he registered · 

nurse ... shall communicate significant changes in the client's status to appropriate members of 

the health care team. This communication shall take place in a time period consistent with the 

12 
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client's need for care." WAC 246-840-710(2)(d) establishes a fmal, relevant, standard of 

conduct. That provision forbids any nurse from "[w]illfully or repeatedly failing to administer 

medications ... in accordance with nursing standards." WAC 246-840-71 0(2)( d). 

A number of the Commission's fmdings support the conclusion that Stevenson 

committed unprofessional conduct under RCW 18.130.180(7). The Commission found in 

finding of fact 1. 9, a finding unchallenged and therefore a verity on appeal, that Stevenson failed 

to provide Patient A her enoxaparin dose from November 24, 2007 to December 3, 2007. With 

fmding 1.11, a finding supported by substantial evidence, the Commission found that Stevenson 

breached the standard of conduct by refusing to obey the order to provide enoxaparin. With 

finding of fact 1.12, a fmdmg supported by substantial evidence, and finding offac~ 1.10, a 

finding unchallenged and therefore a verity on appeal, the Commission found that. Stevenson 

failed to communicate her refusal to follow Hu' s order or to any covering physician. Those 

findings support a conclusion that Stevenson violated WAC 246-840-700(2)(a)(i)(D), 

-700(3)(a), and -710(2)(d) by repeatedly declining to implement Hu's orders to provide a daily 

dose of enoxaparin without communicating to Hu that she was not complying with the order and 

explaining her reasons for her refusal. Each of those WAC violations constituted unprofessional 

conduct under RCW 18.130.180(7). We affirm conclusion of law 2.6. Nguyen, 144 Wn.2d at 

530. 

IV. PRECLUSION 

Stevenson also contends that a number of preclusion doctrines prevented the Commission 

from entering its order. We disagree .. 

13 
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A. Res judicata 

Res judicata bars "[r]esurrecting the same claim in a subsequent action." Hilltop Terrace 

Homeowner's Ass'n v.lsland County, 126 Wn.2d 22, 31,891 P.2d 29 (1995). "The threshold 

requirement" for applying the doctrine of res judicata "is a final judgment on the merits" in a 

prior action. Hisle v. Todd Pac. Shipyards Corp., 151 Wn.2d 853, 865, 93 P.3d 108 (2004). 

Once a party satisfies that threshold, we review whether the current action and the prior one 

involve the same claim by looking to whether the two involve the same "subject matter, cause of 

action, people and parties, and ... 'quality of the persons for or against whom the claim is 

made."' Hisle, 151 Wn.2d at 865-66 (quoting Rains v. State, 100 Wn.2d 660, 663, 674 P.2d 165 

(1983)). Stevenson bore the burden of showing each ofthese elements to preclude the 

Commission from entering its order. Hisle, 151 Wn.2d at 865, 866. 

Stevenson's res judicata claim fails on at least one of the elements. Both Stevenson's and 

the Commission's briefing assume that she was a party to the DSHS proceeding. She was not. 

The DSHS proceeding involved a complaint against Stevenson Group Inc., and payment for the 

fine in those proceedings came from the corporation's accounts. The commission proceedings 

involved a complaint against Stevenson. The corporation has an ex.istence separate and apart 

from Stevenson's. W. Wash. Laborers-Emp'rs Health & Sec. Trust Fundv. Harold Jordan Co., 

52 Wn. App. 387, 392, 760 P.2d 382 (1988). Observing that separate existence means holding 

that the corporation, not Stevenson, was a party to the DSHS action and Stevenson, not the 

corporation, was a party to the Commission action. Res judicata does not barth~ Commission's 

order. 

14 
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B. Collateral Estoppel 

Collateral estoppel bars relitigation of an issue decided in a prior proceeding, even where 

the subsequent proceeding involves different claims or causes of action. Rains, 100 Wn.2d at 

665 (quoting Seattle-First Nat'! Bank v. Kawachi, 91 Wn.2d 223, 225-26, 588 P.2d 725 (1978)). 

Collateral estoppel only applies where (1) the prior proceeding decided an issue identical to the 

one presented in the subsequent action, (2) there was a fmal judgment on the merits, (3) the party 

to be estopped was a party to the prior proceeding or in privity with a party to the proceeding, 

and (4) estopping the party will not produce an injustice. Rains, 100 Wn.2d at 665 (quoting 

Seattle-First Nat'l Bankv. Cannon, 26 Wn. App. 922,927,615 P.2d 1316 (1980)). Stevenson. 

bore the burden of proving the earlier proceeding estopped the Commission. State Farm Mut. 

Auto. Ins. Co. v. Avery, 114 Wn. App. 299, 304, 57 P.3d 300 (2002). 

The DSHS proceeding did not result in a tmal judgment on the merits, but instead ended 

in settlement with Stevenson agreeing to pay a fme. Settlements are not considered final 

judgments on the merits for purposes of coll~teral estoppel, because parties n:iay settle for 

"myriad reasons not related to the resolution of the issues they are litigating." Marquardt v. Fed 

Old Line Ins. Co. (Mut.), 33 Wn. App. 685, 689, 658 P.2d 20 (1983); K.rikava v. Webber, 43 Wn. 

App. 217, 222, 716 P .2d 916 (1986). Without a fmal judgment on the merits, collateral estoppel 

does not apply. 

C. CR 2A Settlement Agreement 

Finally, Stevenson contends that the settlement with DSHS constituted a stipulation under 

CR 2A, releasing all claims that the State may have had against Stevenson for her failure to give 
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Patient A the enoxaparin doses.5 We disagree. 

The civil rules apply to civil proceedings in Washington's superior courts. Stevenson 

provides no authority for the proposition that they apply in administrative proceedings, and we 

therefore assume that none exists. DeHeer v. Seattle Post-Intelligencer, 60 Wn.2d 122, 126, 372 

P.2d 193 (1962). We therefore are not persuaded by her argument. DeHeer, 60 Wn.2d.at 126. 

CONCL:USION 

We fmd that substantial evidence supports the Commission's findings arid that it did not 

erroneously interpret or apply the law. We affirm the superior court order affuming the 

Commission's decision and order. 

A majority of the panel having determined that this opinion will not be printed in the 

Washington Appellate Reports, but will be filed for public record in accordance with RCW 2.06.040, 

it is so ordered. 

We concur: 

w~rf-
~~J/~. !_. --

SUTION,J. ~ 

s CR 2A provides that 
No agreement or consent between parties or attorneys in respect to the 

proceedings in a cause, the purport of which is disputed, will be regarded by the 
court unless the same shall have been made and assented to in open court on the 
record, or entered in the minutes, or unless the evidence thereof shall be in writing 
and subscribed by the attorneys denying the same. 
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BJORGEN, A.C.J. -Fairuza Stevenson appeals a superior court order affirming a decision 

by the Washington State Department of Health's Nursing Care Quality Assurance Commission 

(Commission). The Commission found that Stevenson, by refusing over several days to obey a 

physician's order to provide doses of a medication to Patient A, had breached the standard of 

conduct for nurses and acted outside the scope of practice allowed by Stevenson's registered 

nurse's license. Based on these fmdings, the Commission concluded that Stevenson was subject 

to discipline under the Uniform Disciplinary Act (UDA), chapter 18.130 RCW, and sanctioned 

her. 

On appeal, Stevenson claims that (1) the Commission's fmdings that she breached the 

relevant standard of conduct and acted outside the scope of practice are not supported by 
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substantial evidence, (2) the Commission's conclusions that she violated provisions of the UDA 

are erroneous, and (3) collateral estoppel, res judicata, and an earlier stipulation agreement made 

pursuant to CR 2A with the Department of Social and Health Services (DSHS) to settle a related 

matter bar the Cornmission'-s order. We hold that (1) substantial evidence supports the 

Commission's findings, (2) the Commission correctly concluded that Stevenson violated several 

provisions of the UDA, and (3) nothing precluded the Commission's order. Consequently, we 

affirm the superior court. 

FACTS 

Stevenson is a registered nurse and operates an adult family home through a corporation 

called Stevenson Group _Inc. Stevenson pr~vides nursing services through her work at the home. 

Patient A first came to the adult family home operated by Stevenson Group Inc. in 2005. 1 

By 2007, one of Patient A's physicians had prescribed a blood thinning medication to treat some 
' 

of her health problems. Another physician had prescribed antibiotics. The combination of these 

drugs produced bleeding in one of Patient A's eyes; requiring her admission to a local hospital 

for treatment. Patient A's discharge orders discontinued the doses of the blood thinner. 
. I 

In November 2007, Patient A again was hospitalized, this time for fever and abdominal 

pam. Dr. Meituck Hu, Patient A's treating physician, diagnosed an infection in her leg related to 

a prosthetic implant and prescribed antibiotics to remedy it. Because she believed the problem 

with the prosthetic implant would limit Patient A's mobility, Hu also prescribed prophylactic 

doses of enoxaparin, another blood thinner, to prevent deep vein thrombosis, the potentially fatal 

1 To protect her privacy, the agency record refers to the patient at issue as Patient A. We foliow 
that nomenclature. 
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formation of blot clots in Patient A's legs. Hu's discharge orders continued Patient A's daily 

doses of enoxaparin for one month. 

After discharge on November 24, 2007, Patient A returned to the adult family home 

operated by Stevenson Group Inc. Stevenson, aware ofPatient A's history, made attempts to 

contact Patient A's primary care physician to ask him to discontinue the enoxaparin based on 

fears it could lead to eye bleeding and vision loss. While waiting for this order, Stevenson 

refrained from giving Patient A the daily enoxaparin dose Hu had prescribed. Stevenson had 

great difficulty in getting the order to discontinue enoxaparin from the primary care physician, 

but made no attempts to contact Hu, physicians covering for Hu at the hospital, or Patient A's 

other physicians. Eventually, feeling that she could nbt wait any longer, Stevenson gave Patient 

A an enoxaparin dose on December 3, 2007, hours before the primary care physician faxed an 

order to discontinue the drug. 

Stevenson's refusal to give Patient A the enoxaparin spawned two state administrative 

actions. In the first, DSHS took action against Stevenson Group Inc., the entity licensed to 

operate the adult family home. Specifically, DSHS alleged that the failure to give the enoxaparin 

violated WAC 388-76-620, a provision requiring the adult family·home to "ensure that the 

resident receives necessary [medical] services."2 ' Administrative Record (AR) at 149-50 (citing 

WAC 388-76-620). Stevenson, as the representative of the home, signed a corrective action plan 

and Stevenson Group Inc. settled the matter by paying an $800 fme to DSHS from its corporate 

checking account. 

2 The DSHS complaint against the adult family home also alleged a second violation unrelated to 
this appeal. 

3 



No. 45834-9-II 

The second administrative action concerned Stevenson's license to practice as a 

registered nurse. The Commission alleged that Stevenson violated various subsections of RCW 

18.13.180 and WAC 246-240-710(2) when she refused to give Patient A the enoxaparin.3 

Stevenson's motion to dismiss the matter, based on her theory that the settlement with DSHS 

preCluded ariy action by the Coinmission, was denied and the matter proceeded to an 

administrative hearing before a panel of the Commission. 

·At the hearing, the Department of Health, which prosecuted the complaint, presented two 

witnesses: Hu and Stevenson. Hu testified about her diagnosis 8Ild treatment of Patient A, 

including her decision to prescribe prophylactic doses of enoxaparin. Hu admitted that she had 

not known about Patient A's recent eye bleeding episode when she ordered the enoxaparin, but 

3 RCW'l8.130.180 provides, in relevant part: 
The following conduct, acts, or conditions constitute unprofessional conduct for 
any license holder under the jurisdiction of this chapter: 

( 4) Incompetence, negligence, or malpractice which results in injury to a 
patient or which creates an unreasonable risk that a patient may be harmed; 

(7) Violation of any state or federal statute or administrative rule 
regulating the profession in question, including any statute or rule defining or 
establishing standards of patient care or professional conduct or practice; 

(12) Practice beyond the scope of practice as defined by law or rule. 

WAC 246-840-710 provides that: 
The following conduct may subject a nurse to disciplinary action under the 

Uniform Disciplinary A~t, chapter 18.130 RCW: 

(2) Failure to adhere to the standards enumerated in WAC 246-840-700 
which may include, but are not limited to: 

(d) Willfully or repeatedly failing to administer medications and/or 
treatments in accordance with nursing standards. 

\_ 
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·stated that knowing about the incident would not have changed her order: she believed that 

Patient A's problems with her implant limited her mobility and placed her at a risk of fatal deep 

vein thrombosis, requiring prophylactic doses of enoxaparin. On questioning from one of the 

commission members, Hu testified that th~ benefits of prophylactic enoxaparin outweighed any 

potential risks of bleeding given the extreme dangers of developing deep vein thrombosis. Hu 

also testified that she expected her orders ''to be followed," AR at 340, unless the nurse 

implementing the order had questions and brought those questimis to either her or another doctor 

covering for her. Hu specifically stated that the reason she expected any nurse questioning a 

medication order to contact her or a covering physician was because of possible problems getting 

in contact with a primary care doctor. Finally, Hu testified ~at registered nurses had no 

authority to "unilaterally write a prescription order or change a prescription order." AR at 340. 

Stevenson admitted that, as a nurse, she had to follow a physician's prescription order 

and that she had no authority to unilaterally alter a prescription. Stevenson also admitted that she 

did not attempt to contact Hu, the hospital, or any of Patient A's other doctors when having 

difficulty communicating with Patient's A's primary care doctor. 

Stevenson presented testimony from three expert witnesses in her defense. Each opined 

that Stevenson had not breached the standard of conduct for registered nurses because she had a 

duty to question the order to give enoxaparin, which she and the expert witnesses believed was 

inappropriate for Patient A. On cross-examination, one of Stevenson's experts stated that, when 

refusing to comply with a physician order, a nurse had a duty to present his or her concerns to the 

physician. Also on cross-examination, one of the other experts agreed that Patient A was at risk 

of developing deep vein thrombosis. 

The Commission found that 
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1.11 Physician medication orders must be carried out as ordered in order 
to ensure patient safety. The scope of practice ... of a registered nurse does not 
include the authority to unilaterally fail to follow physician orders. Nor does the 
standard of care for a registered nurse permit a nurse to engage in such action. The 
nursing standard of care requires that in circumstances where a registered nurse has 
concerns about a physician order, the nurse should attempt to contact the physician 
as soon as possible to discuss her concerns. 

1.12 As a result of the Respondent's failure to follow the physician 
medication order and failure to attempt to contact the treating physician about her 
concerns, Patient A was placed at an unreasonable risk of harm. Although Patient 
A suffered no apparent harm from the missing medication, PatientA could have 
suffered significant harm including death as a result of the Respondent's actions. 

ARat292. 

Based on these fmdings, the Commission concluded that Stevenson had committed · 

unprofessional conduct as defmed by RCW 18.130.180(4), (7), (!2) and WAC 246-840-710(2)(d). 

The Commission imposed a fme and a requirement that Stevenson complete some continuing 

education courses, as well as placing Stevenson's nursing license on probation for two years. 

Stevenson appealed the Commission's fmdings of fact, conclusions of law, and order to 

the superior court, which affirmed. This appeal followed. 

ANALYSIS 

!. STANDARDS OF REVIEW 

Washington's Administrative Procedure Act (APA), chapter 34.05 RCW, governs 

appeals of discipline imposed under the UDA. RCW 18.130.140. Under the APA, when 

reviewing an agency action, we sit in the same position as the superior court and apply the 

AP A's standards directly to the agency record. Da Vita, Inc. v. Dep 't of Health, 137 Wn. App. 

174, 180, 151 P.3d 1095 (2007). The APA allows relief from an agency order for any of nine 

enumerated reasons. RCW 34.05.570(3). As relevant here, we may grant relief where the 

agency's order "is not supported by evidence that is substantial when viewed in light of the 
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whole r~cord before the court," or where the Commission has "erroneously interpreted or applied 

the law." RCW 34.05.570(3)(d), (e). Stevenson bears the burden of showing the invalidity of 

the Commission's order. RCW 34.05.570(1)(a). · 

. We review challenged commission fmdings for substantial evidence in the record, RCW 

34.05.570(3)(e), and consider unchallenged findings verities on appeal. Fuller v. Dep 't ofEmp't 

Sec., 52 Wn. App. 603, 606, 762 P.2d 367 (1988). When reviewing the record for substantial 

evidence to support challenged findings, we view the evidence in the light most favorable to the 

Commission and accept the Commission's '"views regarding the credibility of witnesses and the 

weight to be given reasonable but competing inferences.'" William Dickson Co. v. Puget Sound 

Air Pollution Control Agency, 81 Wn. App. 403, 411, 914 P.2d 750 (1996) (quoting State ex rei. 

Lige & William B. Dickson Co. v. Pierce County, 65 Wn. App. 614, 618, 829 P.2d 217 (1992)). 

Evidence supporting a fmding is substantial where it would convince a rational, fair-minded 

person of the fmding's truth. Lawrence v. Dep 't of Health, 133 Wn. App. 665, 671, 138 P.3d 

124 (2006). 

We review the Commission's legal concl~sions de novo. DaVita, 137 Wn. App. at 181. 

However, we accord great deference to the Commission's interpretation of the UDA and the 

rules it has promulgated pursuant to its authority under chapter 18.79 RCW. Verizon Nw, Inc. v. 

Wash. Emp 't Sec. Div., 164 Wn.2d 909, 915, 194 P.3d 255 (2008); DaVita, 137 Wn. App. at 181. 

We review Stevenson's preclusion daiffis de novo. Christensen v. Grant County Hosp. Dist. No. 

1, 152 Wn.2d 299, 305, 96 P.3d 957 (2004) (collateral estoppel); Nevers v. Fireside, Inc., 133 

Wn.2d 804,809,947 P.2d 721 (1997) (court rules interpreted de novo); Lynn v. Dep't of Labor 

& Indus., 130 Wn. App. 829,837, 125 P.3d 202 (2005) (res judicata). 
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II. THE FINDINGS OFF ACT 

Stevenson, although not assigning error to any specific findings of fact, generally argues 

that substantial evidence did not support fmdings of fact 1.11 and 1.12, set out above. In these, 

the Commission found that Stevenson (1) failed to adhere to the relevant standard of conduct, (2) 

practiced outside the scope of practice, and (3) placed Patient A at an unreasonable risk of harm. 

Stevenson's arguments largely center on evidence she presented and her claims that the 

Department of Health did not present expert testimony that she violated the standard of conduct 

at the hearing before the Commission. The Commission contends that substantial evidence in 

the record supports its fmdings. We agree with the Commission. 

Turning first to finding of fact 1.11, testimony offered at trial supported the 

Commission's fmding .that Stevenson failed to adhere to the standards of conduct required of a 

registered nurse. Hu testified that she expected Stevenson to implement her discharge orders, 

although she stated that Stevenson could question that order by speaking with her. Hu also 

testified that Stevenson, as a registered nurse, lacked the authority to alter the prescriptions that 

were part of the discharge orders, which Stevenson did by failing to give the enoxaparin. One of 

Stevenson's own experts testified that any nurse who refused to fulfill a physician order based on 

concerns about the order had a duty "to convey to the doctor that she is not fulfilling that order 

and she is not giving that medication because of these concerns." AR at 379. A reasonable 

inference from this testimony is that nurses have a duty to follow the orders given by a doctor 

unless they raise concerns about the order with the doctor. Stevenson refused to follow Hu' s 

orders and failed to contact Hu or a covering physician to explain why she was declining to do 

so. The Commission could readily find that Stevenson failed to comply with nursing standards 

from those facts. 
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Testimony at trial also supported the Commission's fmding, embodied i.ri finding of fact 

1.11, that Stevenson practiced outside the scope of practice granted by her nursing license. Hu, 

one of Stevenson's experts, and Stevenson herself all testified that registered nurses lack 

"prescriptive authority and must act at the direction of a physician." AR at 340, 379, 506. This 

testimony allowed the Commission to find that Stevenson, by refusing to follow the direction of 

Hu, had practiced outside the scope of authority granted to her by her registered nursing license. 

. Stevenson, however, contends that substantial evidence does not support finding 1.11 

because the Department of Health failed to provide expert testimony that she breached the 

standard of care at the hearing. She is incorrect. The AP A provides that agencies in general may 

utilize their expertise when evaluating factual matters. RCW 34.05.452(5). The regulations 

governing proceedings before the Commission specifically authorize it to make use of its 

expertise when making factual determinations. WAC 246-11-160. Common law precedent also 

recognizes that medical discipline boards like the Commission do not need expert testimony 

about any possible breach of the standard of care, because such testimony is not helpful when the 

fact finder, as here, includes experts. Ames v. Dep 't of Health, 166 Wn.;2d 255,261-62, 208 P.3d 

549 (2009); Davidson v. Dep't of Licensing, 33 Wn. App. 783,785-86,657 P.2d 810 (1983). As 

noted abo~e, the State presented evidence that would allow the Commission, based on its 

expertise, to find that Stevenson breached her standard of care. 4 

4 Stevenson notes that two members of the panel adjudicating the Department of Health's 
complaint were licensed practical nurses instead of registered nurses, like Stevenson. This 
appears to be an argument that we should not allow the Commission's panel to determine the 
appropriate standard of conduct and scope of practice. 

RCW 18.79.070(2) provides for the Commission's make-up and requires that it include 
two advanced registered nurse practitioners, seven registered nurses, three licensed practical 
nurses, and three members of the public. RCW 18.79.070(2) does not require that commission 
panels include only members of the same professional type as the appellant. We read that 
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Stevenson also contends that substantial evidence does not support finding 1.11 because 

she presented testimony that she declined to dose Patient A with enoxaparin because of fears that 

it would cause her to bleed, and her experts testified that, by doing so, she had not breached the 

standard of conduct. That evidence, though, does not change the result of our review. The 

Commission acted as the fact finder and accorded what it deemed the appropriate weight to the 

evidence each side presented and the inferences reasonably drawn from that evidence. In doing 

so, it gave greater weight to the evidence offered by the Department of Health and the inferences 

drawn from that evidence. We will not upset that determination on appeal. Ancier v. Dep 't of 

Health, 140 Wn. App. 564, 575, 166 P.3d 829 (2007). 

We also hold that substantial evidence supports finding offact 1.12, the Commission's 

finding that Stevenson's actions placed Patient A at an unreasonable risk of harm. Hu testified 

that Patient A's condition at the time of her admission to the hospital rendered her immobile and 

placed her at risk of developing deep vein thrombosis. One of Stevenson's experts agreed. Hu 

also testified that development of deep vein thrombosis risked a quick death. A reasonable 

inferen~e from this testimony is that the withholding of prophylactic doses of enoxaparin, which 

would prevent deep vein thrombosis, put Patient A at risk of dying. The Commission could fmd 

from that testimony that Stevenson's actions placed the patient at an unreasonable risk of harm. 

omission as embodying the legislature's belief that, as an institution, the Commission has the 
relevant experience and knowledge necessary to adjudicate nursing misconduct. 

Further, Stevenson does not explain how the panel's composition affects the panel's 
expertise. WAC 246-840-700(2)( a)(i)(D), discussed below and which governs standards of 
practice for registered nurses, does not appear to operate differently than WAC 246-840-
700(2)(b )(i)(D), also discussed below and which governs the standards of practice for licensed 
practical nurses. Two other provisions discussed below, WAC 246-840-700(3)(a) and -710(2)(d) 
apply to both licensed practical nurses and registered nurses. Stevenson fails to show how the 
panel's composition extinguishes the Commission's expertise recognized by the case law. 

10 
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Stevenson challenges fmding of fact 1.12 by clainiing the evidence shows the wisdom of 

her choice to withhold the enoxaparin. Specifically, Stevenson argues that the evidence shows 

that Patient A lived two years after the December 3, 2007 injectipn of enoxaparin without any 

further prophylactic doses of blood thinner. The fact that Stevenson's choice to withhold 

enoxaparih did not result in actual harm to Patient A or that the patient continued to live without 

enoxaparin is irrelevant to our review on appeal. The Commission's findings and the relevant 

law, RCW 18.130.180(4), concern the risk ofharm. As noted above, Hu testified to the risks 

from Stevenson's failure to follow her orders. On this evidence, the Commission could readily 

find that Stevenson's choice to withhold enoxaparin was a gamble that placed Patient A at an 

unreasonable risk of hann. 

III. THE CONCLUSIONS OF LAW 

Stevenson also appears to challenge in three different ways the Commission's 

conclusions that she committed unprofessional conduct. For the following reasons, however, the 

challenged conclusions are correct. 

Stevenson challenges conclusion of law 2.4, the conclusion that she committed 

unprofessional conduct by violating RCW 18.130.180(4), by claiming that no evidence showed 

her actions placed Patient A at an unreasonable risk ofhann. As discussed above, substantial 

evidence supports finding of fact 1.12 that Stevenson's actions placed Patient A at an 

unreasonable risk of hann. Conclusion 2.4 flows directly from that finding and fmding 1.11 that 

Stevenson breached the standard of conduct required by nurses. We affirm the conclusion. 

Ng:..zyen v. Dep 't of Health Med Quality Assurance Comm 'n, 144 Wn.2d 516, 53 0, 29 P .3d 689 

(200 1) (this court reviews conclusions by looking to whether the factual findings support them). 

11 
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Stevenson challenges conclusion of law 2.5, the conclusion that she committed 

unprofessional conduct under RCW 18.130.180(12), and conclusion oflaw 2.6, the conclusion 

that she committed unprofessional conduct under RCW 18.130.180(7), by claiming that the 

Department of Health failed to show that she breached the standard of conduct or practiced 

beyond the scope of acceptable practice. Specifically Stevenson claims that WAC 246-840-700 

prescribes the scope of practice and the standard of conduct for nurses and that her conduct 

violated no part of that provision. 

With regard to conclusion oflaw 2.5, RCW 18.130.180(12) includes practicing beyond 

the scope of practice as unprofessional conduct. With fmding of fact 1.11, the Commission 

found that Stevenson practiced beyond the scope of practice when she unilaterally changed 

Patient A's prescription by failing to follow Hu's order. As noted above, substantial evidence 

supported that finding. Finding of fact 1.11 supports the Commission's conclusion of law 2.5 

that Stevenson committed unprofessional practice. RCW 18.130.180(12). Therefore, we affirm 

·the Commission's conclusion. Nguyen, 144 Wn.2d at 530. 

As concerns conclusion of law 2.6 that Steve!lson committed unprofessional conduct 

under RCW 18.130 . .180(7), that statute defmes unprofessional conduct to include the violation of 

any state or federal statute or regulation establishing the standard of conduct for the profession. 

WAC 246-840-700(2)(a)(i)(D) establishes one such standard of conduct. It requires nurses to 

"implementO the plan of care by initiating nursing interventions through giving direct care and 

supervising other members of the care team." WAC 246-840-700(2)( a)(i)(D) (emphasis added). 

WAC 246-840-700(3)(a) establishes another standard of conduct, providing that "[t]he registered 

nurse ... shall communicate significant changes in the client's status to appropriate members of 

the health care team. This communication shall take place in a time period consistent with the 
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client's need for care." WAC 246-840-710(2)(d) establishes a fmal, relevant, standard of 

conduct. That provision forbids any nurse from "[w]illfully or repeatedly failing to administer 

medications ... in accordance with nursing standards." WAC 246-840-71 0(2)( d). 

A number of the Commission's fmdings support the conclusion that Stevenson 

committed unprofessional conduct under RCW 18.130.180(7). The Commission found in 

finding of fact 1.9, a finding unchallenged and therefore a verity on appeal, that Stevenson failed 

to provide Patient A her enoxaparin dose from November 24,2007 to December 3, 2007. With 

fmding 1.11, a fmding supported by substantial evidence, the Commission found that Stevenson 

breached the standard of conduct by refusing to obey the order to provide enoxaparin. With 

finding of fact 1.12, a fmdmg supported by substantial evidence, and finding of fact 1.1 0, a 

finding unchallenged and therefore a verity on appeal, the Commission found that. Stevenson 

failed to communicate her refusal to follow Hu' s order or to any covering physician. Those 

findings support a conclusion that Stevenson violated WAC 246-840-700(2)( a)(i)(D), 

-700(3)(a), and -710(2)(d) by repeatedly declining to implement Hu's orders to provide a daily 

dose of enoxaparin without communicating to Hu that she was not complying with the order and 

explaining her reasons for her refusal. Each of those WAC violations constituted unprofessional 

conduct under RCW 18.130.180(7). We affrrm conclusion of law 2.6. Nguyen, 144 Wn.2d at 

530. 

IV. PRECLUSION 

Stevenson also contends that a number of preclusion doctrines prevented the Commission 

from enterin.g its order. We disagree .. 
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A. Res judicata 

Res judicata bars "[r]esurrecting the same claim in a subsequent action." Hilltop Terrace 

Homeowner's Ass'n v. Island County, 126 Wn.2d 22, 31, 891 P.2d 29 (1995). "The threshold 

requirement" for applying the doctrine of res judicata "is a final judgment on the merits" in a 

prior action. Hisle v. Todd Pac. Shipyards Corp., 151 Wn.2d 853, 865, 93 P.3d 108 (2004). 

Once a party satisfies that threshold, we review whether the current action and the prior one 

involve the same claim by looking to whether the two involve the same "subject matter, cause of 

action, people and parties, and ... 'quality of the persons for or against whom the claim is 

made.'" Hisle, 151 Wn.2d at 865-66 (quoting Rains v. State, 100 Wn.2d 660, 663, 674 P.2d 165 

(1983)). Stevenson bore the burden of showing each ofthese elements to preclude the 

Commission from entering its order. Hisle, 151 Wn.2d at 865, 866. 

Stevenson's res judicata claim fails on at least one of the elements. Both Stevenson's and 

the Commission's briefing assume that she was a party to the DSHS proceeding. She was not. 

The DSHS proceeding involved a complaint against Stevenson Group Inc., and payment for the 

fme in those proceedings came from the corporation's accounts. The commission proceedings 

involved a complaint against Stevenson. The corporation has an existence separate and apart 

from Stevenson's. W. Wash. Laborers-Emp'rs Health & Sec. Trust Fundv. Harold Jordan Co., 

52 Wn. App. 387, 392, 760 P.2d 382 (1988). Observing that separate existence means holding 

that the corporation, not Stevenson, was a party to the DSHS action and Stevenson, not the 

corporation, was a p.arty to the Commission action. Res judicata does not barth~ Commission's 

order. 

14 
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B. Collateral Estoppel 

Collateral estoppel bars relitigation of an issue decided in a prior proceeding, even where 

the subsequent proceeding involves different claims or causes of action. Rains, 100 Wn.2d at 

665 (quoting Seattle-First Nat'! Bank v. Kawachi, 91 Wn.2d 223, 225-26, 588 P.2d 725 (1978)). 

Collateral estoppel only applies where (1) the prior proceeding decided an issue identical to the 

one presented in the subsequent action, (2) there was a fmaljudgment on the merits, (3) the party 

to be estopped was a party to the prior proceeding or in privity with a party to the proceeding, 

and (4) estopping the party will not produce an injustice. Rains, 100 Wn.2d at 665 (quoting 

Seattle-First Nat'! Bankv. Cannon, 26 Wn. App. 922,927,615 P.2d 1316 (1980)). Stevenson. 

bore the burden of proving the earlier proceeding estopped the Commission. State Farm Mut. 

Auto. Ins. Co. v. Avery, 114 Wn. App. 299, 304, 57 P.3d 300 (2002). 

The DSHS proceeding did not result in a tmal judgment on the merits, but instead ended 

in settlement with Stevenson agreeing to pay a fme. Settlements are not considered final 

judgments on the merits for purposes of collateral estoppel, because parties niay settle for 

"myriad reasons not related to the resolution of the issues they are litigating." Marquardt v. Fed. 

Old Line Ins. Co. (Mut.), 33 Wn. App. 685, 689, 658 P.2d 20 (1983); Krikava v. Webber, 43 Wn. 

App. 217, 222, 716 P.2d 916 (1986). Without a fmaljudgment on the merits, collateral estoppel 

does not apply. 

C. CR 2A Settlement Agreement 

Finally, Stevenson contends that the settlement with DSHS constituted a stipulation under 

CR 2A, releasing all ciaims that the State may have had against Stevenson for her failure to give 
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Patient A the enoxaparin doses. 5 We disagree. 

The civil rules apply to civil proceedings in Washington's superior courts. Stevenson 

provides no authority for the proposition that they apply in administrative proceedings, and we 

therefore assume that none exists. DeBeer v. Seattle Post-Intelligencer, 60 Wn.2d 122, 126, 372 

P.2d 193 (1962). We therefore are not persuaded by her argument. DeHeer, 60 Wn.2d.at 126. 

CONCL:USION 

We fmd that substantial evidence supports the Commission's findings and that it did not 

erroneously interpret or apply the law. We affirm the superior court order affurning the 

Commission's decision and order. 

A majority of the panel having determined that this opinion will not be printed in the 

Washington Appellate Reports, but will be filed for public record in accordance with RCW 2.06.040, 

it is so ordered. 

We concur: 

w~#--
~ ~-J/UJ'\. !_. --

SUTION,J. ~ 

5 CR 2A provides that 
No agreement or consent between parties or attorneys in respect to the 

proceedings in a cause, the purport of which is disputed, will be regarded by the 
court unless the same shall have been made and assented to in open court on the 
record, or entered in the minutes, or unless the evidence thereof shall be in writing 
and subscribed by the attorneys denying the same. 
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STATE OF WASHINGTON 
DEPARTMENT OF HEALTH 

NURSING CARE QUALITY ASSURANCE COMMISSION 

In the Matter of: 

FAIRUZ/\ M. STEVENSON, 
Credentit:ll No. RN.RN.00139022, 

Respondent. 

APPEARANCES: 

Respondent, Fairuza M. Stevenson, by 
Law Office of Robert D. Mitchelson, per 
Robert D. Mitchelson, Attorney at Law 

Master Case No. M2008-118333 

FINDINGS OF FACT, 
CONCLUSIONS OF LAW, 
AND FINAL ORDER 

Department of Health Nursing Program (Department), by 
Office of the Attorney General, per 
Cassandra Buyserie; Assistant Attorney General 

PANEL: Margaret Kelly, L.P.N., Panel Chair 
Linda Batch, L.P.N. 
Lois Hoell, L.P.N., R.N., A.R.N.P. 

PRESIDING OFFICER: Christopher Swanson, Health Law Judge 

A hearing was held in this matter on September 24, 2010, regarding allegations 

of unprofessional conduct. Probation. 

ISSUES 

Did the Respondent commit unprofes·sional conduct as defined in 
RCW 18.-130.180(4), (7), .and (12) and WAC 246-840-71 0(2)(d)? 

If the Department proves unprofessional conduct, what are the appropriate 
sanctions under RCW 18.130.160? 
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AND FINAL ORDER 
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SUMMARY OF PROCEEDINGS 

At the hearing, the Department presented the testimony of Meituck Hu, M.D. The 

Respondent testified on her own behalf and presented the testimony of Lee Patton, 

R.N., Associate Professor of Nursing, Concordia College; Zbigieu Grudzien, M.D.; 

Judy Tichrob; and Douglas V. Harroun, M.D. 

The Presiding Officer admitted the following Department exhibits: 

Exhibit D-1: ASI Report, dated December 3, 2007. 

Exhibit D-2: Medical Records of Patient A from Legacy Salmon Creek 
Hospital, November 16-24, 2007. 

Exhibit D-3: Fax from Hope Medical Holistic Clinic to Respondent, 
dated February 13, 2008. 

Exhibit D'-4: Respondent's Medication Log for Patient A at Better 
Options Foster Care Home, November 2007. 

Exhibit D-5: Statement of Respondent, undated. 

Exhibit D-6: Dr. Zbigieu Grudzien's Medical treatment notes of 
Patient A, dated November 29, 2007. 

Exhibit D-7: Letter from Respondent's attorney to Department of 
.Health, dated May 27-, 2008. 

The Presiding Officer admitted the following Respondent exhibits: 

Exhibit R.:1: Medication logs for Patient A for August
December 2007. 

Exhibit R-2: Final Report and Discharge instructions for 
Katherine Plowman, August 23-25, 2007. 

Exhibit R-3: Final Report and Discharge instructions for 

FINDINGS OF FACT, 
CONCLUSIONS OF LAW, 
AND FINAL ORDER 

Katherine Plowman, November 16-24, 2007, including 
addendum. 
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Exhibit R-4: Notes of Jody Tichrob, November 26-December 4, 
2008. 

Exhibit R-5: Respondent's Narrative letter to the Commission, 
undated. 

Exhibit R-6: Dr. Rasky.chart note, September 21, 2007. 

Exhibit R-7: Notes from Hope Medical Holistic Clinic, 
November 29, 2007. 

Exhibit R-8: History and Physical, Legacy Salmon Creek Hospital, 
November 16-24, 2007. 

Exhibit R-9: Discharge summary, Legacy Salmon Creek Hospital, 
November 24, 2007. 

I. FINDINGS OF FACT 

1.1 The Respondent was granted a license to practice as a registered nurse in 

the state of Washington on October 30, 2000. 

1.2 At relevant times, the Respondent operated an adult family home, and 

provided nursing services to Patient A, a 94-year-old female sufferrng from multiple 

medical conditions, including hypertension, dementia, and mobility issues. 

1.3 In August 2007, per physician order, Patient A discontinued the use of 

Coumadin, a blood thinning medication, following the occurrence of bleeding in her eye. 

1.4 There are risks associated with taking all blood thinning medications, 

including the risk of bleeding and the possibility of stroke. There are also risks 

associated with not taking blood thinning medications when a patient is immobile for 

extended periods of time, such as blood clots forming in the legs and then traveling 

through the cardiovascular system into the lungs and heart causing death. 
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1.5 On November 16, 2007, Patient A wa~ admitted at Legacy Salmon Creek 

Hospital in Vancouver, Washington, with complaints of fever and abdominal pain. 

1.6 On November 24, 2007, following treatment, Patient A was dis·charged 

from the hospital. As part of her discharge instructions, Patient A was given a 

prescription for Enoxaparin, a different blood thinning medication, 40 mg subcutaneous 

once a day. The medication was prescribed for the purpose of preventing blood clots. 

Patient A was at risk for blood clots because upon discharge she would not be mobile. 

1.7 In making her determination to prescribe Enoxapadn, the treating 

physician at the hospital weighed the risks to Patient A and determined that the risks 

associated with not taking a blood thinning medication were greater than the risks 

associated with taking the medication. 

1.8 When compared with Enoxaparin, Coumadin is a less stable and less 

predictable blooding thinning medication. Coumadin requires constant monitoring to 

e·nsure the patient's blood is not thinning too much. Additionally, Coumadin's effects 

may be inflUenced by the patient's diet. Coumadin also takes longer to clear the 

pati~nt's system once discontinued. The physician determined Enoxaparin was the 

appropriate blood thinning medication due to Patient A's specific circumstances. 

1.9 Upon her discharge from the hospital, Patient A was returned to the adult 

family home operated by the Respondent.· The Respondent believed that the blood 

thinning medication ordered by the hospital physician was inappropriate due Patient A's 

history of bleeding, and failed to administer the ordered Enoxaparin from November 24, · 

2007 until December 3, 2007. 
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1.10 Despite 24 hour physician consult availability at the hospital, the 

Respondent did not contact the hospital to consult with a physician about her concerns. 

On December 4, 2007, the Respondent administered the medication. 

1.11 Physician medication orders must be carried out as ordered in order to 

ensure patient safety. The scope of practice and of a registered nurse does not include 

the authority to unilaterally fail to follow physician orders. Nor does the standard of care 

for a registered nurse permit a nurse to engage in such action. The nursing standard of 

care requires that in circumstances where a registered nurse has concerns about a 

physician order, the nurse should attempt to contact the physician as soon as possible 

to discuss her concerns. 

1.12 As a result of the Respondent's failure to follow the physician medication 

order and failure to attempt to contact the treating physician· about her concerns, 

Patient.A was placed at an unreasonable risk of harm. Although Patient A suffered no 

apparent harm from the missing medication, Patient A could have suffered significant 

harm including death as a result of the Respondent's actions. 

1.13 The Respondent did not express. remorse for her conduct. The 

Respondent does not have any past discipline in the state of Washington. 

II. CONCLUSIONS OF LAW 

2.1" The Commission has jurisdiction over the Respondent and subject of this 

proceeding. RCW 18.130.040 RCW. 
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2.2 The standard of proof in a professional disciplinary hearing is clear and 

convincing evidence. Ongom v. Dept. of Health, 159 Wn.2d 132 (2006), cert. denied 

127 S. Ct. 2115 (2007). 

2.3 The Commission used its experience, competency, and specialized 

knowledge to evaluate the evidence. RCW 34.05.461 (5). 

2.4 The Department proved with clear and convincing evidence that the 

Respondent committed unprofessional conduct as defined in RCW 18.130.180(4), 

which states: 

Incompetence, negligence, or malpractice which results in injury to 
a pati~nt or which creates an unreasonable risk that a patient may 
be harmed. The use of a nontraditional treatment by itself shall not 
constitute unprofessional conduct, provided that it does not result .in 
injury to a patient or create an unreasonable risk that a patient may 
be harmed; 

2.5 The Department proved with clear and· convincing evidence that the 

Respondent committed unprofessional conduct as defined in RCW 18.130.180(12), 

which states: 

Practice beyond the scope of practice as defined by law or rule; 

2.6 The Department proved with clear and convincing evidence that the 

Respondent committed unprofessional conduct as defined in RCW 18.130.180(7) and 

WAC 246-840-710(2)(d), which state: 

Violation of any state or federal statute or administrative rule regulating the 
profession in question, including any statute or rule defining or 
establishing standards of patient care or professional conduct or practice; 

RCW 18.130.180(7). 
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The following conduct may subject a nurse to disciplinary action under the 
Uniform Disciplinary Act, chapter 18.130 RCW: 

(2) Failure to adhere to the standards enumerated in WAC 246-840-700 
which may include, but are not lirni1ed to: 

(d) Willfully or repeatedly· failing to administer medications and/or 
treatments in accordance with nursing standards[.] 

WAC 246-840-71 0(2)(d). 

2.7 In determining appropriate sanctions, public safety must be considered 

before the rehabilitation of the Respondent. RCW 18.130.160. 

2.8. The sanction rules of the Department of Health, WAC 246-16-809 through 

246-16-890 apply. WAC 246-16-810 is the sanction schedule for practice that falls 

below the standard of care. The sanction schedule adequately addresses the conduct 

in this case. The Respondent's conduct caused risk of moderate to severe risk of harm. 

2.9 The aggravating factors are: 1 0 The vulnerability of the patient; 2) Lack of 

remorse; and 3) The risk of injury. The mitigating factor is the lack of past disciplinary 

record. 

Ill. ORDER 

3.1 The Respondent's license to practice as a registered nurse in the state of 

Washington shall be placed on PROBATION for at least 24 months commencing on the 

date· of entry nf this Order. During the course of probation, the Respondent shall follow 

all of the following terms and conditions. 
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3.2 The Respondent shall present both portions of her license to the 

Commission to be stamped "probation" within ten days of receipt of this Order. The 

Respondent shall also ensure that all subsequent licenses received during the 

probationary period of this Order are stamped "probation" and shali immediately return 

any license to the Commission that is not stamped "probation." 

3.3 The Respondent shall permit a Department of Health investigator or other 

Commission approved reviewer, on a quarterly basis, to audit and review the patient 

records at any adult family home operated by her. 

3.4 Within 12 months of the date of entry of this Order, the Respondent shall 

provide evidence to the Commission that she has successfully completed 24 hours of 

course-work, pre-approved by the Commission or its designee, in the area of scope of 

practice and medication administration. The course-work must be taken at an 

accredited educational institution or through a program otherwise approved by the 

Commission. The Respondent shall provide the Commission with proof of completion 

of such course-work within 30 days of such completion. 

3.5 The Respondent shall pay a fine to the Commission in the amount $2,000 

which must be received by the Commission within 90 days of the date of entry of this 

Order. The fine shall be paid by certified or cashier's check or money order, made 

payable to the Department of Health and mailed to the Department of Health, 

Nursing Commission, at P.O. Box 1099, Olympia, Washington 9850 - 099. 

3.6 The Respondent may not seek modification 

for two years from the date of this Order. 
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3.7 Chanae of Address. The Respondent shall inform the program manager 

and the Adjudicative Service Unit, in writing, of changes in her residential and/or business 

address within 30 days of such change. 

3.8 Assume Compliance Costs. The Respondent shali assume all costs of 

complying with all requirements, terms, and conditions of this Order. 

3.9 Failure to Comply. Protecting the public requires practice under the terms 

and conditions imposed in this Order. Failure to comply with the terms and conditions 

of this Order may result in suspension and/or revocation of the Respondent's license 

after a show cause hearing. If the Respondent fails to comply with the terms and 

conditions of this Order, the Commission may hold a hearing. At that hearing, the 

Respondent must show cause why her license should not be suspended. Alternatively, 

the Commission may bring additional charges of unprofessional conduct under 

RCW 18.130.180(9). In either case, the Respondent will be given notice and an 

opportunity for a hearing on the issue of non-compliance. ' 1J 
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CLERK'S SUMMARY 

Chara.e 

RCW 18.130.180(4) 
RC\N 18.130.180(7) 
WAC 246-840-710(2)(d) 
RCW 18.130.180(12) 

Action 

Violated 
Violated 
Violated 
Violated 

NOTICE TO PARTiES 

This order is subject to the reporting requirements of RCW 18.130.110, 
Section 1128E of the Social Security Act, and any other applicable interstate or national 
reporting requirements. If discipline is taken, it must be reported to the Healthcare 
Integrity Protection Data Bank. 

Either party may file a petition for reconsideration. RCW 34.05.461 (3); 
34.05.470. The petition must be filed within 10 days of service of this order with: 

and a copy must be sent to: 

Adjudicative Service Unit 
P.O. Box 47879 

Olympia, WA 98504-7879 

Nursing Program 
P.O. Box 47864 

Olympia, WA 98504-7864 

The petition must state the specific grounds for reconsideration and what relief is 
requested. WAC 246-11-580. The petition is denied if the Commission does not 
respond in writing within 20 days of the filing of the petition. 

A petition for judicial review must be filed and served within 30 days after 
service of this order. RCW 34.05.542. The procedures are identified in 
chapter 34.05 RCW, Part V, Judicial Review and Civil Enforcement. A petition for 
reconsideration is not required before seeking judicial review. If a petition for 
reconsideration is filed, the above 30-day period does not start until the petition is 
resolved. RCW 34.0.5.470(3). 

FINDINGS OF FACT, 
CONCLUSIONS OF I_P...W, 
AND FINAL ORDER 

Master Case No. M2008-118333 
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The order is in effect while a petition for reconsideration or review is filed. 
"Filing" means actual receipt of the document by the Adjudicative Service Unit. 
RCW 34.05.01 0(6). This order is "served" the day it is deposited in the United States 
mail. RCW 34.05.01 0(19). 

For more information, visit our website at http://wvvw.doh.wa.aov/hearinas. 

FINDINGS OF FACT, 
CONCLUSIONS OF LAW, 
AND FINAL ORDER 

Master Case No. M2008-118333 
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In the Matter of 

STATE OF WASHINGTON 
DEPARTMENT OF HEALTH 

NURSING CARE QUALITY ASSURANCE COMMISSION 

No. M2008-118333 

FAIRUZA M. STEVENSON STATEMENT Of= CHARGES 
Credential No. RN.RN.00139022 

1 Respondent . 

The Health Services Consultant of the Nursing Care Quality Assurance 

Commission (Commission), on designation by the Commission, makes the allegations 

below, which are supported by the evidence contained in case no. 2007-60346 (program 

file no. 2007-12-0001 RN). The patient referred to in this Statement of Charges is 

identified in the attached Confidential Schedule. 

1. ALLEGED FACTS 

1.1 On October 30, 2000, the state of Washington issued Respondent a 

credential to practice as a registered nurse. Respondent's credential is currently active. 

1.2 At relevant times, Respondent operated an adult family home, and 

provided nursing services to Patient A. 

1.3 On or about November 24, 2007, Patient A was discharged from Legacy 

Salmon Creek Hospital in Vancouver, Washington. As part of her discharge 

instructions, Patient A was given a prescription for Enoxaparin, 40 mg subcutaneous 

once a day. 

1.4 Upon her discharge from the hospital, Patient A was returned to the adult 

family home operated by Respondent. Respondent believed that the medication 

ordered by the hospital physician was inappropriate, and failed to administer the 

ordered Enoxaparin from November 24, 2007 until December 3, 2007. 

1.5 Patient A suffered no apparent harm from the missing medication. The 

prescription was ultimately discontinued by Patient A's primary physician in or around 

December 2007. 

II 
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2. ALLEGED VIOLATIONS 

2.1 Based on the Alleged Facts, Respondent has committed unprofessional 

conduct in violation of RCW 18.130.180(4), (7), (12), and WAC 246-840-710(2)(d), 

which provide: 

RCW 18.130.180 Unprofessional conduct. The following conduct, acts, 
or conditions constitute unprofessional conduct for any license holder 
under the jurisdiction of this chapter: 

(4) Incompetence, negligence, or malpractice which results in injury to a 
patient or which creates an unreasonable risk that a patient may be 
harmed. The use of a nontraditional treatment by itself shall not constitute 
unprofessional conduct, provided that it does not result in injury to a 
patient or create an unreasonable risk that a patient may be harmed; 

(7) Violation of any state or federal statute or administrative rule regulating 
the profession in question, including any statute or rule defining or 
establishing standards of patient care or professional conduct or practice; 

(12) Practice beyond the scope of practice as defined by law or rule; 

WAC 246-840-710 Violations of standards of nursi~g conduct or 
practice. The following conduct may subject a nurse to disciplinary 
action under the Uniform Disciplinary Act, chapter 18.130 RCW: 

(2) Failure to adhere to the standards enumerated in WAC 246-840-700 
which may include, but are not limited to: 

(d) Willfully or repeatedly failing to administer medications and/or 
treatments in accordance with nursing standards; 

2.2 The above violations provide grounds for imposing sanctions under 

RCW 18.130.160. 

3. NOTICE TO RESPONDENT 

The charges in this document affect the public health, safety and welfare. The 

Health Services Consultant of the Commission directs that a notice be issued and 

served on Respondent as provided by law, giving Respondent the opportunity to defend 
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against these charges. If Respondent fails to defend against these charges, Respondent 

shall be subject to discipline and the imposition of sanctions under Chapter 18.130 RCW. 

DATED: __ ....;.{)__1_~/}....:....(~J )_~-----· 2010 

~ ~sf12!e:-, WSBA #~ 
ASSISTANT ATTORNEY GENERAL 
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STATE OF WASHINGTON 
DEPARTMENT OF HEALTH 
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S!A.TE OF \NASH;NG!CN 

CEFA3Tiv\E:i'-,iT Cr SOCiAL AND HE.A.LTH SERVlCcS 
ACii'-iC Ai'iiJ iJiSABiLil'i StR\IictS ADiviii'-iiSTRi\TIOi\J 

?0 nO;< 456DO " Olympia, WA 98504-5600 

Fairuza Stevenson 
Better Options for Elder Care 
15214 NE 251

h Circle 
Vancouver, Washington 98684 

License #64503 

Dear Ms. Stevenson: 

January 31, 2008 

CERTIFIED MAIL 
(7004 1160 0002 0550 9776) 

IMPOSITION OF CIVIL FINE 

This letter constitutes formal notice of the imposition of a civil fine for your adult family home, 
located at 15214 NE 25th Circle, Vancouver, Washington, by the State of Washington, 
Department of Social and Health Services, pursuant to the Revised Code of Washington (RCW) 
70.128.160 and Washington Administrative Code 388-76-10940. 

The civil fine is based on the following violations ofthe RCW and/or WAC found by the 
department in your adult family home. These and other deficiencies are more fully described in 
the attached Statement of Deficiencies report completed by the department on December 6, 
2007. 

WAC 388-76-620 (1) Provision of services and care. 
$100.00 a day x seven davs=$700.00 

The licensee failed to ensure one resident received necessary services (an injectable 
medications) as ordered by her physician. This failure put the resident at high risk for 
medical complications. 

This is a repeat or uncorrected deficiency previously cited on June 21, 2007. 

WAC 388-76-76515 (8) What fire safety and emergency requirements must the provider 
have in the home. $100.00 

The licensee failed to ensure portable space heaters '''ere not used in the home. This 
failure put all residents at risk for harm. 

This is a repeat or uncorrected deficiency previously cited on June 21, 2007. 

/ 
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You may contest the civil fine by requesting an administrative hearing. The Office of 
Administrative Hearings must receive your written request for a hearing within twenty-eight 
(28) calendar days following receipt of this letter. A copy of this letter and a copy of the 
enclosed Statement of Deficiencies must be included with your request. Send your request to: 

Office of Administrative Hearings 
PO Box 42489 

Olympia, Washington 98504-2489 

If no hearing is requested, the fine is due twenty-eight (28) calendar days after receipt of this 
notice. Please remit a check for $800.00 payable to the Department of Social and Health 
Services. The check should be sent to: 

DSHS Office of Financial Recovery 
PO Box 49501 

Olympia, Washington 98504-9501 

If payment has not been received within twenty-eight (28) days after receipt of this notice, 
interest will begin to accrue on the balance at the rate of one percent per month. If you do not 
submit a hearing request or make payment within twenty-eight (28) days, the balance due the 
department will be recovered. 

As provided in RCW 70.128, you may request an informal dispute resolution review of 
enforcement actions initiated in response to a Statement of Deficiencies report. During the 
informal dispute resolution process you also have the right to present written evidence 
refuting this action. A request for informal dispute resolution review will not change the 
deadline for you to request an administrative hearing. Informal dispute resolution review by the 
department is not binding in an administrative hearing. 

To request an informal dispute resolution review, send your written request to: 

Denny McKee, Informal Dispute Resolution Program Manager 
Aging and Disability Services Administration 

PO Box 45600 
Olympia, Washington 98504-5600 

Phone (360) 725-2590 I Fax (360) 438-7903 

The written request should: 

• Identify the citation and/or enforcement action that is disputed; 
• Explain why the home is disputing the action; 
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• Indicate the type of dispute resolution process you prefer (direct meeting, telephone 
conference or documentation review); and 

• Be sent within 10 working days of your receipt of this notice. 

If you have any questions, please contact Suzanne Thompson, Field Manager at (360) 725-
2255. 

Enclosure 

Sincerely, 

Lori Melchiori, Ph.D. 
Assistant Director 
Residential Care Services 

cc: Janice Schurman, Adult Family Home Compliance Specialist 
Field Manager, Region 6, Unit A 
RCS Regional Administrator, Region 6 
HCS Regional Administrator, Region 6 
DDD Regional Administrator, Region 6 
Karen Dinan, Assistant Attorney General 
WA LTC Ombudsman 
Area Agency on Aging, AAA-SW 
Office ofFinancial Recovery, Vendor Program Unit 



STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
AGING AND ADULT SERVICES ADMINISTRATION 

5411 E Mill Plain Blvd, Suite 25, Vancouvei, WA 98661 

Statement of Deficiencies/ 

Plan of Correction 

Page 1 of 4 

License#: 64503 

BETTER OPTIONS FOR ELDER CARE 

Completion Date 

December 6, 2007 

An unannounced complaint investigation was conducted on 12/3/2007 at BETTER OPTIONS 
FOR ELDER CARE, an adult family home licensed to STEVENSON GROUP INC, 15214 NE 
25TH CIR, VANCOUVER, WA 98684. 0 of 0 current residents and 0 former residents were 
selected for review. 

This document references the following: 

Complaint Number 071127107 

Licensors I Team members: 
Shawn Swanstrom, RN, BSN, Licensor 

From: 

DSHS, Aging and Disability Services Administration 
Residential Care Services, Region 6, Unit A 
5411 E Mill Plain Blvd 
Vancouver, WA 98661 

An acceptable written Plan of Correction (POC) for each deficiency cited must be submitted 
within 1 0 calendar days. Enforcement action may be recommended dependent upon the scope 
and severity of deficiencies cited in this report. The licensee may questio'n cited deficiencies and 
enforcement actions if initiated through the State's informal dispute resolution process. Further, 
fmdings are discloseable to the public. 

~dential Care Services 

Licensee (or Representative) 

I (Lj I £jo 1· 
I 

Date 

/;L/.;2-3 /o ;z__. 
Date 

DSHS AASA 
Residential Care Services 
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WAC 388-76-620 Provision of sen:ices· and care. 

Completion Date 

December 6, 2007 

( 1) The provider shall ensure that the resident receives necessary services and care to promote 
the most appropriate level of physical, mental, and psychosocial well-being consistent with 
resident choice. 

This requirement was not met as evidenced by: _ 
Based on observation, interview and record review, the provider failed to ensure 1 of 1 resident 
(#I) received necessary services (an injectable medication) as ordered by her physician. This 
failure put the resident at a high risk for medical complications. 

On 12/3/07, Resident# 1 stated she had just been in the hospital. She was unable to state why 
she had gone to the hospital, but did state she had been sick. 

Resident record review revealed Resident# 1 had been originally admitted to the home on 
5/3/05 with a diagnoses of non- insulin dependent diabetes, a history of peripheral vascular 
disease, and a history of strokes resulting in right sided weakness. Resident history revealed the 
resident also had a left below the knee amputation related to her diabetes, cellulitis, and 
peripheral vascular disease. 

A recent hospital discharge instruction summary dated 11/24/07 was found in the resident 
record. Resident #1 had been admitted to the hospital on 11116/07 for abdominal pain and fever. 
On 11/24/07, the resident was discharged back to the adult family home. The resident had a past 
right hip replacement with some hardware (a screw) loose in the hip. New medication orders 
sent to the adult family home on 11/24/07 included: 

1. Enoxaparin (Lovenox) 40 mg subcutaneous daily. An injectable medication used to help 
blood from clotting as fast. Used at times for residents as a presentation measure to stop deep 
vein thrombosis (blood clots). 

2. Seroquell2.5 mg every evening for restlessness. An anti-psychotic medication used to help 
with behaviors or delusions. 

Caregiver A stated on 12/3/07 she was the caregiver on duty at the time ofResident #1 's 
readmission to the adult family home on 11/24/07. She stated the provider, a registered nurse, 
was aware ofthe residents return and aware of the new medication orders, including daily 
injections. 

Enoxaparin 40 mg SQ daily w~s placed on the November 2007 medication record as of 
November 2·6, 2007. The medication was not signed as administered for November 26-30, 
2007. The December 2007 medication administration record revealed Enoxaparin 40 mg SQ had 
been added. The medication had not been signed as administered as given on December lst & 
2nd. The medication had been signed for as given on December 3, 2007 by the Registered Nurse 
provider. 

On 12/3/07, the medication supply for Resident# 1 revealed a box ofEnoxaparin 40 mg pre
filled injections dated 11/26/07. Thirty doses were filled on 11/26/07- 29 dosed were still 
available on 12/3/07. 
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License#: 64503 

BETTER OPTIONS FOR ELDER CARE 

Completion Date 

December 6, 2007 

The provider was interviewed on 12/3/07 and stated she was aware of the new injectable 
medication order for Resident #1 on 11/24/07 (late Saturday afternoon). She stated Resident# 1 
had been on Coumadin (an oral medication used to help blood from clotting as fast) in the past 
and wanted to verify with the physician to start the medication Enoxaparin. She stated she had 
attempted to call the physician multiple times, but was unable to make contact, so she started the 
medication on December 3, 2007. 

Resident record reviewed showed no documentation the provider had attempted to contact the 
physician or notified the physician she bad not administered the medication Enoxaparin. The 
provider stated she bad not contacted that physician to review the Enoxaparin orders. 

The provider was re-interviewed on the afternoon of 12/3/07 and stated she had contacted 
Resident #1 's physician and reported she had not given the Enoxaparin injections as ordered. 

On 12/6/07, the adult family home was called and the caregiver on duty stated the provider had 
been in on December 4, 5 & 6th to give the Enoxaparin injection. 

This is a repeat citation from 6/21107 

This requirement was not met as evidenced by: 
Based on observation and interview, the provider failed to ensure portable space heaters were 
not used in the home. This failure put all residents at risk for harm. 

During the full inspection on 6/21107, a space heater was observed plugged into an electrical 
outlet of a resident's bedroom; a citation was written. During the follow-up visit on 9114/07, the 
space heated had been removed and the citation corrected. 

During a compliant investigation on 12/3/07, two space heaters were observed plugged into 
electrical outlets in two resident rooms (Resident # 1, & #2). Both space heaters were on and 
blowing warm air. 

Resident# 1 was sitting up in her wheelchair on 12/3/07. The resident was noted to have a left 
below the knee amputation. When interviewed, Caregiver A stated the resident needed to be 
transferred via a Hoyer lift (mechanical lift) from a bed to the chair and would need extensive 
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assistance to evacuate from the home. · 

Completion Date 

December 6, 2007 

Resident# 2 was sitting in her room on 12/3/07. She stated she was nearly blind and during an 
emergency, would need, "A lot of help" to get out of her room. 

This is a repeat citation from 6/21/07 





Patietll: 

Legacy Salmon Creek Hospital 
2211 NE 139TH ST 

VANCOUVER, WA 98686 
PLOWMAN, KATHERINE Locall.nn: SC SD 5490 Ol 

1\N: 9500~l-7i-21 Dale: 11!16/2007 · lli24/2007 
... mNwnber: 
DOB: 
Aueadl.nc: 
Primary Care: 

12J06il912 ~c: 9S yean Se~ Female> 
HIJ, Meiludo: 
Hanoun._ Douglass V 

Ordec Dafa/Tune 05103/2008 20:52· 38 
MnemoniC It~.;:. cilortazol 
Onll::rlng Ph)ll:!cian 

Review llrfonnation Nl A 
Ore!=' Details 

Pf Type: lllpatient 

OrderStalwl I TypcofOrd~ 
Ordered Phal'III8CV 
Order Placed By 
SEMENYUK, YELENA S 

100, mg, I, Tab, PO, qAM & PM. 0, 0, 05103108 0:00:00, Submwtion Allowed, current meclication from another provider, Constant 
Indicator 

Order Date/Tlme OS/03!2008 20·52-10 
Mnemonic> I Action Order Sti11K j Twe of Order 
ami!Miipine Modifv Discontimled Pbarmacy 
Onlcrillg l'hysician Order Placled By 
Oucuzbaq;cr, Todd N SF.MENYUK, VF.LENA S 
Review InfurmatiOI\ N/A 
QrdQr Dotaill 

mg. 2, Tab, PO, qAM, 0, 0, 05/03108 0:00:00, Sabstiru!lon Allowed, cumnt medication from another provider, 221 I NE D9tlt St 
1 .. .moouver WA 98686 Coostantlndieator 

Order Date/Time OS/0312008 "0•51·39 -. 
~ !Acti OrderS!al.us T Type of OI;Icr 

hea-lavdrocodane Mod~ Otdenld PharmacY 
Ordering Ph}"icilm Order Placed By 

SEMENYUK. YELENA S 
R.evicw lnfOI'!IIIItion Nl A 
Order Details 
l Tab PO, qHS, 0, 0 05103/08 0:00:00, Print DEA Number, cumm1 medication from another providec, Corulant lndicalor 
OS/0312008 2():51:39: PRN 

Mnemonic> I Action Order Stalu6 l Typo of Onler 
DIJcharee Patleat Order Discoul:inued Nursine: Services 
Ordaing Phymcim Order l'Jaoed By 

Llill. Meituck Ru,Meiruck 
R.mew IDD:nm&ti011 
Nunebview ~em.ed-PER.K.lNS RAMONE C 111241200715:13:51 
Order Details 
11124107 14:01:00 

~ !:.•Low, H•lfisb, C=Cri1ioal, '=AlmorrnaJ,I=FootnolC, .-.oncolod, ~&-~.,. Da1ll 
All •- pc:rti>Emod atlopcy Sala= Cn:o:l: Haspilol IIDicnotbo:lwisc opooified. 

PrlntDat&Ti.me: 615!2008 10:55:38 AM PatiQIItNIIIIle; PLOWMAN, KAl'HEIUNE 
Page 4of62 

000034 

STEVENSON, RN 
lnv.00056 

060 



'~~atimt: 

Legacy Salmon Creek Hospital 
221 I NE I 39TH ST 

V ANCOLiVRR, WA 98686 
PLOWMAN, KATHERINE Loeadvn: SC SD S49D 01 

·RN: 950033-71·21" Dtrte: ll/1612007 -.11/2412007 
filii Number: 
DOD: 
Attendlag: 
Primary Care: 

Mnemoaic 
• C111etiJ11J{U 

12106/1912 Age: 95 ~ Sex: female 
Hu. Meitw:k 
Harroun, .Dougla!l.! v 

11\etio Orde~r
0 

Otdcring Pb:piciiiD 
Hu, Mcitudt 
Review Information N/ A 
Order Dc:Wis 

Pt Type: [apati.ent 

Order Status I T:ype of O:det-
Di:lcootin.ucd Pbarmacv 
Onb Placed By 
Hu Meituck 

12.:5, mg, Onl, qHS, 30, 0, 0, 11124/07 ll:SS:OO, SubstitutiOn Allowed, SC RX Prillt, 221 I NE 139T£I S'I'RiillT VANCOUVER, WA 
98636 
I 1/2412007 13:55:26: Plealle oblaillrefill& from PCP 

Older Datctrime llf2412007 13·54:54 
Mac:monic IAI:tion Order SlatllS I Type of Order 
oox~rin .Order Discontinued Pl:larnl4cy 
OnleriDg Phy&i~ Order Placed By 
Ha.Melmck Hu.Meituck 
~oview Information 'Nf A 
~Delllils 

, .. 1.1, mg. SabeutaneoWI, qi)ay,lO, 0, 0, 11/24/07 ll:S3:44, SubstilutionAilo"oed, SC RX Prim, 2211 NE 139TH STREET 
VANCOUVER, WA 98686 
1112412007 13:54:54: Please obtain rer>IIs from PCP 

Ore!« D.m/I"tme 11/2412007 05·46·00 
MDCIIlOIJic I Action OrderSb!tus I Type of Order 
MD Order Comol~ Labonttorv 
Ordering Pby:sician On:ICO" Placed By 
<locbcl MclWa SYSTEM 
IUMew mformation 
Nunc lteview, Accected • PERKINS. RAMONE C 11/24/2007 II :43:02 
Otdes Ddails 
Early AM Draw 11/24107 5:1000 

Order Daielllllle 11123/2007 I S·S4•32 
Maaaonic I As:tion Order Status T Type of OtC=r 

Tab 25m£ Modifv ~ Pharmacy 
Qrdoring Physician Otder P.laced By 
Ooebel Melissa Elliit, KimberlY A 
Review Imbrmatlon 
NU110 Review, Aoccr>ted • Glln'in, Trilla L, 1112312007 15:5!1;29 
Order Details 

I 12.S !!!St To!al Do~~e"' 0.5 Tab, Tab, Oral, aHS3 11121.'07 22:00:00 
--~· 

~ !.Flow, H'*ligh, c-ouicol, .,Abnarmai,II=Footaolt, """""""'· @=lD!oq>rdivo Datll 
All tali porWunod ol l..cpcy Salmon Cnook HoopillllliDial <llherorise sp<Clfied. 

PriDt DaWI'ime: 6!5!2008 10:55:38 AM Patient Name: PLOWMAN, KATHERINE 
PageS of62 
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Patient: 

Legacy Salmon Creek Hospital 
2211 NE 139TH ST 

VANCOUVER., WA 98686 
PLO\\''MAN, KATHERINE Loca1fon: sc so 549D Ol 

- "R.'(: 9S0033-77-21 Date: 11/1612007- i ~124i2007 
"illNamber: 
DOB: 
A~ag: 
Prilury Care: 

j:;,,_ . 

12106.'1912 Age: 95 yean~ Su: Fell!llle 
Hu,Meituck 
Harrollll. Douglass V 

Ordez' Data'I'ime 11/1812007 22·05·03 

Mnemonic I Actioa 
lillltCIIWDie fib 150JDg tJD Order 
Ordering Phyuician 
Hu, Meiluclc 
Review JD.farmalion 
Num Re-view, Aqceplcd- Pctcn, Jemrite:r A,. 11/18/2007 23:18:56 

Pt Type: lnpatiellt 

Order Status 
Comleted 
Orclcr Placed By 
Hu. Mciluck 

Pbmmo•;ist'Vmfv Ac~ted-FOSTER,BRYANM ll/18/200722:<lS:51 
Ord.!:r Details 
ISO DUt, 'folll.l Doso a I Tllb Tab Oral. Once,. I 1!1&107 23:00:00, Stop daleltimc 11118107 23:00:00 

Order Datef!'bne 11118!:2007 22·0.S·02 
Mncm<mic I AGiiOll Order Slatus 
COM1' Order Cam:clcd 
Ordering Physi.cian Order Placed By 
Hu.Mcituck Hu. Meituc:k 
Review lnfimnation 

·'ll'8e Review: .AcceDted- .Petem lelll1i1i!:r A. 111181200722:.33:04 

I Ad:r Details 
R.ouri~ 11118/07 22:().4:00 Once 

Order Date!fime 11118/2007 21·04·19 
Mem.cmic Onler Slatus 

I Type of Order 
Pll8m1My 

j TypeofOrder 
r.~ 

Nlll'SIDJ COIIIIDUakation ,~ Compleb!d 
~~ofOrdl!ll' 

Nursing Servic:cs 
Onlu-
Onbing Phy&ician Onler Placed By 
Ru, Meiluclc Petm, Jetmifi:r A 
Review IDtOr.mation 
Ntm~e Review, Accepted- DUNHAM,IANE, I 111912007 18:38:06 
Dootor Cosil!ll. A~· Hu, Meiluck, 1111912007 12:08.:36 
Otder DeWl.s 
ll/!8/07 21:04:00, orderRA Chest 1 viewDOrtable afterPTCCJ)Iaced 

~ L-I.ow, IHI(Jil, C"Cririoo~ .._ilhnon .. ~ ll=l'oatm!a, .....,metod, @-~ .. Dstn 
All~ podotmcd II Lelley S~ ON &opi111 lllllcls othonriso spo::ifiod. 

Prim Dat:/Timc: 6/512008 10:55:38 AM Patient Name: !'LOWMAN, KATHERINE 
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D'JtfeDt: 

L-egacy Salmon Creek Hospital 
2211 1\'E l39TH ST 

VANCOUVER. WA 98686 
PLOWMAN, KATRl:Rl'NE Location: SC SD 5490 01 

R."l': 
Jila.Number: 

950033-77-11 Date: ll/16/2001- 11124/2007 
PtType: Inpatimu 

DOB: 
Atteadiag: 

12/CJ6119!2 Aae: 95 years SelC Female 
HI!, Meituc;k 

Primuy Care: HanollJI, Douglass V 

•.: 
, .. -·•'. 

Order DcteiTim= 11/1812007 15:58·06 
Maemonio ~=n VANTil 
Ordcrins Physiciaa 

er, ToddN 
RCYiow lafurmation 
NU111C Review Accepted· Kyhn, Katherine D 11/1812007 16:05:32 
Order Details 
Timed Utaw ·Stat ltepan, lVI&/07 21:30:00, Once 

OtdcrDate.'Thne 111171200'1 22·07-12 
Mc:Jnoaic I A.c;l:ion 
MD Order 
Ordering PhysiciaD 
Hu, Meituclc 
Re-view lnfunnlllion 
~Review, Aueplcd- Peters, Jennifer A, 11117!2007 22!15:38 

-~er0$lls 

1 • ...oudDe. nmm 22:0o:oo Once 

Order Date/I'ime 11/17/2007 19·56:50 
Mne:mollic ~=n CBC 
Ordering Physician 
Hu.Mcituck 
Review Iofumsatioo 
N~nCRr:view, Accclut~- Pe~~:n. k:nnifcr A.ll/17/2007 21:01:21 
Order .Delaila 
Routinc_,_ll/17/0719:56:00,0oce 

OrderDa.te/Time Il/1712007 17:34•2.3 
Mmmonic I Action Nystatbl Powder Older 
lele.000111gllll5e;m 

Ordcor StaWll 
C'..omoletcd 
Ol'llciF!a~cd By 
NGUYEN. LAM T 

Order Stallls 
Collll:lleted 
Order Placed By 
SYSTEM 

oroer status 
Comlllcted 
Order Placed By 
Hu. Meituck 

Order Stau 
Discontinued 

OrcleriDa Physician Order PUI=I By 
Hu, Meituck 1 • ..... "bul Bnwh· H 
Review mfurmatioD 
NUI'IIellmew, Accepled.· Kylm, Katherille 0, 11117120Q7 lS:OO:S6 
Doctor Coclaa. ~. Hu, Mcilllck, 1111712007 19:04:47 
l'harma..-"isl Verltv. ~- Elli1 KimberlY A ll/17t'Z007 17:42:31 
Order Details 
1 applicalion. Powda, Topi~ TID 11117i07 22:00:00 

ll)ope ofOrde.-
Laboratoi'Y 

I T)liC of Order 
Labomtarv 

'Type of Order -·-· 

~ TypcofOrder 
Phatmacy 

l.liJIIIII;. IJo!.q.;,li-JiiP, <>-Critical, ._AbDonz>ll,#-"-'otc, c:o-r:oaoc:Hd. @-lou!rpnliw Dol& 
All too~~ prirmod 11 Legacy S.lmacl CJeol: flllopila! unlea olhorwioe opocl6od. 

Print Date/Time: 6/5/2008 1CJ:S5:3S AM Patient Name: PLOWMAN, KATHERINE 
P~gc 2ti o( 62 

000056 

STEVENSON, RN 
lnv.00078 

082 



,lient: 

Legacy Salmon Creek Hospital 
2211 NE !39TH ST 

VANCOUVER, WA 98686 
PLOWMAN, KATHERTh'E Loc:ation: SC SD S49D 0! 

.tN: 9S0033-77-21 Dat:: llll6/2007- lln4/2007 
Fin Nu.rnber: 
DOR: 
Attnd.lug: 

1210611912 Age: 9S years Sex: Female 
Hu, McirJck 

Prtlllary Care: Hmoun. Doualass v 

Order DaW'I'imt: 11117fl007 OO·U:3J 
Mnem.ooic I Action 
VANTR Ortler 
On!.el:iq Physician 
G , ToddN 
Review Information 
NllrBc Review Accepted- Ky!m. Katherine D. 11/17/'2IYJ7 08:08:48 
O!dcrDecaih 
Timed 'Draw- Srat llf:port, I 1/18107 20:30:00, Once 

Order Date/rune 11/17'2007 00·11·32 
Maemonic I A.clion 
Va~K<~am::in IVPB J<'ruzen Order 
~'Physician 
Gueozbllri!CC Todd N 
~ Infunnatioa 

Pt Type: Inpatient 

Order Status 
Canceled 
Order l'Ie=l By 
FOSTER, BB.YANM 

Order Status 
Dilco!llil!lled. 
Order Placed By 
FOSTER. BRYAN M 

'lolunc ~view, ~ted. Kyhn, K.athcriru: D, 1111712007 08:08:41! 
~V~, Acce,u.d-FOSTER, BRYANM 1111712007 00:12:55 

ll)rder DclaWI 
1 Gram, Total Dose- 200 111L Solution, IV PW!.vback. aHS,ll/17107 0:11:00 200 ml1br 

MDemonic I Action OroerSflllus 
B.a~D~prJJ ca11 SIIIR UD Modify Discantitwcll 
Ordering Physicrian O~PiacedBy 

G~er,ToddN FOSTER. BRYAN M 
~ lnt'o!11la1ion NIA 
Order Detaill 
10 JQ. Total Dose• 2 Cap, Cap, Oral, qDay,ll/17107 9:00:00 

Order Datei!"DDe ll/16/2007 23'48:56 

Mm::monic I ActioJl Order Status 
Ellou_parbllllj 40.mg/9Aml Modify D~ 
SYR . 
Ordering Physician Order l'laced By 

, ToddN --------- FOSTER.,BRYANM 
Revilm< lnibtmatlcn 
Nune Review Accco~~-!"~ Jemtiier A. ll/1712007 00:05:06 
Order Decails 
40 mg. Total Dose~ 0.4 mL, Syrinae, SubCU~BD<>aU&. qDa~. 11/17/D? 9:00:00 

I Type ofOrtler 
Laboratory 

I Type of Order 
Phuumcy 

I Type of Order-
Phannecv 

I TypoofOrdet-
P~y 

~ !Jolow, H•Riah,C-criliCOil, "-A~~.~.@-~""Daaa 
AD t-pedixmecll! L<pcy Salmoa Cnoek Hospilallllli= olllocwioo apooifiOd. 

PrimDa~llliCI: 6iS.I2008 l0:.55:38AM Patl=ntName: PLO'WMA.N,KA'J"HERRNE 
Page2Sof62 
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Legacy Salmon Creek Hospital 
22ll.NE I 39TH ST 

VANCOUVER, WA 98686 
~,tient: PLOWMAN, KATHERINE Locatton: SC 50 S49D 01 

.Rlli: 950033-77-21 D:de: il/16/2007- i ii24i2i)01 
Fin Number: Pt Type: Iapatient 
DOB: 
AtleadJn:: 
iTimary Care: 

DIH:uiiJCill Name: 
Entry Date: 
Verlfletl By: 

!2106/1912 Age: 95 yea."O Sex: Female 
H:u, Meitucl: 
Harroun, Douglass V 

Discbart~e Sullllllii'Y 
11/2412007 14:15:00 
Hu, Mti!uck 

VesilledOaW"nme: 1210412007 10:11:22 
Auth (V etified) 
ColllribuLOr_system, sew 
II/24/20071S:21:11 

Docwn<:~~l Status: 
'l'rauc:ribtd By: 
Trmscrlbed Date/Time: 

Discharge Summary 

L~GACl H~TH SYSTEM 
r..ega:::y Salmon Creek Ao!!pi tal 

2211 NE 139t~ St. 
Vancouver, WA 98666 

DiSCHARGE SUMMARY 

A'I''I'ENDING PHYSICIAN: MEITUCK HU, MD 

PRIMAR~ DISCHARGE DIAGNOSES 
l. Ce1lulit 1 s. 
2. Dermatitis in the groin region. 
3 .. Constipation, 

SECONDARY DISCHARGE DIAGNOSES 
1. Hypertension. 
2. Dementia. 
3. Osteoarthritis. 
4. Peripheral ~asc~lar disease. 

COWSlJL'l'ATIONS 
Sally lfilliams, l!!D from infectious diseases.· 
D~ne Moseson 1 MD from general B~rgery. 

PROCEDt1RES 
Fluorosco~ic-guided aspiration of the right hip. 

PLO'i!Ml\K, lCA 'I'HERINE 
9500337'7 21 
P'I' TYPE: SCI 
DOB~ 12/06/1912 
ADM. DATE: ll/16/2007 
DISCHARGE DATE: 11/24/2007 

1.acllll; IFLuw, B=f!ich, OoCrilicd, ~Abaor!lW. tt=FOO!IIole, ~corm:ted. @-~ve O.to 
AQIOSIIporlblmcd.ct.cpcySIImonCI=kl:!aopi11111111=ctllennoa~. 

Print Dau:/Tlllle< 6/S/2008 IO:SS:38 AM Patiellt Name: PLOWMAN, KATHERINE 
I'ageS5of62 000085 

STEVENSON, RN 
lnv.00107 
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>tlent: 
.ii.N: 

Flu N un:lber: 
DOB: 
AttendlJI!z:: 
PriiiW'Y Care: 

DocumeDl Name: 
EatryDak: 

Legacy Salmon Creek Hospital 
2211 NE 139TH ST 

VANCOUVER, W A 98686 
PLOWMA.IIi!, K..\.THERINE Locat!or.: SC 5D 54>'D 01 
9S0033-77-ll Date: 11/lli./2007. 11/24/:!007 

12106/1912 Age: 95 years Sex: Female 
Hu, Meituck 
HatTOun. DOUj:lass V 

Pt Type: (npatie!l.t 

Veritted Dr. 
Verified Date/Time: 

Discharae Summary 
1112412007 14: I 5:00 
Hu,Mci'tuct. 
1210412007 l 0: II :22 

Doaunenl Status: 
Trlllscribed By: 
Tnacribcfl Dale!fime: 

STODIES 

Alllh {Verit"Jed) 
Cantribulcr_system, sew 
ll/24/2007 l S:21: 11 

1. Ultrasound of the right hip showing nc fluid collection. T~ere was 
looseninq of multiplA screws in the acetabular component of t!:te total hip 
prosthesis. 
2. Bilateral lower extremity ultrasound showing no deep vein thrombosis. 
3. R.i.ght hip x-ray sho>ting bilateral total hip arthr.op.lasties. 
4. Abdc:onir.al x-ray showing no ::rea air or obstruction, 

>SPITAL COURSE 
.~fs. Plowman is a 94-year-old wosn"-!l wi1u comes !rom B..:ttcr Options Adult 
Foster ~orne who has had a history of hypertension and d~~entia. She was 
admitted on November 16, 2007, with complaints of fever and abdominal pain. 
Please see the history and physical for full detai~s. rne patient was found 
to be very con~tipated accounting for t~e abdomina~ pain. 

She was illso fo\:.l\d to nave cellulitis of her rig-ht 1 ower ext.remity and 
poasiblc cell.uli tis in the righ"t groin a.nd paJ vic reg; on. She wa:; 11tarted 
on vancomycin. She did have ·improvement in her right lower eKtremity 
cellulitis; however, she developed worsening er~hema and swelling in the 
inguinal region. Because there were concerns for ~ournier qanqrene because 
it was in the distribution of Scarpa fascia, general surgery h~B consulted. 
They felt that it was cellulitis that required no surgical intervention. 
Rowever, the erythema worsened and infectious disease was then consulted .. 
It was difficult to determine the cause of this erythe~a and swelling as it 
was in the distribution of the incontinence pad. It also could have been a 
drug reaction to the vancomycitl; however, it was only on th.e righ.t side 

For. the lower cellulitis, the vancomycin was then discontinued a~ter 7 
daye. By the eighth day, her. rash in the inguinal region had almost 
completely resolved. 

Initially. there was also a concern that there may be involvement of the 
right hip given her history o! total hip replacement. 1\n x-ray was obtained 
showinq an intact joint. However, it was noted have multiple loose screws 
in the acetabular portion. The right hip was also aspirated under 

.[&smt L-tow, H-lfiah. Ooerilicll. ··~ .. ~. ~ @-l!mlpmlve Oou 
All tom pe:ii>tnled 11 Legacy Saimo• Cnd< Hospilal unre.. Cllhortrioe ....,;r.a:t.. 

Prim Dafelf:ime: 615/2008 10:5:5:38 AM Patient Name: PLOWMA."'!, KAT!IERINE 
Page 56 af62 00008G 

STEVENSON, RN 
lnv.00108 
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Legacy Salmon Creek HospitaJ 
22111\:'E 139TH ST 

VANCOUVER, WA 98686 
"1tient: PLOWMAN, KATH.ERINF. Location: SC SD 5490 Ol 
~: 950033-77-21 Date: 11116!2007 11124/2007 

.Fin Number. 
DOB: 
Attell.dl~: 
Primary Care: 

l>cJelliJleDf Naroe: 
Eo!ryDail!: 
Verified By: 

12./%11912 Aae: 9S )'eaJ:S Se.r: Female 
Hu,Meituck 
Harrollll, Douglsss V 

D~ Sulru!IJII'"_; 
I 112412007 14:15:00 
Hu.Melnlck: 

VerifiL'tl Date/Time: 1210412007 10:11:22 
Auth {Verified) 
ContributOr system, sew 
ll/2412007l5:2l:ll 

Docul!'lellt Statur. 
Tr8DACrllted By: 
T1"81111Clibecl Date/Ti.lll.e: 

Pt Type: !npatient 

~luoroscopy to ru~e out any infec~io~ or hemorrhagic f~sion. o~~hcpedics 
was also curbsided and they suggested outpatient followup for possible 
repair of the lcose screws. 

The patient was vis~ted on Novemoer 23, 2007, by r.er caseworker who sta~ad 
r.hat t.h~ patJ.Ant h;oad ceen turned down by phy&ic-:a1 th!lrapy at theSr facility 
several tiMes and that she is unable to walk. She has been wheelchair bound 
for several mon~hs. Xer facility is equipped for physical hand~caps and she 

·es have a Hoyer lift in her room. 

Dementia wi.th deliriUlll. The patient was al:o~o noted to be al)itated several 
nights in a row. She was given Haldol as needed and then was star~ed on 
Sercquel 25 mg: however, this caused L~creased oversedation. This was then 
decreased to 12.5 ~g. On the day of discharge, she was easily arousable and 
was no longer oversedated. 

DISCHARGE INSTRUCTIONS 
The patient is to follow up with her primary care doctor, Dr. Grudzien, 
soma time next week. She should also follow up with her previous orthopedic 
surgeon for possible repair of the loose screws. 

DISCHARGE MEDICATIONS 
The 2 new medicines we have put her on are: 
1. Seroquel 12.5 mg p.o. nightly. 
2. Enox:aparin 40 mg subcutaneously daily. 
3. She can resume her outpatient mediCAtions which an;: 
A. Prilosec 20 mg p.o. daily. 
B. Ramipril 10 mq p.o. d&ily. 
c. Zyprexa 2.5 mg p.o. nightly p.r.n. 
D. Cilostazol 100 mg p.o. b.i.d. 
E. Lutein 20 mq p.o. daily. 
F". llmlod)p.i.ne JO mg p.o. daily. 
G. Metoprolol 25 mg p.o. b.i.d. 
H. Vicodin at niqh~ as needed. 
I .. Lidex cream as needed. 

~.&ira~:. L•l.oW, lt-!Iicb,c-cridcal, *-Ab.....W, il-f'00111Ctl:, .-omc1<ll!. @-llllcrprotivellota 
All uw pedimDed at Lopcy s.u- Cnoook Ito~ untos. _..., !IJIOCiliod. 

PrintDs.tc/Time: 6/512008 10:5:5:38 AM Patft:m Name: PLOWMAN, .KATHERINE 
Page 57 of62 
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AGING AND ADULT SERVICES ADMINISTRATION 
5411 E Mill Plain Blvd, Suite 25, Vancouver, WA 98661 

Statement of Deficiencies/ License #: 64503 Completion Da.tl: 

Ple.,."l af Corre::.icn BETIER OPTIONS FOR ELDER CARE December 6, 2007 

Page I of 4 

An unan.nounced complaint investigation was conducted on 1213/2007 at BETTER OPTIONS 
FOR ELDER CARE, an adult family home licensed to STEVENSON GROUP INC, 15214 NE 
25TH CIR, VANCOUVER, WA 98684. 0 of 0 current residents and 0 former residents were 
selected for review. 

This document references the following: 
Complaint Number 0711271 07 

Licensors I Team members: 
Shavvn Swanstrom, RNt BSN1 Licensor 

From: 

DSHS, Aging and Disability Services Administration 
Residential Care Services, Region 6, Unit A 
5411 E Mill Plain Blvd 
Vancouver, WA 98661 

An acceptable written Plan of Correction (POC) for each deficiency cited must be submitted 
within 10 calendar days. Enforcement action may be recommended dependent upon the scope 
and severity of deficiencies cited in this reporl The licensee may question cited deficiencies and 
enforcement actions if initiated through the State's informal dispute resolution process. Further, 
findings are discloseable to the public. 

Res1dent1a.l Care Services 

Licensee (or Representative) 

E:lO/LlO® li\lll-NOSl3H81H~ 

I Date 

/e?lr;-a lo ~. 
Date 

fD)E~!E~V!E fQ 
lfU JAN 0 7 2008 li:J} 

OSHS AASA 
Residential Care Services 



.. 
Statement of Deficiencies/ 

Plan of Co~c:tion 

Page 2 of 4 

License#: 64503 

BETTER OPTIONS FOR ELDER CARE 

WAC 388-76-620 l'rovision of services' and care. 

Cotnpletion Date 

Decembe< 6, 2007 

(1) The provider shall ensure that the resident receives necessary services a.od care to promote 
the most appropriate level of physical, men~~ and psychosocial well-being consistent with 
resident choice. 

This requirement was not met as evidenced by: 
Based on obset:Vation, interview and record review, the provider failed to ensure 1 of 1 resident 
(#1) received necessary serv-ices (an injectable medication) as ordered by her physician. This 
failure put the resident at a high risk for medical complications. 

On 12/3/07, Resident# 1 stated she had just been in the hospital. She was unable to state why 
she had gone to the hospital, but did state she had been sick. 

Resident record review revealed Resident # 1 had been originally admitted to the home on 
513105 with a diagnoses of non- insulin dependent diabetes, a history of peripheral vascular 
disease, and a history of strokes resulting in right sided weakness. Resident history revealed the 
resident also had a left below the knee amputation ·related to her diabetes, cellulitis, and 
peripheral vascular disease. 

A recent hospital discharge instruction summary dated 11124/07 was found in the resident 
record. Resident #1 had been admitted to the hospital on 11116/07 for abdominal pain and fever. 
On 11124/07, the resident was discharged back to the adult family home. The resident had a past 
right hip replacement with some hard'Y'IU'e (a screw) loose in the hip. New medication orders 
sent to the adult family home on 11/24/07 included: 

1. Enoxaparin (Lovenox) 40 mg subcutaneous daily. An injectable medication used to help 
blood from clotting as fast. Used at times for residents as a presentation measure to stop deep 
vein thrombosis (blood clots). 

2. Seroquel 12.5 mg every evening for restlessness. An anti-psychotic medication used to help 
with behaviors or delusions. 

Caregiver A stated on 1213/07 she was the caregiver on duty at the time ofResident #1 's 
readmission to the adult family home on 11/24/07. She stated the provider, a registered nurse, 
was aware ofthe residents return and aware of the new medication orders, including daily 
injections. 

Enoxaparin 40 mg SQ daily w~~:s placed on the November 2007 medication record as of 
November 26, 2007. The medication was not signed as administered for November 26- 30, 
2007. The December 2007 medication administration record revealed Enoxaparin 40 mg S Q had 
been added. The medication had not been signed as administered as given on December 1st & 
2nd. The medication had been signed for as given on December 3, 2007 by the Registered Nurse 
provider. 

On 12/3/07, the medication supply for Resident# 1 revealed a box ofEnoxaps.rin 40 mg pre
filled injections dated ll/26/07. Thirty doses were filled on ll/26/07- 29 dosed were still 
available on 12/3/07. · 

E:t:0/8~0 121 h\'9'1-NDS13H:JliW 
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Statement ofDc:ficiencies/ 

Pll!.ll of Correction 
?age 3 of 4 

License #; 64.503 

BEITER OPTlONS FOR ELDER CARE 
Completion D~tte 

December 6, 2007 

The provider was interviewed on 12/3/07 and stated she was aware of the new injectable 
medication order for :Resident #l on 11/24/07 (late Saturday afternoon). She stated Resident# 1 
had been on Cournad.in (an oral medication used to help blood from clotting as fast) in the past 
and wanted to verify with the physician to start the medication Enoxaparin. She stated she had 
attempted to call the physician multiple times, but was unable to make contact., so she started the 
medication on December 3, 2007. 

Resident record reviewed showed no documentation the provider bad attempted to contact the 
physician or notified the physician she had not adminiStered the medication Enoxaparin. Tbe 
provider statea she had not contacted that physician to review the Enoxaparin orders. 

The pl'ovidet was re-interviewed on the afternoon of 12/3/07 and stated she bad ooota.cted 
Resident #1 's physician and reported she had not given the Enoxaparin injections as ordered. 

On 12/6/07, the adult fanilly borne was called and the caregiver on duty stated the provider had 
been in on· December 4, 5 & 6tb to give the Enoxaparin injection. 

This is a repeat citation from 6/21107 

, l(tkhfOUttt,~ 
I f7 _;' · · ~-1Nt2/.ft$ 

fo£-plmc?aOt;l-alz . .I tulfl 6e wpa ab':Ue folh --/}r1'1f 7tua p 

WAC 388-76~76515 What fire safety and emergency req~~qa fhe provider have · 
in the home? 
(8) Portable oil, gas, kerosene, and electric space heaters must not be used in the home except in 
the case of a power outage and the portable space heater is the home's only safe source of heat. 

This requirement was not met as evidenced by: 
Based on observation and interview~ the provider failed to ensure portable space heaters were 
not used in the home. This failure put all residents at risk for harm. 

During the full inspection on 6/21/07, a space heater was observed plugged into an electrical 
outlet of a resident's bedroom; a citation was written. During the follow-up visit on 9/14/07, the 
space heated had been removed and. the citation corrected. 

During a compliant investigation on 12/3/07, two space heaters were observed plugged into 
electrical outlets in two resident rooms (Resident #1, & #2). Both space heaters were on and 
blowing warm a.ir. 

Resident# 1 was sitting up in her wheelchair on 12/3/07. The resident was noted to have a left 
below the t..nee amputation. When interviewed., Caregiver A sta.ted the resident needed to be 
transferred via a Hoyer lift (mechanicalllft) from a bed to the chair and would need extensive 

E:Z0/8~0~ 
H,lfl- HOS l3H::lll I'! 
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Stu:ement of Deficiencies/ 

Plan ofCcrrection 

Page 4 of 4 

License#: 64503 

BETTER OPTIONS' FOR ELDER CARE 

assistance to evacuate frorn the home. · 

Completion Dar.e 
December 6, 2007 

Resident#. 2 was sitting in her room on 12/3/07. She stated she was nearly blind and during an 
emergency, would need, "A lot of help" to get out of her room. 

This is a repeat citation from 6/21107 

E:Z:0/02:0 lei 81'Q'l-NOS13HJlHI 
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1 

DEPARTMENT OF HEALTH ADJUDICATIVE SERVICE UNIT 
Direct, Witness- September 24, 2010 

A. I am a physician. Specifically I am 

2 what's called hospitalist. 

3 

4 

Q. 

A. 

And where do you work? 

I work at the Legacy Salmon Creek 

5 Hospital, up at the Vancouver, Washington. 

6 Q. 

7 A. 

8 fourth. 

9 Q. 

And how long have you worked there? 

This is my third year, going on my 

And for those of us who aren't members of 

10 the medical profession, what does a hospitalist do? 

11 A. Well, so I am basically an internal 

12 medicine doctor, and I am similar to your primary care 

13 physician, who is usually also an intern -- internal 

14 medicine doctor. So nowadays the practice of medicine 

15 is such that if you get admitted to the hospital, your 

16 primary care physician usually does not follow you in 

17 the hospital, so I would be the surrogate doctor in 

18 the meantime. So I would be in charge of her total 

19 care, and then when she's ready to be discharged, I 

20 would discharge her back to the care of her primary 

21 care physician. 

22 Q. So you take on the role of caring for 

23 patients when they're in the hospital? 

24 

25 

A. 

Q. 

Exactly. 

As a preliminary matter, did you receive 

Page 28 
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1 

DEPARTMENT OF HEALTH ADJUDICATIVE SERVICE UNIT 
Direct, Witness- September 24, 2010 

Q. And so it looks like we•re looking at 

2 some more orders. 

3 

4 

5 

6 

A. 

Q. 

A. 

Q. 

Right. 

And the second one down --

That•s my order. 

And is that -- so that•s the order you 

7 wrote in your discharge instructions? 

8 A. Yes. I wrote for 30-day supply, and I 

9 had her obtain refills from the primary care because I 

10 wanted the primary care to follow her by that point 

11 and reassess whether she still needs this enoxaprin. 

12 Q. When you ordered this medication, were 

13 you aware that Patient A had previously been admitted 

14 to the hospital in August for bleeding in her eye? 

15 A. Actually, at that time I didn•t realize 

16 that she had bleed in her eye. 

17 Q. If you had known that, would you have 

18 changed your order? 

19 A. I actually would not have changed her 

20 order, because if -- and I don•t have it to refer to, 

21 but if you look back at her previous hospitalization 

22 in August for the bleed, she had had a large bleed in 

23 the eye, causing visual loss, and when you look back 

24 at what had happened, it was actually that at that 

25 time she was on Coumadin, and the Coumadin wasn•t --

Page 40 
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DEPARTMENT OF HEALTH ADJUDICATIVE SERVICE UNIT 
Direct, Witness- September 24, 2010 

1 say, "Hey, Dr. Hu, I have a" -- "I have a concern 

2 about this medication"? 

3 A. Then we discuss it, we review the chart, 

4 and we address it. 

5 Q. And have you ever been contacted by 

6 someone who has maybe left the hospital so is no 

7 longer in the hospital or under the care of one of 

8 your nurses but maybe under the care of a different 

9 nurse? Have you ever had anyone contact you about 

10 concerns with an order in that situation? 

11 A. Yes, this actually happens all the time, 

12 and if we discharge a patient and the patient has 

13 already been followed by their primary care, then we 

14 defer back to the primary care. However, if the 

15 patient is discharged and they have not yet had a 

16 chance to see their primary care, we we always take 

17 the call and we address the issue at that point. 

18 And it's an understanding among all the 

19 hospitalists in our group that we do this cross-cover. 

20 So it doesn't matter who had discharged the patient 

21 and who had seen the patient. The physician that is 

22 on would take this call and go up to the chart and 

23 address it. 

24 Q. And how many hours a day is there a 

2S physician on call at your hospital? 

Page 43 
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DEPARTMENT OF HEALTH ADJUDICATIVE SERVICE UNIT 
Direct, Witness- September 24, 2010 

DIRECT EXAMINATION 

MR. MITCHELSON: 

Page 190 

3 Q. I'm going to address you as Faia, because 

4 that's what I know you as, but would you give a full 

5 spelling for the court reporter. 

6 

7 

8 

9 

10 

11 

A. 

Q. 

A. 

Q. 

A. 

Q. 

12 background. 

Yeah, my name is Faia Stevenson. 

Your full name, please. 

Fairuza Stevenson. 

Okay. Would you spell it, please. 

F-a-i-r-u-z-a, S-t-e-v-e-n-s-o-n. 

Tell me about your medical training and 

13 A. Well, I graduated from Clark College in 

14 2000 in year 2000 with A.A. in nursing, and then I 

15 started my bachelor degree in Washington State 

16 University, I finished it in 2009, was admitted to 

17 graduate school in 2009. 

18 

19 

20 

21 

Q. 

A. 

Q. 

A. 

Are you going to graduate school now? 

I'm taking a break now. 

Okay. 

I finished a couple semesters and I'm 

22 taking a break. 

23 

24 

Q. How much more do you need --

Well, does graduate school confer on you 

25 a master's at some point? Is that what you mean? 
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