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Fitness to Practise Committee Hearing 

3-6 December 2018 

NMC, 2 Stratford Place, Montfichet Rd, London E20 1EJ 

 

Name of Registrant Nurse: Caroline Joanne McIntosh     

NMC PIN:     92A0899E      

Part(s) of the register: Registered Adult Nurse 

  Sub Part 1 ( 19 June 1995)    

Area of Registered Address:    Hampshire      

Type of Case:  Misconduct 

Panel Members:  Gail Mortimer (Chair – Lay member) 

              John McGrath (Registrant member) 

      Seamus Magee (Lay member) 

Legal Assessor:      Penny Howe 

Panel Secretary:     Anita Abell 

Mrs McIntosh:  Not present and not represented  

Nursing and Midwifery Council:  Represented by Neil Jeffs, Case Presenter  

Facts found proved: Charges 1a,  

1b in relation to Botox,  

2a-d  

3a,  

3b in relation to appropriate hygiene 

technique,  

4c in relation to the use of a filler, 

5. 

Facts found not proved: Charges 1b in relation to filler treatment,  

3b in relation to disposal, 

4a and 4b. 
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      4C in relation to Botox 

Fitness to practise:   Impaired 

Sanction:     Striking off order 

Interim Order:    Interim suspension order for 18 months 

 

Decision on Service of Notice of hearing: 

Mrs McIntosh was not in attendance.  Mr Jeffs informed the panel that the notice of 

this hearing was sent by courier to Mrs McIntosh’s home address. The courier 

obtained a signature from Mrs McIntosh confirming that she had received the notice 

on 5 November 2018.  Mr Jeffs reminded the panel that Rule 34 of The Nursing and 

Midwifery Council (Fitness to Practise) Rules Order of Council 2004 (“the Rules”) 

states that 

 

34.—(1) Any notice of hearing required to be served upon the registrant shall be 

delivered by sending it by a postal service or other delivery service in which delivery 

or receipt is recorded to, or by leaving it at—  

(a) her address in the register; or … 

 

In these circumstances Mr Jeff submitted that the service of notice was effective as 

Mrs McIntosh had had the 28 days’ notice required under Rule 11. 

The panel accepted the advice of the legal assessor.  

 

In the light of all of the information available, the panel was satisfied that Mrs 

McIntosh has been served with notice of this hearing in accordance with the 

requirements of Rules 11 and 34 of The Nursing and Midwifery Council (Fitness to 

Practise) Rules Order of Council 2004 (“the Rules”).   
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Decision on proceeding in the absence of the registrant 

 

The panel then considered continuing in the absence of Mrs McIntosh.  

 

Mr Jeffs produced a bundle of documents giving details of correspondence between 

Mrs McIntosh and her case officer.  He drew attention to the note of a telephone call 

made by Mrs McIntosh to the NMC on 5 November 2018 in which she stated she 

“had no interest in…engaging with the process as she had given up nursing and was 

retired”. Mr Jeffs also drew the panel’s attention to emails from Mrs McIntosh dated 

28 November 2018 in which she states “I am unable to attend the hearing due to 

health issues”.  The case officer replied on the same day asking “… would you be 

interested in attending your hearing if we were to put in place any reasonable 

adjustments that might make it easier for you?”.  Mrs McIntosh responded on the 

same date “No I will not be attending”.   

 

Mr Jeffs informed the panel that although Mrs McIntosh had engaged with the NMC, 

she had always maintained that she did not intend to attend the hearing.   Mr Jeffs 

submitted that in these circumstances the panel should proceed in the absence of 

Mrs McIntosh.   Mr Jeffs informed the panel that there were five NMC witnesses due 

to attend the hearing. 

 

The panel heard and accepted the advice of the legal assessor.  

 

The panel concluded that Mrs McIntosh was aware of the hearing and had 

voluntarily waived her right to attend.  It noted that she was offered reasonable 

adjustments to address any issues arising from ill health but had not pursued these 

and, indeed, had confirmed her intention not to attend.  The panel concluded that, 
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given the content of the emails from Mrs McIntosh, an adjournment was unlikely to 

secure her attendance at a future date.   The panel took into account that there were 

five witnesses due to attend the hearing and there would be inconvenience and 

potential prejudice to the quality of evidence in the event of any delay.   

 

The panel bore in mind the NMC’s overarching statutory objective namely protection 

of the public.  Having weighed the interests of Mrs McIntosh with those of the NMC 

and the public interest in an expeditious disposal of this hearing the panel 

determined to proceed in her absence.   

 

The charges    

That you, a Registered Nurse: 

 

1) Prescribed and/or administered Botox and/or filler treatment to one, or more, 

individuals, as set out in Schedule A without: 

 

a.  Being registered as a Nurse Prescriber and/or having a prescribing 

qualification; 

FOUND PROVED 

b.  Ensuring that such individuals were assessed by a doctor or 

appropriate clinician; 

FOUND PROVED IN REALTION TO BOTOX  

FOUND NOT PROVED IN RELATION TO FILLER 

 

2) Prescribed and/or administered Botox and/or filler treatment to one, or more, 

individuals, as set out in Schedule A without: 
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a. Conducting and/or recording an examination or assessment of the 

individual beforehand; 

 

b. Completing and/or recording paperwork, including a consent form, 

relating to the treatment; 

 

c. Describing/providing details of the type of Botox/filler administered to 

the individual concerned and/or recording such information; 

 

d. Making and/or maintaining any, or any adequate, records. 

 

FOUND PROVED 

 

3) On 9 December 2017, having administered Botox to Individual A: 

 

a.  Inappropriately injected/returned the unused Botox back into a bottle; 

FOUND PROVED 

 

b.  Did not appropriately dispose of the unused Botox and/or ensure an 

appropriate hygiene technique was used. 

FOUND PROVED IN RELATIONTO HYGIENE TECHNIQUE 

FOUND NOT PROVED IN RELATION TO DISPOSAL 

 

4) On 19 February 2018, and in relation to Individual C: 

 

a. Used an inappropriate technique/method to administer Botox/a filler;  

FOUND NOT PROVED 
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b.  Used excessive boluses when administering Botox/a filler; 

FOUND NOT PROVED 

c. Used an inappropriate product (Hyaluronic Acid/HA) and/or 

inappropriate amount of Botox/a filler. 

FOUND NOT PROVED IN REALTION TO BOTOX 

FOUND PROVED IN RELATION TO FILLER 

5) You conduct at any and/or all of charge 4 above, caused pain and/or distress to 

Individual C. 

FOUND PROVED 

AND in light of the above, your fitness to practise is impaired by reason of your 

misconduct.  

SCHEDULE A 

Individual A 23 November 2017 

Individual A 09 December 2017  

Individual B 02 September 2017 

Individual B 16 September 2017 

Individual B 25 November 2017 

Individual B 09 December 2017 

Individual C On an unknown date in 2016 

Individual C 19 February 2018 

 

 

Application to admit a witness statement as evidence 
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Mr Jeffs applied for the witness statement of Ms E to be admitted as evidence.  Ms E 

is an NMC senior registrations officer and her evidence related solely to Ms 

McIntosh’s entry, and recognised qualifications, on the NMC register.  It was purely 

factual evidence.  Mr Jeffs submitted that this evidence was relevant to the charges 

and its admittance without hearing oral evidence from Ms E would not be unfair to 

Mrs McIntosh. 

 

The legal assessor advised that the panel had the discretion to admit the statement, 

provided it was satisfied that its admission was relevant and fair to all parties. 

 

The panel concluded that this evidence was purely factual and it was relevant to the 

charges. In these circumstances the panel concluded that the admission of Ms E’s 

written statement was fair. 

 

Background 

 

Mrs McIntosh has been registered as a nurse with the NMC from 1992 to the present 

day. She was referred to the NMC on 14 December 2017 by Individual A following 

Individual A having attended for Botox and lip filler treatment administered by Mrs 

McIntosh.  

 

 

 

Individual A was given Mrs McIntosh’s business card by Individual B who told her 

that Mrs McIntosh provided Botox treatment.  Individual B is the mother in law of 

Individual A and also attended Mrs McIntosh around the same time for Botox 

treatment. 
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Individual A contacted Mrs McIntosh by text message on 9 November 2017. There 

followed a series of text messages about Botox and lip filler treatments and prices for 

those treatments. An appointment was made for 23 November 2017. 

 

At the appointment on 23 November 2017 the treatment was conducted in a room at 

the rear of a second hand bridalwear shop.  The room contained a treatment chair, 

mirror, mini fridge, sink and set of drawers. There was a discussion between Individual 

A and Mrs McIntosh in which Mrs McIntosh stated that she been in the business for 3 

years, had previously used her daughter’s salon to see patients and confirmed that 

she was insured. Individual A was aware that Mrs McIntosh was a registered nurse. 

 

Individual A had had Botox administered by others on previous occasions. She asked 

Mrs McIntosh to inject Botox for her frown lines and forehead, as well as requesting lip 

fillers. The Botox treatment was completed using a bottle of liquid which was taken 

from the fridge. No alcohol wipe was used at any stage and Mrs McIntosh did not 

wear gloves.   The treatment, which included a return visit for a top up of Botox, cost 

£250.00 which was paid for in cash. 

 

It is alleged that this treatment administered by Mrs McIntosh was below the expected 

standards for such treatment as outlined in charges 1 to 3 inclusive. In particular, it is 

alleged that there was no clinical assessment of Individual A, no medical history 

taken, no consent form provided and no records made of the treatment administered. 

 

A further appointment was agreed for 9 December 2017.  At that appointment Mrs 

McIntosh injected further Botox into Individual A.  Individual A alleged that Mrs 

McIntosh returned/injected some Botox that was left in the syringe after treatment into 

a bottle which she placed in the fridge. 

 

Individual A is a vetinerary nurse and was concerned about cross-infection but did not 

mention this at the time of the treatment.  She raised the issue later the same day in a 

series of text messages to which Mrs McIntosh responded in a manner which raised 

further alarm in the mind of Individual A with respect to the risk of cross-infection 

arising from Mrs McIntosh’s practice.  
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Individual A attended her doctor in relation to possible cross-contamination issues and 

underwent a series of blood tests over a period of six months for HIV and hepatitis.  

 

Individual B had been given a business card by Mrs McIntosh’s partner whilst she was 

walking her dog.  She texted Mrs McIntosh asking about the price of treatment.  She 

attended for Botox treatment at the rear of the bridalwear shop on 2 September 2017, 

with a top-up appointment on 16 September 2017. Individual B was aware that Mrs 

McIntosh was a nurse.  Individual B had had Botox administered on previous 

occasions by a registered midwife. She had further Botox treatment administered by 

Mrs McIntosh on 25 November and 9 December 2017.  She was satisfied with the 

treatment. 

 

On 9 December Individual B was informed by Individual A about Mrs McIntosh 

returning Botox back into a bottle during Individual A’s appointment, and the potential 

for cross-infection.  Individual B also attended her doctor in relation to possible cross-

contamination issues and underwent a series of blood tests for a period of six months 

for HIV and hepatitis.  

 

It is alleged that this treatment administered by Mrs McIntosh was below the expected 

standards for such treatment as outlined in charges 1 and 2 inclusive. In particular it is 

alleged there was no clinical assessment of Individual B, no medical history taken, no 

consent form provided and no records made of the treatment administered. 

 

A further referral to the NMC, which related to a lip-filling treatment provided by Mrs 

McIntosh, was received from Individual C on 8 March 2018.  

 

Individual C had lip filler administered by Mrs McIntosh in 2016 at a “botox and lip filler 

party” attended by six or seven people.  Mrs McIntosh gave Individual C a business 

card and her Facebook contact details for her business.  Individual C was aware that 

Mrs McIntosh was a registered nurse.  After contacting Mrs McIntosh through 

Facebook on 16 February 2018, Individual C attended the bridalwear premises for lip 

filler treatment on 19 February 2018. 
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A numbing cream was put on her lips which had little effect.  Her lips were then 

injected a number of times with a filler.  Individual C asked for half a millilitre of filler 

but Mrs McIntosh advised that she needed a full millilitre.  Individual C saw the filler 

taken from a gold/black coloured box with the word “Volume” written on it. After 

treatment Individual C paid £150 in cash and left. 

 

It is alleged that this treatment administered by Mrs McIntosh was below the expected 

standards for such treatment as outlined in charges 1, 2, 4 and 5 inclusive. In 

particular it is alleged that there was no clinical assessment of Individual C, no 

medical history taken, no consent form provided and no records made of the 

treatment administered. Further, it is alleged that the wrong techniques/products were 

used and Individual C was caused pain and distress. 

 

 

By the same evening Individual C said that her lips had swollen significantly and 

asymmetrically.  Her lips were sore and she had difficulty speaking. Individual C 

contacted Mrs McIntosh through Facebook and was advised to use Ibuprofen and ice 

for pain relief.  

 

The following day Individual C contacted Mrs McIntosh again.  Mrs McIntosh advised 

her that she would have to wait two weeks before she could attempt to dissolve the 

filler.   

 

Individual C contacted Dr D, a GP who specialises in dermatology and minor/aesthetic 

surgery. He initially advised Individual C to contact Mrs McIntosh again and suggested 

that she obtain her records from Mrs McIntosh, including details of the lip filler used.  

Mrs McIntosh agreed to supply these details to Individual C at a cost of £25, but has 

never done so.  A photograph was later sent of the lip filler supposedly used by Mrs 

McIntosh.  However, Individual C considered that the photograph was of a completely 

different type of packaging box to the product she saw Mrs McIntosh use when she 

administered the lip filler. 
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Dr D later examined Individual C and administered a solution to dissolve the lip filler.  

This was successful but in order to ensure Individual C’s lips were fully recovered she 

was required to attend three appointments in total.  

 

Determination on facts 

 

The panel heard evidence from, and read the exhibits of the following witness: 

 Individual A; 

 Individual B; 

 Individual C;  

 Dr D, a GP with a special interest in dermatology and minor/aesthetic 

surgery who is very experienced in the application of Botox, lip fillers and 

other fillers used in cosmetic surgery. 

 

The panel also read the witness statement of Ms E, an NMC senior registrations 

officer.  Her statement confirmed that Mrs McIntosh was not a registered nurse 

prescriber, nor did she ever inform the NMC of any qualification relating to the ability 

to prescribe medication. 

 

The panel also had regard to a bundle of documents including correspondence 

submitted by Mrs McIntosh to the NMC at various stages during the investigation 

process.  This correspondence provided a partial response to some of the charges. 

Mrs McIntosh suggested that the evidence of Individuals A and B was not reliable as 

they had some dispute between themselves which had spilled over to her treatment 

of them.  Mrs McIntosh initially denied remembering Individual C, but later suggested 

that Individual C had come to the bridal shop and behaved unreasonably, creating a 

scene in front of a customers.  She asserted that Individual C complained not 

because the treatment had been inadequate but because her boyfriend did not like 

the appearance of her lips. 
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The panel first assessed the witnesses appearing before it.  

 

The panel considered Individual A’s evidence to be clear and credible.  She 

accepted that there were some details she could not remember.  However, she was 

very clear that she had no clinical assessment prior to the administration of Botox 

and the lip filler.  She was able to draw on past experience of administration of these 

products to explain to the panel what she expected in relation to assessment and 

clinical record keeping.  The panel concluded from the evidence given by Individual 

A that there was no evidence of animosity towards Mrs McIntosh. 

 

The panel considered Individual B’s evidence to be credible and reliable.  She 

answered questions clearly and directly.  She informed the panel that she was 

satisfied with the treatment administered by Mrs McIntosh and the only issue was 

when her daughter-in-law raised the issue of cross-contamination.  She told the 

panel that there were episodes when she and her daughter-in-law disagreed but 

these episodes had no connection with her view of the treatment given by Mrs 

McIntosh. 

 

The panel considered Individual C’s evidence to be balanced and fair.  She denied 

behaving unreasonably when dealing with Mrs McIntosh, whom she described as 

being rude to her. As to the suggestion that she had created a scene in front of 

customers, she told the panel that when she visited the shop to get her money back 

she heard one of the other adults in the shop address Mrs McIntosh as “mum”. She 

was clear that her complaint had nothing to do with her boyfriend’s view of her lips.  

She was able to give a clear account of the pain and distress she had suffered as a 

result of the treatment from Mrs McIntosh. 
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The panel found Dr D to be a very clear and helpful witness.  He was able to explain 

the difference between Botox, which must be prescribed by a qualified prescriber 

and lip fillers which can be obtained and administered by anyone.  He was also able 

to explain the side effects of both forms of treatment.   He told the panel that he had 

consulted with other practitioners about what had happened to Individual C and, as a 

result, had revised the opinion he gave in his statement.  He considered himself 

unable to comment on whether Mrs McIntosh had used inappropriate technique 

when injecting individual C.   He did consider the evidence supported the suggestion 

that Mrs McIntosh had used an inappropriate filler and /or too much of it. The panel 

considered that he appeared very fair to Mrs McIntosh in saying that he explained 

that in the absence of any documentary evidence he could not be 100% categorical 

in some of his views.   

 

When considering the charges, the panel took into account the submissions of Mr 

Jeffs, and all of the evidence before it, both documentary and oral. 

 

The panel heard and accepted the advice of the legal assessor.   

 

The burden of proof rests upon the NMC and Mrs McIntosh does not have to prove 

or disprove anything. The standard of proof is the civil standard, namely the balance 

of probabilities. This means that, for a fact to be found proved, the NMC must satisfy 

the panel that what is alleged to have happened is more likely than not to have 

occurred. In determining the facts, the panel is entitled to draw common-sense 

inferences but not to speculate. 

 

The panel then considered the charges against Mrs McIntosh which were: 

 

That you, a Registered Nurse: 
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1) Prescribed and/or administered Botox and/or filler treatment to one, or more, 

individuals, as set out in Schedule A without: 

 

a.  Being registered as a Nurse Prescriber and/or having a prescribing 

qualification; 

 

Mrs McIntosh has accepted that she administered Botox to Individuals A and B, 

and lip fillers to Individuals A and C. Further, all three witnesses gave clear 

evidence of the administration of these substances on the dates specified in the 

schedule. 

 

The evidence of Dr D and from the NHS guidance “NHS Guide to cosmetic 

procedures: Botox injections” was that Botox requires a prescription from a 

qualified prescriber following a face to face consultation with the patient.  Once 

properly prescribed Botox can be administered by another person but the 

prescriber is responsible for ensuring it is given safely.  Lip fillers do not require a 

prescription and can be bought by anyone on the internet or through a 

pharmaceutical supplier, and administered by anyone.  

 

The evidence of Ms E was that Mrs McIntosh was not qualified to prescribe 

Botox. There was no evidence before the panel of any third party qualified 

prescriber having prescribed the Botox that was administered to individual A and 

individual B. Mrs McIntosh identified in her correspondence that she had “teamed 

up with a prescribing nurse” but has failed to provide any evidence to support this 

statement.. In those circumstances the panel infers that Mrs McIntosh prescribed 

Botox to Individuals A and B when she was not qualified to do so. 
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The panel therefore find this charge proved to the extent that Mrs McIntosh 

prescribed and administered Botox to Individuals A and B. 

 

b.  Ensuring that such individuals were assessed by a doctor or 

appropriate clinician; 

 

As lip fillers do not require a prescription, nor is any clinical qualification required 

to administer them, there is no formal obligation to ensure that anyone receiving 

fillers is assessed by a doctor or appropriate clinician. 

 

The panel therefore found this charge not proved in relation to the filler 

treatment administered to Individuals A and C 

 

The evidence of Dr D was that Botox requires a prescription before it can be 

administered to an individual and that the prescription should reflect the 

individual’s need. 

 

Individual A and Individual B both informed the panel that prior to receiving the 

Botox from Mrs McIntosh she had not arranged for them to see another qualified 

prescribing clinician.  Both told the panel that the bridal shop was closed when 

they went for treatment and they did not see anyone else on the premises.  

Further, the NHS Guidance makes it clear that there should always be a face to 

face meeting with the prescriber of Botox.  

 

The panel inferred that Mrs McIntosh had assumed responsibility for assessing 

Individual A and B’s suitability for Botox treatment.  Since Mrs McIntosh was not 

a qualified prescriber she could not undertake the appropriate assessment.  In 

any event Individuals A and B were clear that no assessment was conducted. 

 

The panel therefore concluded that Mrs McIntosh had not ensured Individual A 

and Individual B were assessed by a doctor or an appropriate clinician prior to 

the administration of Botox by her. 
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The panel therefore found this charge proved in relation to the Botox 

treatment administered to Individuals A and B. 

 

 

2) Prescribed and/or administered Botox and/or filler treatment to one, or more, 

individuals, as set out in Schedule A without: 

 

a. Conducting and/or recording an examination or assessment of the 

individual beforehand; 

 

b. Completing and/or recording paperwork, including a consent form, 

relating to the treatment; 

 

c. Describing/providing details of the type of Botox/filler administered to 

the individual concerned and/or recording such information; 

 

d. Making and/or maintaining any, or any adequate, records. 

 

The evidence of all three witnesses, in relation to the four sub-charges above, 

was consistent with each other.  All three stated that there was no attempt by 

Mrs McIntosh to assess or examine them nor was any written record made 

prior to or after the administration of the Botox or fillers.  The type of 

substance used was not specified nor was it recorded anywhere. All three 

patients had previous experience of similar procedures and were able to 

describe, in broad terms, what they were expecting in way of assessment and 

recording of information but these expectations were not reflected in their 

treatment by Mrs McIntosh.   

The panel questioned each of the witnesses as to whether Mrs McIntosh 

asked appropriate and relevant questions, even on an informal basis, about 
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topics such as previous medical history, allergies or whether there had been 

any adverse reaction on the previous occasions when they had received 

similar treatments.  All three witnesses denied that any such questions had 

been asked. 

 

In her correspondence Mrs McIntosh indicated that she had documentation 

relating to these three witnesses.  However she did not supply any information 

to the NMC during the course of this investigation to support this assertion.  

 

Further, the evidence of Individual C was that when she attempted to get 

more information from Mrs McIntosh about the filler used on her lips, Mrs 

McIntosh claimed she was not able to supply the information promptly. The 

only information she supplied at a later stage was a photograph of the product 

that Mrs McIntosh said she used. This did not accord with Individual C’s 

recollection of the packaging of the filler she had seen when she was being 

treated. 

 

The panel therefore finds all these sub-charges proved. 

 

3) On 9 December 2017, having administered Botox to Individual A: 

 

a.  Inappropriately injected/returned the unused Botox back into a bottle; 

b. Did not appropriately dispose of the unused Botox and/or ensure an 

appropriate hygiene technique was used. 

 

Individual A had returned to Mrs McIntosh for a top-up of Botox, which is a 

standard part of treatment.  She stated that after injecting the top-up she saw 

Mrs McIntosh squirt the remaining Botox fluid in the syringe back into a bottle 

which she placed in a mini-refrigerator in the room. Mrs McIntosh then put the 

empty syringe in a sharps bin.   
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In response to questions from the panel Individual A confirmed that she had a 

clear view of the mini-refrigerator which was on a table at her shoulder height 

and slightly behind where she was sitting. As a veterinary nurse Individual A 

was aware of infection control procedures and she told the panel that 

although she was shocked at this action she did not feel able to challenge it at 

the time.  She returned home and discussed the matter with her partner who 

told her she had to do something about it. 

 

She therefore sent Mrs McIntosh a text message saying “Just thinking saw 

you put the Botox you didn’t need for me back in the bottle. You need to be 

careful as if other clients have infections/diseases then you could be infecting 

others” 

 

Mrs McIntosh replied “Yes I usually have syringes for top ups ready but I used 

full syringe on you and you look safe”. 

 

In her correspondence with the NMC Mrs McIntosh admits returning some 

unused Botox to a bottle.  She states that the bottle had a large “D” written on 

its label to indicate that it was to be disposed of and that her “partner” 

disposed of it later.  She does not offer an explanation as to why the Botox 

could not be disposed of in the sharps bin still inside the syringe, as the panel 

would consider normal clinical practice. 

 

When questioned by the panel, Individual A could not remember seeing a 

large “D” on the bottle into which the Botox was returned. However, the 

evidence of Individual A that she saw the Botox being returned to a bottle was 

clear. As a result of the concerns that arose Individuals A and B had to 
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subject themselves to blood tests for HIV and hepatitis over a period of six 

months on the advice of their GPs.    

 

The panel considered that Mrs McIntosh’s actions in transferring unused 

Botox from a used syringe into a bottle was extremely serious and had the 

potential for future cross-contamination.  The panel considered it was an 

inappropriate hygiene technique. 

 

The panel considered there was insufficient evidence to support a finding that 

Mrs McIntosh did not appropriately dispose of the unused Botox in this 

particular instance.   

 

The panel therefore finds sub-charge 3a proved. 

 

 

The panel therefore finds sub-charge 3b proved only to the extent that 

Mrs McIntosh did not ensure an appropriate hygiene technique was 

used. 

 

4) On 19 February 2018, and in relation to Individual C: 

 

a. Used an inappropriate technique/method to administer Botox/a filler;  

 

b.  Used excessive boluses when administering Botox/a filler; 

 

In his written statement Dr D had originally concluded from his examination of 

Individual C after Mrs McIntosh had administered filler to Individual C’s lips 

that either an inappropriate technique/method had been used to administer a 

filler or that excessive boluses had been used when administering a filler.   
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In his oral evidence to the panel he expressed an altered view from his earlier 

conclusions outlined in his statement to the NMC.  He stated that after 

discussing the matter with a number of experienced practitioners in the field 

he concluded that he could not say that an inappropriate technique was used 

as he had not observed the technique.  Dr D said it was not possible to reach 

any firm conclusions as to any deficit in technique or the use of excessive 

boluses particularly given the lack of documentary evidence.  

The panel therefore finds the above sub-charges not proved. 

 

c. Used an inappropriate product (Hyaluronic Acid/HA) and/or 

inappropriate amount of Botox/a filler. 

 

Dr D explained to the panel that there were different types of Hyaluronic Acid 

(HA) filler.  Some HA fillers are designed to attract more water and thereby 

plump up the skin to a greater extent. These types of filler are not suitable for 

the lips but are used to add volume to cheeks and jawline.  Some types of 

filler attract less water and are suitable for the lips.  It is important to select an 

appropriate type of filler for the area being treated. He concluded from his 

examination of Individual C’s lips which were lumpy and asymmetrical, and 

from her description of the box from which the filler was taken which had the 

word “Volume” in large letters on it, that it was more likely than not that an 

inappropriate HA filler had been used and/or an inappropriate amount had 

been used. 

 

The panel therefore finds this sub-charge proved in relation to the use of 

a filler. 
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5) You conduct at any and/or all of charge 4 above, caused pain and/or distress to 

Individual C. 

 

Individual C told the panel that following Mrs McIntosh’s administration of filler her 

lips did not feel right.  She had had similar procedures in the past and so had an idea 

of what to expect. 

 

By the evening, following the treatment, her lips had swollen significantly, were 

painful and asymmetrical and she had difficulty speaking.  She contacted Mrs 

McIntosh who recommended ice and ibuprofen for the pain and effectively said 

Individual C would have to wait two weeks for the dermal filler to settle. 

 

Individual C then contacted Dr D’s clinic.  Dr D gave evidence that his reception staff 

alerted him to Individual C who was in pain and very upset.  He also witnessed 

Individual C’s pain and distress. His initial advice to her was to go back to Mrs 

McIntosh and see if she could remedy the situation.  He gave evidence that he had 

never seen such an adverse outcome to lip filler treatment.  Given Individual C’s 

obvious pain and distress Dr D decided to act, despite the absence of records, to 

administer a substance to dissolve the filler.  Individual C required three 

appointments with Dr D in total before her lips were back to a satisfactory condition.   

 

The panel therefore find this charge proved. 

 

Determination on misconduct and impairment 

 

The panel went on to consider, on the basis of the facts found proved, whether Mrs 

McIntosh’s fitness to practise is impaired under Rule 24 (12) of the Nursing and 

Midwifery Council Fitness to Practise Rules 2004.    
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The panel approached its deliberations as a two stage process. It considered firstly 

whether as a matter of judgment, there has been misconduct, and secondly, if so, 

whether, in the light of all the material before it, Mrs McIntosh’s fitness to practise is 

currently impaired.  

 

Determination on misconduct 

 

The panel first considered whether the facts proved amount to misconduct.  It bore in 

mind the case of Roylance v General Medical Council (No 2) [2000] 1 A.C. 311, 

where the term misconduct was the subject of comment by Lord Clyde as follows:  

 

Misconduct is a word of general effect, involving some act or omission which 

falls short of what would be proper in the circumstances. The standard of 

propriety may often be found by reference to the rules and standards 

ordinarily required to be followed by a [medical] practitioner in the particular 

circumstances. 

 

The panel also had regard to the Nursing and Midwifery Council publication The 

Code: Professional standards of practice and behaviour for nurses and midwives 

(effective from 31 March 2015) (the Code).  The panel considered each charge 

separately. It concluded that Mrs McIntosh had breached the following provisions of 

the Code: 

 

1 Treat people as individuals and uphold their dignity  

To achieve this, you must:  

1.1 treat people with kindness, respect and compassion  

1.2 make sure you deliver the fundamentals of care effectively 

2 Listen to people and respond to their preferences and concerns  
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To achieve this, you must:  

2.1 work in partnership with people to make sure you deliver care effectively 

2.6 recognise when people are anxious or in distress and respond compassionately 

and politely 

3 Make sure that people’s physical, social and psychological needs are 

assessed and responded to  

To achieve this, you must: 

3.3 act in partnership with those receiving care, helping them to access relevant 

health and social care, information and support when they need it 

4 Act in the best interests of people at all times  

To achieve this, you must:  

4.2 make sure that you get properly informed consent and document it before 

carrying out any action 

6 Always practise in line with the best available evidence  

To achieve this, you must:  

6.1 make sure that any information or advice given is evidence-based including 

information relating to using any health and care products or services  

6.2 maintain the knowledge and skills you need for safe and effective practice 

8 Work co-operatively  

To achieve this, you must: 

8.6 share information to identify and reduce risk 

10 Keep clear and accurate records relevant to your practice  

This applies to the records that are relevant to your scope of practice. It includes but 

is not limited to patient records.  

To achieve this, you must:  

10.1 complete records at the time or as soon as possible after an event, recording if 

the notes are written some time after the event  
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10.2 identify any risks or problems that have arisen and the steps taken to deal with 

them, so that colleagues who use the records have all the information they need  

10.3 complete records accurately and without any falsification, taking immediate and 

appropriate action if you become aware that someone has not kept to these 

requirements  

10.4 attribute any entries you make in any paper or electronic records to yourself, 

making sure they are clearly written, dated and timed, and do not include 

unnecessary abbreviations, jargon or speculation 

13 Recognise and work within the limits of your competence  

To achieve this, you must, as appropriate:  

13.1 accurately identify, observe and assess signs of normal or worsening physical 

and mental health in the person receiving care  

13.2 make a timely referral to another practitioner when any action, care or treatment 

is required  

13.3 ask for help from a suitably qualified and experienced professional to carry out 

any action or procedure that is beyond the limits of your competence 

14 Be open and candid with all service users about all aspects of care and 

treatment, including when any mistakes or harm have taken place  

To achieve this, you must:  

14.1 act immediately to put right the situation if someone has suffered actual harm 

for any reason or an incident has happened which had the potential for harm. 

14.2 explain fully and promptly what has happened, including the likely effects, and 

apologise to the person affected and, where appropriate, their advocate, family or 

carers  

14.3 document all these events formally and take further action (escalate) if 

appropriate so they can be dealt with quickly 

16 Act without delay if you believe that there is a risk to patient safety or public 

protection  

To achieve this, you must: 
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16.4 acknowledge and act on all concerns raised to you, investigating, escalating or 

dealing with those concerns where it is appropriate for you to do so  

16.5 not obstruct, intimidate, victimise or in any way hinder a colleague, member of 

staff, person you care for or member of the public who wants to raise a concern 

18 Advise on, prescribe, supply, dispense or administer medicines within the 

limits of your training and competence, the law, our guidance and other 

relevant policies, guidance and regulations  

To achieve this, you must:  

18.1 prescribe, advise on, or provide medicines or treatment, including repeat 

prescriptions (only if you are suitably qualified) if you have enough knowledge of that 

person’s health and are satisfied that the medicines or treatment serve that person’s 

health needs  

18.3 make sure that the care or treatment you advise on, prescribe, supply, dispense 

or administer for each person is compatible with any other care or treatment they are 

receiving, including (where possible) over-the-counter medicines 

19 Be aware of, and reduce as far as possible, any potential for harm 

associated with your practice  

To achieve this, you must:  

19.1 take measures to reduce as far as possible, the likelihood of mistakes, near 

misses, harm and the effect of harm if it takes place  

19.3 keep to and promote recommended practice in relation to controlling and 

preventing infection  

19.4 take all reasonable personal precautions necessary to avoid any potential 

health risks to colleagues, people receiving care and the public 

20 Uphold the reputation of your profession at all times  

To achieve this, you must:  

20.1 keep to and uphold the standards and values set out in the Code  

20.2 act with honesty and integrity at all times, treating people fairly and without 

discrimination, bullying or harassment  



26 

 

20.5 treat people in a way that does not take advantage of their vulnerability or 

cause them upset or distress 

24 Respond to any complaints made against you professionally  

To achieve this, you must:  

24.2 use all complaints as a form of feedback and an opportunity for reflection and 

learning to improve practice 

The panel is aware that not all breaches of the Code are sufficiently serious to reach 

the threshold for a finding of misconduct.  

 

The panel also had regard to the NMC publication Standards for medicines 

Management (2010) and concluded that Ms McIntosh breached a number of those 

standards namely: 

Standard 2: Checking  

1 Registrants (1st and 2nd level) must check any direction to administer a medicinal 

product.  

2 As a registrant you are accountable for your actions and omissions. In 

administering any medication, or assisting or overseeing any self-administration 

of medication, you must exercise your professional judgement and apply your 

knowledge and skill in the given situation. As a registrant, before you administer 

a medicinal product you must always check that the prescription or other 

direction to administer is:  

2.1 not for a substance to which the patient is known to be allergic or otherwise 

unable to tolerate  

2.2 based, whenever possible, on the patient’s informed consent and awareness of 

the purpose of the treatment  

2.3 clearly written, typed or computer-generated and indelible  

2.4 specifies the substance to be administered, using its generic or brand name 

where appropriate and its stated form, together with the strength, dosage, 
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timing, frequency of administration, start and finish dates, and route of 

administration  

2.5 is signed and dated by the authorised prescriber 

Standard 8: Administration 

2. As a registrant, in exercising your professional accountability in the best 

interests of your patients:  

2.2 you must check that the patient is not allergic to the medicine before 

administering it 

2.3 you must know the therapeutic uses of the medicine to be administered, its 

normal dosage, side effects, precautions and contra-indications 

2.5 you must check that the prescription or the label on medicine dispensed is clearly 

written and unambiguous 

2.7 you must have considered the dosage, weight where appropriate, method of 

administration, route and timing 

2.10 you must make a clear, accurate and immediate record of all medicine 

administered, intentionally withheld or refused by the patient, ensuring the signature 

is clear and legible; it is also your responsibility to ensure that a record is made when 

delegating the task of administering medicine. 

 

The panel considered that, although Ms McIntosh was not apparently employed as a 

nurse at the time of the incidents found proved against her, she was a registered 

nurse. Those attending her for treatment did so aware that she was a registered 

nurse. Given her status as a registered professional offering treatment and care to 

members of the public, the panel considered she was expected to adhere to the 

standards of conduct and behaviour expected of a registered nurse. 

 

The panel concluded that the charges found proved against Ms McIntosh involve 
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 providing a cosmetic service involving a prescription only medication  to 

individuals without ensuring those individuals had had a clinical assessment 

prior to receiving treatment 

 prescribing medication when not qualified to do so 

 administering substances without obtaining informed consent 

 inadequate record-keeping and documentation 

 poor infection control management. 

The panel concluded that these reflected a failure to demonstrate basic nursing skills 

and a departure from Mrs McIntosh’s competence and scope of practice.  Given the 

many serious failings in Mrs McIntosh’s basic nursing practice, in acting outside the 

scope of her practice in prescribing Botox and her multiple breaches of the Code and 

NMC publication Standards for medicines management guidelines the panel 

concluded that Mrs McIntosh’s conduct was sufficiently serious to amount to 

misconduct. 

 

Determination on impairment 

 

Having found that Mrs McIntosh’s behaviour amounted to misconduct, the panel 

went on to consider whether her fitness to practise is currently impaired by reason of 

that misconduct. 

 

The panel was mindful that a registrant’s impairment should be judged by reference 

to their suitability to remain on the register without restriction. 

 

In deciding this matter the panel has exercised its independent professional 

judgement.  
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The panel considered the case of CHRE v NMC and Grant [2011] EWHC 97 and 

took into account the guidance provided by Dame Janet Smith and approved by Cox 

J. that when deciding whether fitness to practise is impaired, it should be aware of 

the need to protect the public and the need to declare and uphold proper standards 

of conduct and behaviour so as to maintain public confidence in the profession.  

 

The panel reminded itself of the guidance formulated by Dame Janet Smith in her 

Fifth Shipman Report, as cited in Grant, regarding the proper approach to be taken 

when considering impairment:  

 

a) Whether the registrant has in the past acted and/or is liable in the future to 

act so as to put a patient or patients at unwarranted risk of harm; 

b) Whether the registrant has in the past brought and/or is liable in the future 

to bring the profession into disrepute; 

c) Whether the registrant has in the past breached and/or is liable in the 

future to breach one of the fundamental tenets of the profession. 

d) …” 

 

The panel concluded that in the past Mrs McIntosh’s behaviour had engaged the 

limbs specified in (a) (b) and (c) above.   

 

With reference to the limb specified in (a) Individuals A and B both had to have a 

series of blood tests for a period of six months to ascertain whether they had been 

infected with HIV or hepatitis.  Individual C suffered pain and emotional distress 

following the lip filler treatment which Mrs McIntosh did not address.  The panel 

therefore concluded that Mrs McIntosh actions brought with it an unwarranted risk of 

harm and, in fact, had caused actual harm to Individuals A, B and C. 
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The panel also concluded that Mrs McIntosh’s behaviour in prescribing Botox when 

she was not entitled to do so, not assessing those she treated, not keeping records 

of the Botox administration, and not following safe infection control procedures 

brought the profession into disrepute.  The panel considered that the public would 

expect nurses to limit their practice to areas in which they are qualified and to follow 

basic nursing practice in their delivery of care and treatment. 

 

The panel also concluded that Mrs McIntosh had breached fundamental tenets of the 

profession in that she did not practise safely and effectively and put individual 

members of the public at risk of harm. 

 

The panel next considered Ms McIntosh’s likely future behaviour.  In doing so, it took 

into account the guidance in the case of Cohen v General Medical Council [2008] 

EWHC 581 (Admin): 

“… It must be highly relevant in determining if a [nurse's] fitness to practise is 

impaired that first his or her conduct which led to the charge is easily 

remediable, second that it has been remedied and third that it is highly 

unlikely to be repeated.” 

The panel considered that the failings identified in Mrs McIntosh’s practice were 

potentially remediable. 

 

However, there was nothing in the information supplied by Ms McIntosh to indicate 

that she has attempted to remediate any of her failings.  She has not given any 

details of any recent training nor any other information relating to remediation.   

 

The panel also considered the question of insight and remorse.  The panel noted 

that Ms McIntosh has expressed remorse stating in her email of 12 April 2018 that “I 

would like to apologise for my behaviour at the time I was extremely stressed with 
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illness and issues at home, this was the last thing I needed in my life”.  However, this 

apology appears to relate to Mrs McIntosh having previously submitted misleading 

and false information to the NMC rather than to her misconduct as found by the 

panel. Further, it centres on her own situation at the time of her initial response and 

there is no reference in the correspondence to the NMC of the harm caused to 

individuals as a result of her actions. 

 

When Mrs McIntosh was first approached about the referral by Patient C she 

responded to a request for information from the NMC with: 

“Is this a witch hunt from a very disturbed woman who has mental health issues?”.   

She later declared in her correspondence that “I have decided to be honest about 

the Botox and dermal fillers as I am finding the stress of not being truthful as 

detrimental to my health”. 

 

The panel concluded from the tone and content of her communications with the NMC 

that Mrs McIntosh has little or no insight into her misconduct.  She has indicated that 

she has given up nursing and has retired (telephone note of a call on 5 November 

2018) but has not indicated that she has ceased to administer Botox and other 

cosmetic treatments.  The panel therefore could not be satisfied that her conduct 

was “highly unlikely to be repeated”. Given the identified risk of repetition, the panel 

concluded that Mrs McIntosh’s fitness to practise is impaired on grounds of public 

protection which includes the protection of patients. 

 

The panel also took into account the guidance in the case of Grant, which indicates 

that it should consider  
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“…the need to protect the public and the need to declare and uphold proper 

standards of conduct and behaviour so as to maintain public confidence in the 

profession.” 

 

and that the panel should consider whether the need to uphold proper professional 

standards and public confidence in the profession (including its regulator) would be 

undermined if a finding of impairment was not made in the particular circumstances.  

 

 

The panel considered that members of the public would expect nurses to practise 

safely and effectively at all times, and not to practise outside the scope of their 

practice. The panel further considered that public confidence in the nursing 

profession would be significantly undermined if a finding of impairment were not 

made in the particular circumstances of this matter. The panel has therefore 

concluded that Mrs McIntosh’s fitness to practise is currently impaired on public 

interest grounds in order to uphold proper standards of conduct and behaviour, and 

maintain and preserve public confidence in the nursing profession and in the NMC 

as its regulator. 

 

 

Determination on sanction 

 

Having determined that Mrs McIntosh’s fitness to practise is impaired, the panel went 

on to consider what sanction, if any, it should impose on her registration.   

 

The panel took into account the submissions made by Mr Jeffs and all of the 

evidence before it.  Mr Jeffs submitted that the concerns in this case were so serious 

and wide-ranging, involving multiple breaches of the Code and the NMC Standards 

for medicines management, that removal from the register was required.  It was a 

matter for the panel whether that removal was temporary, by virtue of a suspension 

order, or if it was permanent, by virtue of a striking off order. 
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The panel accepted the advice of the legal assessor.   

 

Under Article 29 of the Nursing and Midwifery Council Order 2001, the panel can 

take no further action or impose one of the following sanctions: make a caution order 

for one to five years; make a conditions of practice order for no more than three 

years; make a suspension order for a maximum of one year; or make a striking off 

order. The panel has borne in mind that the purpose of a sanction is not to be 

punitive, though it may have a punitive effect.  It took into account the NMC 

publication, Sanctions Guidance (the SG). 

 

The panel considered the sanctions in ascending order of seriousness. 

  

The panel has applied the principles of fairness, reasonableness and proportionality, 

weighing the interests of patients and the public with Mrs McIntosh’s own interests 

and taking into account the mitigating and aggravating factors in the case. The public 

interest includes the protection of patients, the maintenance of public confidence in 

the profession and declaring and upholding proper standards of conduct and 

behaviour.  

 

The panel concluded that the aggravating features in this case include: 

 there were multiple and wide-ranging breaches of the Code and NMC 

Standards for medicines management 

 the misconduct involved was an abuse of trust placed in Mrs McIntosh by 

three individuals  

 all three individuals suffered actual harm 
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 many of the deficiencies relate to basic nursing skills  

 the misconduct was repeated in that the incident with Individual C occurred 

whilst Mrs McIntosh was under an NMC investigation for her actions in 

relation to Individuals A and B 

 Mrs McIntosh has not demonstrated any insight into the deficiencies in her 

practice 

 Mrs McIntosh has not demonstrated any remorse or remediation 

 the tone of Mrs McIntosh’s correspondence with the Individuals A and C and 

with the NMC indicates underlying attitudinal issues. 

 

The panel concluded that the mitigating features in this case include: 

 Mrs McIntosh has suggested that she “was extremely stressed with illness 

and issues at home” however, as there is no evidence to support this 

assertion the panel can give it little weight 

 Mrs McIntosh has made a partial, and somewhat belated, apology to the NMC 

for her behaviour.  

 

The panel first considered taking no further action but determined that this would be 

inappropriate. It would not address the seriousness of the misconduct, which relates 

to widespread and fundamental nursing failures and renders Mrs McIntosh’s practice 

unsafe. To take no further action would not provide any public protection. In those 

circumstances it would not be in the public interest to take no further action as it 

would be wholly insufficient to maintain public confidence in the profession nor would 

it uphold the standards of behaviour expected of a registered nurse. 

 

The panel then went on to consider whether a caution order would be appropriate.  

The panel concluded that a caution order was not appropriate as the matters of 
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concern were too serious and could not be described as being at the lower end of 

the spectrum of impaired fitness to practise. The panel has identified that there 

remains a risk of repetition and a caution order would allow Mrs McIntosh to practise 

without restriction. Further, a caution order would not be in the public interest as it 

would not maintain confidence in the profession, it would not provide sufficient public 

protection and it would not uphold the standards of behaviour expected of a 

registered nurse. 

 

The panel next considered a conditions of practice order. The panel concluded that 

there were some identifiable areas of practice in need of re-training.  However, Mrs 

McIntosh has informed the NMC that she has retired from nursing and that she has 

no interest in engaging with these proceedings.  She now works in a non-nursing 

capacity. The panel also has a concern that there is an attitudinal issue underlying 

her behaviour. Mrs McIntosh has demonstrated no insight or remorse and taking all 

of these factors into account the panel concluded that it is unlikely that she would 

comply with a conditions of practice order. The panel therefore concluded that a 

conditions of practice order would not be appropriate in this case.  

 

The panel next considered whether a suspension order would be appropriate in this 

case.  The panel took into account the factors listed in the SG which render a 

suspension appropriate and concluded 

 this was not a single instance of misconduct but consisted of separate 

courses of treatment provided to three individuals  

 the panel considers there were indications of an underlying attitudinal issue 

 the incident with Individual C occurred whilst Mrs McIntosh was already under 

an NMC investigation so the behaviour has been repeated 

 there was no evidence of insight and there was a risk of repetition. 

 

 

The panel concluded that Mrs McIntosh’s serious departures from the relevant 

professional standards, were aggravated by her deliberate disengagement from the 
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hearing process. These factors taken together led the panel to conclude that a 

suspension order would be insufficient to protect the public and maintain public 

confidence in the profession.  This led the panel to conclude that it needed to 

consider a striking off order.  

 

 

The panel then considered a striking-off order.  The panel concluded that  

 the charges were a serious and wide-ranging departure from the relevant 

professional standards  

 there was actual harm to three individuals  

 Mrs McIntosh abused the trust placed in her by the three individuals 

concerned 

 Mrs McIntosh has shown a persistent lack of insight, and showed no remorse 

for her actions or concern for the individuals harmed by her actions.   

 

Taking into account the context in which the misconduct occurred, the panel 

concluded that a striking off order was the only sanction which will be sufficient to 

protect the public and the public interest and was proportionate in the circumstances 

of this case despite any potential impact on Mrs McIntosh’s own interests.  In 

particular, the panel concluded that public confidence in the profession and the NMC 

as regulator could not be sustained if Mrs McIntosh were to remain on the register, 

and that the issues raised in this case are so serious that they are incompatible with 

on-going registration. 

 

Determination on Interim Order 

 

Pursuant to Article 29 (11) of the Nursing and Midwifery Order 2001, this panel’s 

decision will not come into effect until after the 28 day appeal period, which begins 

on the date that notice of the striking off order has been served.  Article 31 of the 
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Nursing and Midwifery Order 2001 outlines the criteria for the imposition of an interim 

order.  The panel may only make an interim order if it is satisfied that it is necessary 

for the protection of the public, or is otherwise in the public interest or in Mrs 

McIntosh’s own interest. The panel may make an interim conditions of practice order 

or an interim suspension order for a maximum of 18 months. 

 

Mr Jeffs made an application that the panel impose an interim suspension order for 

an 18 months period to cover the appeal period and any possible appeal. 

 

The panel has accepted the advice of the legal assessor. It has also had regard to 

the NMC’s guidance to panels in considering whether to make an interim order. The 

panel has taken into account the principle of proportionality, bearing in mind the 

interests of the public and Mrs McIntosh’s own interests.   

 

The panel has taken into account its reasons for making a striking off order. For 

those same reasons, the panel is satisfied that it is in the public interest and for 

public protection for Ms McIntosh’s registration to be subject to an interim order. The 

panel considered whether an interim conditions of practice order would be 

appropriate and proportionate and determined that it would not be for the same 

reasons given in the substantive order. The panel therefore imposes an interim 

suspension order. 

 

The period of this order is for 18 months to cover any potential appeal, but if at the 

end of a period of 28 days, Mrs McIntosh has not lodged an appeal the interim order 

will lapse and be replaced by the substantive order. On the other hand, if Mrs 

McIntosh does lodge an appeal, the interim order will continue until the appeal is 

concluded. 

 



38 

 

That concludes this determination. 

 


