
Houston, Texas 

November    2009







Via Fax: 512-305-7401
Enforcement Department
Texas Board of Nursing
333 Guadalupe Street, Ste 3-460
Austin, TX 78701
Re:  Thomas xxx, RN
Dear Ms. XXX:

Please accept this as an initial response on behalf of Thomas XXX RN with regards to the allegations noted in the correspondence from you dated Juxx, 2009. I am faxing this and Mr. xxx’s statement to you, with hard copy and other documents including a letter from Mr. xxx’s attending physician during that July admission, reference letters, and current resume to follow on November  2009 via US Mail.

The allegation made by YYY Medical Center that Mr. Thomas exceeded his scope of practice and self administered insulin and normal saline is totally misleading, taken out of context and simply wrong. First and foremost, Mr. Thomas was a patient, a patient who was quite ill, sedated, and in need of nursing care and attention.

I would direct your attention to the statement attached here outlining the incidents that occurred on that unit during that evening and night. As you can see from the narrative of events, after repeated requests directed to his nurse, Mr. Thomas did not receive the hydration intervention that he knew he needed. He never ordered anyone or directed anyone to hang an IV bag, the only action taken by him was to request his nurse to keep the fluids running at a keep open rate while she, Ms. Smith would get the order from the physician in the morning since she had failed to do so several times during the night.

Certainly, Mr. Thomas was a sophisticated patient, one that possessed knowledge of physiology, necessary nursing intervention, and of course, knowledge of his own health history and needs. How many times have we, as persons with experience in health care, advised persons that if they go into the hospital, they should have a person with them who can advocate for them if necessary? I know I have said that on countless occasions, with good reason.

As time passed, Mr. Thomas knew he was becoming more and more dehydrated, and needed fluids. He requested that his nurse call his physician for hydration orders on several occasions, to no avail. I am confident that there is not one member of the Board, nurse or not, who, if situated as Mr. Thomas, would not have done exactly the same thing. To be a patient is a very dependent role. When a person is in that role, he/she is one who has virtually no power and is dependent upon the nursing staff to assess and deliver care and interventions needed to maintain health, or at least to prevent decline. During this particular time, this was not happening for Mr. Thomas, and he knew it. 

With regards to the administration of insulin, this did not happen, as explained in Mr. Thomas’  narrative.

The Texas Board of  Nursing is mandated to protect the public from unsafe nursing practice. We respect and appreciate the difficult responsibility that entails. We confidently hope that the Board will review these statements and the documentation to follow on November , and find that Mr. Thomas is in fact the type of nurse we all hope to have at our bedside should we find ourselves in the unfortunate position of being a patient. We hope that the Board will dismiss this case with no further action.

Mr. Thomas understands that it is not the purview of the Board to advocate for nursing, however, in this instance, both he and I hope that the Board will undertake to initiate an investigation into the lapses in care that occurred on that night by the persons who were obliged by the Texas Nursing Practice Act to deliver nursing care to Mr. Thomas, and into the actions of the supervisory nurses who turned a blind eye to less than adequate care, but sought to complete what can only be called a hatchet job on a nurse who has steadfastly shown excellence and caring in the fulfillment of his responsibilities as a Registered Nurse.

Both Mr. Thomas and I look forward to the Board’s response.








Respectfully,
cc w/attachments
Mr Thomas

