
ARIZONA STATE BOARD OF NURSING
4747 North 7th Street, Suite 200
Phoenix, Arizona  85014-3655

602-771-7800

IN THE MATTER OF THE REGISTERED
NURSE LICENSE NO. RN137552
ISSUED TO:

AMANDA LUCIA TRUJILLO
 RESPONDENT

NOTICE OF CHARGES

CASE NO. 1104073

 The Arizona State Board of Nursing (“Board”) has sufficient evidence of the conduct described 

in the factual allegations that, if not rebutted or explained, justifies disciplinary action pursuant to 

A.R.S. §§ 32-1606, -1663 and -1664.

FACTUAL ALLEGATIONS 

(Legal term for the facts of the case, not actual statement that she is guilty, remember this is legal 

speak, not nurse speak, it’s a whole different language)

 1. Amanda Lucia Trujillo (“Respondent”) holds Board issued registered nurse (“RN”) 

license no. RN137552.

 2. The Board has authority  pursuant to A.R.S. §§ 32-1606, 32-1663, and 32-1664 to 

impose disciplinary sanctions against the holders of nursing licenses for violations of the Nurse 

Practice Act, A.R.S. §§ 32-1601- 1669.

 3. On or about April 26, 2011, the Board received a complaint  from Banner Del E. Webb 

Medical Center (“Banner Del Webb”) alleging that Respondent practiced beyond the scope of her 

license on or about April 14, 2011, by  writing an order without the permission of the patient’s 

physician.  Based upon this information, the Board conducted an investigation. (this isn’t saying that 
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she is guilty. Despite the ramblings of certain bloggers, it is factual because all it states is they 

received a complaint and initiated an investigation, that is what legal documentation is.  )

 4. On or about December 9, 2011, the Board received a copy of an email authored by 

Respondent and sent by Respondent to numerous individuals and circulated on the internet in which 

Respondent identified herself as “MSN, RN, DNSc-NP(s).”  Respondent does not have a DNSc 

(Doctor of Nursing Science) degree and is not licensed as a Nurse Practitioner in Arizona.   Based 

upon this information, the Board conducted an investigation. ( The basic concept here is, don’t give 

anyone any ammunition to use against you.  When your in a legal struggle, every i must  be dotted and 

t crossed, and you have to be VERY careful not to give a reason for them to get their nose under the 

tent flap.  The basic issue here, it it’s always tempting to make yourself more than you are, to add 

credibility to your statements, but in a legal proceeding, it can come back to haunt you. )

 5.  From on or about June, 2005, through on or about August, 2010, Respondent was 

employed as a RN at Mayo Clinic Hospital (“Mayo Clinic”) in Phoenix, Arizona.  

 6. On or about June 14, 2009, Mayo Clinic received a written complaint from patient D.H. 

alleging that on or about June 7, 2009, between 8:30 a.m. and 12:00 p.m., Respondent caused emotional 

distress to patient D.H. by refusing to give patient D.H. her inhaler despite patient  D.H.’s repeated 

requests.  On or about January  13, 2012, Respondent admitted to Board staff during interview that 

Respondent did not give patient D.H. her inhaler for approximately 2.5 hours because Respondent felt 

that she had “other critical situations” to address. (She may have had other critical situations, but 2.5 

hours is bit long.  It  would be interesting to see the supporting documentation for this.  Patients concept 
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of timelines are notoriously  wrong.  But then I read that Amanda admitted to not giving pt  inhaler for 

2.5 hours.  Amanda had been a nurse for a few years not a new grad.  Time management and critical 

thinking skills should be pretty well developed.  The length of time it takes to give a patient  their 

inhaler wasn’t very  long the last time I checked.  The clinical ramifications of this are unknown.  We all 

know patients who need a valium and not an inhaler, but it begins to sow a pattern that can be used to 

question her skills.)

 7. On or about September 21, 2009, while employed as a RN at Mayo Clinic, Respondent 

self-reported acting outside her scope of practice by removing an indwelling urinary  Foley catheter 

from a male urology  patient at the patient’s request without a physician’s order, and without consulting 

a physician or nursing supervisor.  Respondent’s actions resulted in the urology physician having to re-

insert the patient’s indwelling urinary  Foley catheter thereby delaying the patient’s discharge from 

Mayo Clinic.  (Self reporting, that’s a good thing.  Guys, self reporting is in general always a good 

thing.  Now admitting you knocked off a patient without an attorney standing next you is probably bad, 

but when we make mistakes, you admit, and move on, making sure to learn from your mistake.  There 

are so many  reasons why I can imagine he  foley being removed.  I don’t think any nurse who’s honest 

wont agree that in some part of their career, they  did something because they were busy, remembered 

something wrong, jumped the gun on something, whatever, that turned out to be a bad choice.  But it 

may be clinically significant, depending on why the patient had the foley placed.)

 8. On or about February  9, 2010, while employed as a RN at Mayo Clinic, Respondent 

came to a non-work related meeting wearing white scrubs and stopped in a patient’s room to socially 
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say hello to the patient whom she had recently cared for.  After being with the patient for an hour, 

Respondent came out of the patient’s room and stated that she had spent the time “educating the 

patient” despite the fact that Respondent was not on-duty and not assigned to the patient.  On or about 

January 13, 2012, Respondent admitted to Board staff that she did visit  the patient on her day off and 

answered many  of the patient’s questions because she felt she “could not  ignore the questions,” but 

Respondent denied “educating” the patient.  (Couldn’t  ignore the questions but didn’t educate? I’m 

confused on this one.  But did she chart that she answered the patient’s questions.  I”m guessing she she 

didn’t because she was off duty.  Again in this case it goes to the professionalism thing.)

 9. On or about April 23, 2010, while employed as a RN at Mayo Clinic, Respondent 

ordered a cheeseburger and fries for a cardiac diet patient contrary to physician’s orders and without an 

order from the attending physician while employed as a RN at Mayo Clinic.  On or about January 13, 

2012, Respondent claimed during an interview with Board staff that Respondent obtained a verbal 

order from a Physician Assistant for the cheeseburger and fries, and that the Physician Assistant forgot 

to enter the order. (This one is pretty  bogus.  I’m sure we’ve all given the patient what they want and 

not what they need.  Sometimes that is good nursing care.  Now not documenting the consultation with 

the PA and the reasoning for it is an issue.  Have to remember that sometimes documentation is to 

protect our butts as well as document patient care)

 10. On or about August 10, 2010, Mayo Clinic placed Respondent on a corrective action 

plan to monitor Respondent for critical thinking, organization, work processes, timely response to 

requests and orders, and appropriate completion of orders.  Mayo Clinic also advised Respondent that 
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she would need to work three shifts under the supervision of a preceptor before being allowed to work 

independently with patients.  Respondent thereafter resigned her RN position at Mayo Clinic on or 

about August  11, 2010.   Respondent is not eligible for rehire at Mayo Clinic.  (Hopefully there is good 

documentation to support this, one way or another.  All to often though managers don’t document well 

enough.  Although in right to work states, it’s easy  to fire someone, it’s no excuse not  to keep good 

documentation, for everyone’s benefit.  Another reason to keep copies of EVERYTHING.)

 11. In Respondent’s August 11, 2010, resignation email to Mayo Clinic, Respondent 

identified herself as “Amanda Lucia Trujillo, MSN, RN, DACNP-S” when Respondent had not 

graduated with a “DACNP degree,” was not studying for a “DACNP degree,” and was not licensed as a 

Nurse Practitioner in Arizona.   (This shows ego only.  This whole signature block thing is stupid. If it 

happened one I could buy  off on it, but twice, and as part of an official document.  That does raise 

questions in my mind as to her state of mind.  Pure speculation on my part  is that she was thumbing her 

nose at May Clinic)

 12. On or about January 13, 2012, Respondent stated to Board staff that Respondent 

resigned from Mayo Clinic on or about August 10, 2010, because Respondent felt  that she “was not 

safe anymore” and had “lost her edge” due to what Respondent described as a “medical 

condition.”  (That was just stupidity on her part.  You NEVER put anything like that down on paper.  A 

learning point for everyone.  Be careful what  you say, it WILL be used against you sometime.  Was not 

safe anymore?  Then who gets to decide when she’s safe again?  Should this have been an “impaired 

nurse” situation?)
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 13. On or about  July, 2010, through September, 2010, Respondent was employed as a RN at 

Valley Home Care in Phoenix, Arizona. 

 14. It is the standard of care for a licensed RN to delineate and maintain boundaries that 

establish appropriate limits and parameters of a professional relationship.  It is also the standard of care 

for a licensed RN to maintain a patient’s privacy  and confidentiality.  Respondent fell below the 

standard of care while employed as a RN at Valley  Home Care in Phoenix, Arizona, when Respondent 

repeatedly took her 14 year old daughter and her adult brother with her on home health visits, and left 

her family members “in the car” while Respondent conducted the home health visits.  On or about 

January 13, 2012, Respondent admitted to Board staff that she took her daughter and brother with her 

on home health visits and further admitted that on at  least one occasion, Respondent’s brother knocked 

on the patient’s door asking to use the bathroom while Respondent was conducting the home health 

visit.  (Now this one I agree is pretty  bogus by itself.  How many of us have had to bring a kid to work 

and “hide” them because someone got sick, babysitter didn’t show or whatever.  It is bad form for them 

to go into patient’s house though.  It is a privacy violation.  HIPPA and all that.)

 15. On or about September 1, 2010, through November 1, 2010, Respondent was employed 

as a RN at Mountain Vista Medical Center (“Mountain Vista”) in Mesa, Arizona. (2 months?  Ouch, 

again this is administrative law and this one will hurt her.)

 16. On or about October 25, 2010, Respondent’s nursing supervisor at Mountain Vista  

issued a corrective action to Respondent  for disruptive behavior during computer class, challenging 

processes such as physician rounding in a loud and inappropriate manner, verbally  challenging or 
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attacking other staff and narcotic discrepancies involving Temazepam and Percocet.  Respondent 

submitted her voluntary resignation to Mountain Vista on or about November 8, 2010.  Respondent is 

not eligible for rehire at Mountain Vista.  (I wonder what the corrective action was?  I guess in this one 

it’s the verbiage of attacking other staff members and then the controlled substance discrepancy that 

bothers me.  In the licensing hearing, this could be used to question her state of mind.  I would like to 

see the documentation on the controlled substance discrepancy.  I”m hoping it was just a took 

something out under the wrong pt or something like that.)

 17. The standard of care of a licensed RN requires the RN to use accurate academic and 

professional credentials when identifying him or herself to ensure credibility and competence to the 

consumers of nursing care.  Respondent fell below the standard of care on or about November 8, 2010, 

when Respondent submitted a November 8, 2010, resignation letter to Mountain Vista in which 

Respondent identified herself as “Amanda Lucia Trujillo, MSN, RN, DACNP-S” when Respondent had 

not graduated with a “DACNP degree,” was not studying for a “DACNP degree,” and was not licensed 

as a Nurse Practitioner in Arizona. (Again, just stupid, I’ve stated my thoughts on this already)

 18. From on or about November 29, 2010, until May 21, 2011, Respondent was employed as 

a RN at Banner Del Webb in Sun City West, Arizona.  (Employed 6 months at Banner Del Webb)

 19. On or about February 23, 2011, while employed as a RN at Banner Del Webb, 

Respondent failed to appropriately respond or assist  patient B.M. with a feeding tube insertion site 

dressing change telling patient B.M. to “deal with the dressing himself.”  The resource nurse, who was 

not assigned to patient B.M., responded to patient  B.M.’s requests for assistance and found patient B.M. 
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crying and complaining of burning and pain at the insertion site.  The resource nurse medicated patient 

B.M. for pain, assisted patient B.M. back to bed, cleaned the insertion site, and applied a new dressing.  

Respondent denies these allegations. ( This one is pretty  self explanatory.  It would be interesting to see 

what part of the allegation she is denying.  The whole thing or only part of it.)

 20. On or about March 15, 2011, while employed as a RN at Banner Del Webb, Respondent 

suggested calling a false code on patient M.S., who was not  in cardiac or respiratory arrest, so that 

Respondent could administer anti-arrhythmic medications (Adenosine and Amiodarone) pursuant to 

Advanced Cardiac Life Support guidelines without a physician’s order.  When the Rapid Response 

team and other staff intervened on patient M.A.’s behalf and refused to allow Respondent to administer 

either Adenosine or Amiodarone to patient M.A. without a physician’s order or a physician present in 

the room, Respondent became angry and left patient M.A.’s room, leaving patient M.A. scared, crying 

and hooked up  to the EKG monitor on the defibrillator on the crash cart. (Say what?  If this one is 

correct, then she have been turned into the BON for this one. This one will be harder to defend if true.  

RRT and other staff means it was more than a simple one on one disagreement on care.  This is serious 

stuff there people.  If this is true, then why wasn’t she turned into the BON then?)

 21. It is the standard of care of a licensed RN to plan and provide patient education based on 

the patient’s learning needs and establish an environment conducive to the patient’s emotional and 

physical well-being as well as to the patient’s learning needs.  Respondent fell below the standard of 

care on or about April 13 and 14, 2011, when Respondent failed to appropriately assess patient D.F.’s 

emotional and physical readiness to learn, failed to appropriately assess patient D.F.’s post-operative 
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learning needs, and further failed to implement an appropriate teaching strategy for patient D.F. causing 

patient D.F. to become overwhelmed and experience distress, confusion, and anxiety.  Specifically, 

patient D.F. was a 56 year old patient admitted to Banner Del Webb on or about April 7, 2011, after she 

fell at home and sustained a head laceration and fractured her left hip.  Although the April 7, 2011, 

admitting History and Physical stated that a liver transplant was a possible option, several physician 

progress notes stated that patient D.F. would need to postpone a liver transplant evaluation until after 

her discharge.  Despite the fact that patient D.F. was not scheduled for a liver transplant surgery, had not 

been evaluated for a liver transplant, was not on the liver transplant list, and was recovering from a 

serious fall and fractured hip, Respondent provided patient D.F. with approximately 305 pages of 

written information including 172 pages of written information about liver transplants in the middle of 

the night (between approximately 1:00 a.m. and 3:00 a.m.) and told patient D.F. that if she got a liver 

transplant, patient D.F. would “have to wear a mask all of the time after the transplant anytime you are 

in public,” and “the transplant people will ask you things and hound you and hound you and you won’t 

be able to live alone anymore.”  Additionally, Respondent initiated a conversation about hospice with 

patient D.F. after Respondent medicated patient D.F. with intravenous Morphine and assessed patient 

D.F. as being “sad and somber” with poor eye contact and a psychosocial status as “not within defined 

limits.”  While patient D.F. was under the under the influence of narcotics, recovering from hip surgery, 

and exhibiting abnormal psychosocial status, Respondent engaged in “teaching” for approximately 90 

minutes and suggested that Respondent consider hospice and gave Respondent written information 

from a local hospice agency (Hospice of the Valley). (This is the primary complaint.  Now what I 
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question is the significant difference in the reported patient presentation in the complaint vs Amanda’s 

presentations.  This is what brought those of us to question the blind support of Amanda.  We had only 

heard one side of the story, and that side was very one sided.  It didn’t adequately portray the patient.  

This one will either be easy to defend or it will bury her. When you look at the documentation as a 

whole, the progress notes, the order sets, and other nurse’s notes, the whole picture of the patient should 

be clear.  Although I’m sure there will be people who will say that the documentation was cooked to 

make her look bad, I have a hard time believing that.  It’s not like in the old days were those things did 

happen to protect from malpractice, it was easy to make a page of charting disapear and have med lists 

reprinted.  There are to many people involved, and it would be hard to keep the story from unraveling 

and with computerized charting, it’s hard to cover your tracks that well.  .  Although the intent may 

have been good,   175 pages of documentation at that hour of the morning is a bit of overkill.  I could 

easily make a case that this was in fact BAD nursing care and not good care.  By itself grounds for 

dismissal, yeah it is, but from experience a single episode like this wouldn’t be enough for me as CNO 

to fire.  Implement corrective action yes, but terminate employment no, not by itself.  However as part 

of a whole personal package, add to it the previous counts and yup, ground to fire.  Not so much wither 

she did anything wrong or not but you don’t have personal working for you, who you can’t depend on 

towing the company line. It’s not a conspiracy, it’s the way things are in the human resource employer/

employee world)

22. On or about April 14, 2011, at or around 5:12 a.m., Respondent practiced outside her 

scope when she ordered a “case management social service consult” for patient D.F. requesting a 
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“home hospice evaluation.”  Respondent documented that the ordering physician was Dr. Pedro R. 

Rodriguez.  On or about January 13, 2012, Respondent admitted to Board staff during interview that 

Respondent had not spoken to Dr. Rodriquez or any other physician, and did not have a verbal or 

telephone order from Dr. Rodriquez authorizing a consult order to evaluate patient D.F. for hospice.  

(I’ve heard arguments being tossed around that if this wasn’t legal, the computer wouldn’t allow it.  I’m 

not going to touch the whole “legal” thing.  The point here is that as a Professional we’re supposed to 

be able to tell the difference between legal and illegal activities.  This is what we as nurses are 

constantly trying to get across to people.  We professionals, not technicians.  One of the basic tenants of 

professional nursing is to be recognize right from wrong. Now I haven’t seen the hospital policy on this 

kind of stuff.  I would like to read it.  Ambiguity in policies and procedures is a big issue, and it puts 

nurses at risk.  It puts all of us at risk. If it’s worded in a way that allow for different interpretations, I 

could interpret it one way and someone else another.  The determining body though is the hospital.  It’s 

their policy, they are always right in that regard.  )

 23. On or about January 13, 2012, Board staff disclosed to Respondent and her attorney  the 

names and statements of witnesses related to Respondent’s performance issues at  Banner Del Webb, 

Mountain Vista Medical Center, Valley Home Care and Mayo Clinic Hospital.  After Respondent 

learned the names and statements of the witnesses, on or about January 13, 2012, Respondent left  a 

voicemail for the Director of Nursing at Valley  Home Care threatening to file a defamation lawsuit 

against the Director of Nursing.  
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 24. On or about January 14, 2012, Respondent emailed another witness, a staff nurse at 

Banner Del Webb, threatening to file a defamation lawsuit against that witness.  (This part  scared me. 

Amanda should be glad that this is administrative and criminal. If this was a criminal case, Amanda 

would find herself up on what are now felony charges.  It’s called witness tampering

Title 18, U.S.C., Sec. 1512, makes it a Federal crime or offense for anyone to use intimidation or 
physical force to threaten another person with intent to influence the testimony of a witness in any 
Court proceeding.

A person can be found guilty of that offense only if all of the following facts are proved beyond a 
reasonable doubt: First: That the witness was scheduled to be a witness in court; Second: That the 
person used intimidation/physical force against such witness; and Third: That the person did so 
knowingly and willfully with the intent to influence the testimony of the witness.

To act with intent to "influence" the testimony of a witness means to act for the purpose of getting the 
witness to change or color or shade his or her testimony in some way; but it is not necessary to prove 
that the witness' testimony was, in fact, changed in any way.

It’s also something that I don’t get.  People are so quick to support Amanda, but automatically assume 
the nurse who is a witness is wrong.  Isn’t that a contradiction?  What if we find out that Amanda was 
the aggressor and the witness was the victim here.  Hmm

Well email is hard to delete, and easy to prove the accuracy of, so this one will be easy to prove or 
disprove.)

 25. On or about January 15, 2012, Respondent texted a third witness, another staff nurse at 

Banner Del Webb, threatening to file a defamation lawsuit against that witness.  (Ditto for this one)

26. On or about December 9, 2011, Respondent circulated an email to multiple recipients 

and on the internet in which Respondent identified herself as “Amanda Lucia Trujillo MSN, RN, 

DNSc-NP(s)” when Respondent had not graduated with a DNSc degree, was not studying for a DNSc 

degree, and was not licensed as a Nurse Practitioner in Arizona.  
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27. Respondent failed to respond to an Investigative Questionnaire asking for a full and 

complete explanation of Respondent’s use and/or misuse of the “DACNP-S” and “DNSc-NP(s)” 

credentials. (Can you say “shoot yourself in the foot”?   There are some legal strategies that the attorney 

could be using to set things up for the appeal process.)

 28. Beginning on or about December 9, 2011, and continuing until the present day, 

Respondent has deceived the public by  repeatedly stating in various interviews and written 

correspondence that:

(a) Respondent “specialized” in end of life/palliative care when Respondent has no 
professional nursing experience in hospice or palliative care nursing; (What is the 
meaning of specialization.  For me it means taking some form of ongoing education.  
Not just an interest in.  As a CCRN and CEN, getting ready to take my CTRN, I 
guess I could say I specialize in Trauma/Critical Care. It would be interesting to hear 
what exactly Amanda meant by that.  I ave an interest in travel medicine, and read 
everything I can get my hands on about it, but I say  I specialized in this.  It’s one 
thing to make comments like this in a closed circle, but when you start putting it  out 
to the public, that’s were I draw the line.  The public doesn’t know the difference.  
They don’t know what is meant by comments like that?

(b) Patient D.F. had agreed to get a “major invasive surgery” (i.e. liver transplant) or was 
scheduled for a “major invasive surgery” (i.e. liver transplant) in the immediate 
future when patient D.F. was not scheduled for a liver transplant surgery, had not 
agreed to get liver transplant surgery, had not been evaluated for a liver transplant 
surgery, was not on the liver transplant list, and was not scheduled for any other 
“major invasive surgery” on or about April 13-14, 2011.  (Ok.  I’ve already 
commented on this.  As the trigger that  started this whole fiasco.  It’ s going to be 
hard for Amanda to defend this one,  It’s a double edge sword.  If she’s got 
documentation showing that the medical record was fabricated after the fact, then 
she’ll be guilty of a HIPPA/Privacy/Security breach.  Sucks doesn’t it.  Under 
preponderance of evidence rules,  This alone could have enough weight to bring her 
down.  If the patient wasn’t scheduled for major invasive surgery or anything like 
that, then her whole case is based on a lie.  )
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(c) Patient D.F. asked Respondent about hospice and/or requested a “case management 
consult to visit with hospice” when in fact  the case manager who spoke to patient 
D.F. the following morning stated that it  was the Respondent, not patient D.F., who 
initiated the conversation about hospice.  In addition, patient  D.F. told the 
Respondent’s nursing supervisor that the Respondent “educated” patient D.F. that if 
patient D.F. had a liver transplant, patient D.F. would have to wear a mask “all of the 
time … anytime you are in public” and “the transplant people will hound you and 
hound you and won’t  be able to live alone anymore.”  (Hmm I worked in a surgical 
ICU that did transplants, only time there were masks used was when there was 
infection risk.  I took care of a kidney transplant patient last  week, She didn’t wear a 
mask.  And in all those pictures of Steve Jobs, I don’t ever recall seeing him wear a 
mask.  This could be an example of why  1-3am and drugged isn’t a good time to try 
to “educate” your patient.  Sometimes things you say  can be turned around or miss 
heard.  Maybe she said that there were times the patient would have to wear a mask 
and the only  thing the patient remembered was the mask.  Does the question of pt 
advocacy or questionable critical thinking.)

(d) Patient D.F.’s physician refused to let patient D.F. visit with a hospice representative 
when in fact it was patient D.F. who requested that the case manager cancel the 
hospice consult which the case manager did at patient D.F’s request.  

 ( this is what I don’t get.  The bloggers and FB friends and twitters peeps,  If even one part of this 
is correct, she deceived you.  Why are you taking that out on the people who said, wait a minute, there 
is more to the story when this first broke.  If anything, I’d be angry at Amanda.  It really pisses me off 
then they squelch open discussion.  It’s as if they don’t want people to think.  )

  29. It is the standard of care of a licensed RN to maintain a patient’s privacy and 

confidentiality.  Respondent fell below the standard of care beginning on or about December 9, 2011, 

and continuing through February 2011, when Respondent violated patient D.F.’s privacy and 

confidentiality by  repeatedly posting private and confidential information on social media and the 

internet, as well as disclosing in radio and other interviews, private and confidential information about 

patient D.F. including patient  D.F.’s dates of hospitalization, place of hospitalization, purported 

diagnoses, purported knowledge deficits, purported nursing care, and purported treatment decisions. ( I 

-14-



haven’t had time to look up any case law, but this appears on the surface to be a HIPPA violation.  The 

only cases I have are against organizations.  Based on face value, there appears to be enough 

information for the patient to take action against Amanda.  Have no clue whether it would fly or not, 

would have to ask the attorney that question.  There is a fine and possible jail time in the act for 

individuals?

 30. On or about January  24, 2012, the Board issued an Interim Order requiring Respondent 

to obtain a psychological evaluation at the Board’s expense.  Respondent failed to comply with the 

Interim Order by March 9, 2012, which was 35 days after the date of service of the Interim Order.  

///

///

ALLEGED VIOLATIONS
( Now this is the actual charges and why it’s called alleged.  Again, this is legal speak and not nurse 

speak.)

 1. The conduct and circumstances described in the Findings of Fact constitute violations of 

A.R.S. §§ 32-1663 (D) as defined in 32-1601 (18) (d) (Any conduct or practice that is or might be 

harmful or dangerous to the health of a patient or the public); (h) (Committing an act that deceives, 

defrauds or harms the public); (i) (Failing to comply with a stipulated agreement, consent agreement or 

board order);  and (j) (Violating a rule that is adopted by the Board pursuant to this chapter); (effective 

September 30, 2009); Specifically:

A.A.C. § R4-19-403 (1) (A pattern of failure to maintain minimum standards of acceptable 

and prevailing nurse practice); (effective January 31, 2009).
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A.A.C. § R4-19-403 (2) (Intentionally or negligently causing physical or emotional injury); 

(effective January 31, 2009).

A.A.C. § R4-19-403 (3) (Failing to maintain professional boundaries or engaging in a dual 

relationship  with a patient, resident, or any family member of a patient or resident); (effective 

January 31, 2009).

A.A.C. § R4-19-403 (9) (Failing to take appropriate action to safeguard a patient’s welfare or 

follow policies and procedures of the nurse’s employer designed to safeguard the patient); 

(effective January 31, 2009).

A.A.C. § R4-19-403 (12) (Assuming patient care responsibilities that the nurse lacks the 

education to perform, for which the nurse has failed to maintain nursing competence, or that 

are outside the scope of practice of the nurse); (effective January 31, 2009).

A.A.C. § R4-19-403 (25 a.) (Failing to:  a. Furnish in writing a full and complete explanation 

of a matter reported pursuant to A.R.S. § 32-1664); (effective January 31, 2009).

A.A.C. § R4-19-403 (31) (Practicing in any other manner that gives the Board reasonable 

cause to believe that health of a patient or the public may be harmed); (effective February 2, 

2009).

2. The conduct and circumstances described in the Findings of Fact constitute violations of 

A.R.S. §32-1636(C)(effective May 9, 2002): (Use of titles or abbreviations: D. Only  a person who 

holds a valid and current certificate issued pursuant to this chapter to practice as a registered nurse 

practitioner in this state may use the title “nurse practitioner”, “registered nurse practitioner” or 

“nurse midwife”, if applicable, or use any words or letters to indicate the person is a registered nurse 
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practitioner.  A person who is certified as a registered nurse practitioner shall indicate by title or 

initials the specialty area of certification.)  

 WHEREFORE, the Arizona State Board of Nursing alleges that grounds exist that, if proven, 

would constitute a basis to impose disciplinary sanctions pursuant to A.R.S. §§ 32-1606, 32-1663, 

and 32-1664.

(How many of us have actually  red and understand our nurse practice acts.  There are many jailhouse 

lawyers out  there, that make statements about what  the act says.  There are many myths about our 

nurse practice acts.  Very  few nurses appear to have actually  read and understood the act.  We all have 

developed out understanding of what it is to be a nurse in our community. This understanding may 

come from sources like, TV and Movies, our co-workers experiences, what we see and hear on the 

internet. Unfortunately these may be wrong and it is easy to make mistakes then.  Take the time to 

read your practice act, if you don’t understand what something means, talk to your state nurses 

association, your hospital attorney preferably before something bad happens.

 Pursuant to A.R.S. § 32-1663(F), Respondent may file with the Board a written request for 

hearing within 30 days after service of this Notice of Charges to Vicky Driver, at  Arizona State Board 

of Nursing, 4747 North 7th Street, Suite 200, Phoenix, AZ  85014-3655.  THE BOARD MAY 

CONSIDER RESPONDENT’S FAILURE TO REQUEST A HEARING WITHIN THIS TIME 

AS  RESPONDENT’S ADMISSION BY DEFAULT TO THE ALLEGATIONS STATED IN 

THE NOTICE OF CHARGES.  The Board may then take action pursuant to A.R.S. § 32-1663 (D), 

as defined in A.R.S. § 32-1601 (8) without conducting a hearing.  For answers to questions regarding 
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the Notice of Charges, contact Vicky Driver at (602) 771-7852. (Ok the phone number is right there 

guys, Why all the browbeating of the first person to post, call and check yourselves guys.)

///

///

 Dated this    day of    , 2012.

SEAL

.
 Joey Ridenour, R.N., M.N., F.A.A.N.
 Executive Director 

COPIES mailed this    day of    , 2 0 1 2 , b y C e r t i f i e d M a i l N o . 
     and First Class Mail to: 

By:    
 Legal Secretary
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