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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Hearing 

24 – 28 September and 11 – 12 December 2018 
 

Nursing and Midwifery Council, 114-116 George Street, Edinburgh, EH2 4LH 
 
Name of registrant: Miss Lisa Ngosa 
 
NMC PIN:  02H0471O 
 
Part(s) of the register: RN1 - Registered Nurse – Adult  
 (06 August 2002) 
 
Area of Registered Address: Scotland 
 
Type of Case: Misconduct 
 
Panel Members: David Newman (Chair, Lay member) 

Jonathan Coombes (Registrant member) 
David Crompton (Lay member) 

 
Legal Assessor: Graeme Henderson (24-28 September 2018) 

and Robert Frazer (11-12 December 2018) 
 
Panel Secretary: Tara Hoole 
 
Miss Ngosa: Present and represented by Tom Docherty, 

Anderson Strathern LLP 
 
Nursing and Midwifery Council: Represented by Alastair Kennedy, NMC Case 

Presenter (24-28 September 2018) and Chris 
Scott (11-12 December 2018) 

 
Facts proved: 1, 2, 3, 4 and 5 
 
Facts proved by admission: 6 
 
Facts not proved: None 
 
Fitness to practise: Impaired 
 
Sanction: Striking-off order 
 
Interim Order: Suspension order (18 months) 
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Details of charge [as amended]: 

 

That you, a Registered Nurse, whilst employed as a Band 5 Staff Nurse on Maple BD 

Ward at West  Cumberland Hospital Infirmary on 24th and 25th August 2017;  

 

1. On 24th August 2017, failed to administer one or more of the following 

medications to Patient A on the 8am medication round  

i) Furosemide  

ii) Isosorbide  

iii) Finasteride  

iv) Omeprazole  

v) Sando K  

vi) Paracetamol  

 

2. Having failed to administer one or more of the medications as set out at 1.i)-1.vi) 

above, on 25th August 2017 told Colleague A that you had administered all of 

those medications. 

 

3. Having failed administer one or more of the medications set out at 1.i)-vi) above, 

on 24th August 2017 told Colleague B that you had administered all of those 

required medications. 

 

4. On 24th August 2017, having failed to administer one or more of the medications 

as set out at 1.i)-1.vi) above: 

i) In respect of the medication at 1.i) above, ticked the Mar Chart box to 

record that you had administered that medication  

ii) In respect of the medications at 1.ii) to 1.vi) signed the MAR chart to 

record you had administered that medication 
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5. Your actions at charges 2 and/or 3 and/or, 4i) and/or 4ii) above were dishonest, 

in that you were representing that you had administered medication when you 

knew you had not. 

 

6. Failed to administer Furosemide to Patient A on the 12pm Medication Round 

 

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

your misconduct. 

 

 

Decision and reasons on application to amend the charge 

 

At the outset of the hearing, prior to the charges being read, the chair of the panel noted 

that the last sentence of the charge contained the word “impairment” when it should 

have read “impaired”. 

 

He invited the case presenter to comment. Mr Kennedy moved for the charge to be 

amended to read “impaired”. The proposed amendment was not objected to.  

 

The chair also made reference to the fact that charges 2 and 3 contain slightly different 

wording in that charge 2 referred to “medications” and charge 3 referred to “required 

medications”. Mr Kennedy indicated that he was not minded to amend these charges.  

 

Rule 28 of the Rules states: 

 

28. (1) At any stage before making its findings of fact, in accordance with rule 

24(5) or (11), the Investigating Committee (where the allegation relates to a 

fraudulent or incorrect entry in the register) or the Fitness to Practise Committee, 

may amend 

(a) the charge set out in the notice of hearing; or  
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(b) the facts set out in the charge, on which the allegation is based, 

unless, having regard to the merits of the case and the fairness of the 

proceedings, the required amendment cannot be made without injustice.  

(2) Before making any amendment under paragraph (1), the Committee shall 

consider any representations from the parties on this issue. 

 

The panel was of the view that such an amendment, to the last sentence of the charge, 

as applied for, was in the interest of justice. The panel was satisfied that there would be 

no prejudice to you and no injustice would be caused to either party by the proposed 

amendment being allowed. It was therefore appropriate to allow the amendment, as 

applied for, to ensure clarity and accuracy. 

 

 

Application under Rule 31 to allow evidence by Telephone 

 

Mr Kennedy made an application under Rule 31 of the Rules for the evidence of Patient 

A to be heard remotely via telephone, rather than in person. 

 

Mr Kennedy submitted that Patient A is an elderly gentleman of 92. He has restricted 

mobility, and whilst he can move a small distance using a Zimmer frame he would not 

be able to travel without assistance. In any event he requires the attendance of carers 

three times a day.  

 

Patient A was approached in respect of giving his evidence via video link. However, he 

does not have internet access so would be unable to do so. Patient A has confirmed 

that he is happy to give evidence via telephone.  

 

Mr Kennedy submitted that, whilst this was not a hearsay application, the principles in 

the case of Thorneycroft v NMC [2014] EWHC 1565 (Admin) may assist the panel in its 
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decision. He submitted that there was a good and cogent reason for Patient A’s non-

attendance. The evidence that he led would be tested in cross-examination. Although 

the panel would not be able to see the witness and test his demeanour this ought not to 

be sufficient a reason to exclude hearing his evidence.  

 

Mr Doherty made no objection to the hearing of evidence by telephone but highlighted 

the practical difficulties of referring the witness to documents.  

 

The panel heard and accepted the legal assessor’s advice on the issues it should take 

into consideration in respect of this application. This included Rule 31 which provides 

that, so far as it is ‘fair and relevant,’ a panel may accept evidence in a range of forms 

and circumstances, whether or not it is admissible in civil proceedings.  

 

Having seen Patient A’s witness statement, the panel was of the view that it could 

provide evidence that is relevant and that there are good and cogent reasons for his 

non-attendance at this hearing.  

 

The panel therefore went onto consider the issue of fairness.  

 

The panel was mindful that a witness should generally attend a hearing and give 

evidence in person. This allows a panel to assess a witness’s demeanour. However, the 

panel considered it would be able to test the witness’s evidence in response to cross-

examination.  

 

The panel is satisfied that granting this application is both fair and proportionate in all 

the circumstances and therefore grants this application. 

 

 

Decision and reasons on application pursuant to Rule 31 
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The panel heard an application made by Mr Kennedy under Rule 31 of the Rules to 

allow the written statement of Ms 6, Band 7 ward sister on Maple BD ward into 

evidence. The parties had previously agreed that Ms 6’s witness statement was agreed 

and therefore she was not required to attend this hearing.  

 

Mr Docherty, on your behalf, had no objections.  

 

The panel determined that it was fair and relevant to admit Ms 6’s witness statement.  

 

 

Decision and reasons on application pursuant to Rule 31 

 

On day 2 of the hearing the panel heard an application made by Mr Kennedy under 

Rule 31 of the Rules to allow the written statement of Patient A dated 8 January 2018 

into evidence. Mr Kennedy explained that there had been numerous attempts to contact 

Patient A over the course of the last two days with no success. A matron of the NHS 

Trust had visited the home of Patient A to check on him. She discovered Patient A in a 

distressed state and he said to her “I know why you are here” referring to these 

proceedings and added “I just can’t do it”.   

 

In the circumstances, it was not the intention of the NMC to further contact Patient A 

and instructions had been given for Patient A to be reassured that he would not have to 

give evidence. In these circumstances it was submitted that there was a good and 

cogent reason for Patient A’s non-attendance.  

 

Mr Kennedy submitted that the right to cross-examine was not absolute and that having 

regard to Thorneycroft the panel should accede to the NMC’s application to admit 

Patient A’s statement, on the basis that it would provide relevant evidence, and that it 

would be fair to do so.  
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Mr Docherty invited the panel to refuse the application. He submitted that the panel is 

entitled to take into account hearsay evidence and that there is clearly a good and 

cogent reason for Patient A’s non-attendance. However he also submitted that the 

application should be refused on the basis that Patient A’s evidence was the sole and 

decisive evidence on the issue of whether or not you administered medication to him 

that day.  

 

The panel heard and accepted the legal assessor’s advice on the issues it should take 

into consideration in respect of this application. This included that Rule 31 of the Rules 

provides that, so far as it is ‘fair and relevant,’ a panel may accept evidence in a range 

of forms and circumstances, whether or not it is admissible in civil proceedings.  

 

The panel gave careful consideration to the application in regard to Patient A. The panel 

noted that Patient A’s statement had been prepared in anticipation of being used in 

these proceedings and contained the paragraph ‘This statement … is true to the best of 

my information, knowledge and belief’ and was signed by him. 

 

The panel considered whether you would be disadvantaged by the change in the NMC’s 

position of moving from reliance upon the telephone evidence of Patient A to that of a 

written statement.  

 

The panel recognised the public interest in the issues being explored fully which 

supported the admission of this evidence into the proceedings. 

 

The panel considered that the unfairness in this regard worked both ways in that the 

NMC was deprived, as was the panel, from reliance upon the telephone evidence of this 

witness and the opportunity of questioning and probing that testimony. Furthermore, the 

admission of this evidence could be to your benefit as, if accepted, it could cast doubt 

on the NMC’s case.   
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The panel noted that the witness statement of Patient A contradicted the evidence of 

what he originally said to two of the live witnesses, according to their evidence. Patient 

A accepted, in his witness statement, that he had previously made statements to the 

effect that he had only been given two tablets but, as at 8 January 2018, claimed that he 

was 100% certain that he had not been given any tablets that morning.   

 

The panel was not satisfied that this was the sole and decisive evidence on the issue of 

whether or not you administered certain medications to Patient A. The panel formed the 

view that there had been evidence from other witnesses which, if accepted, would assist 

it in determining the outstanding charges. The panel noted that it may not have heard all 

of the evidence in this case. The panel did not consider that the case only involved an 

assessment of the word of Patient A against your word.  

 

The panel had already heard hearsay evidence of what was said by Patient A at the 

time. It also heard evidence of the contents of the Patient A’s medicine chart and its 

subsequent alteration. In respect of the issue of whether or not you administered 

Furosemide the panel has heard evidence regarding the issue of whether or not this 

drug had been prepared by a previous shift. The panel therefore determined that Patient 

A’s evidence was not the sole and decisive evidence.  

 

In these circumstances, the panel came to the view that it would be fair and relevant to 

accept into evidence the written statement of Patient A but would give what it deemed 

appropriate weight once the panel had heard and evaluated all the evidence before it. 

 

 

Decision and reasons on application to amend the charge 

 

On day 3 of the hearing, the panel noted that the stem of the charge refers to “West 

Cumberland Hospital” whilst all of the evidence adduced in this case relates to 

“Cumberland Infirmary, Carlisle”. 
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The chair invited the parties to comment. Mr Kennedy submitted that it would be 

appropriate to delete “West” and substitute “Hospital” with “Infirmary”.  

 

Mr Docherty, on your behalf, submitted that there was no objection to this amendment.  

 

Rule 28 of the Rules states: 

 

28. (1) At any stage before making its findings of fact, in accordance with rule 

24(5) or (11), the Investigating Committee (where the allegation relates to a 

fraudulent or incorrect entry in the register) or the Fitness to Practise Committee, 

may amend 

(a) the charge set out in the notice of hearing; or  

(b) the facts set out in the charge, on which the allegation is based, 

unless, having regard to the merits of the case and the fairness of the 

proceedings, the required amendment cannot be made without injustice.  

(2) Before making any amendment under paragraph (1), the Committee shall 

consider any representations from the parties on this issue. 

 

The panel was of the view that such an amendment, to the stem of the charge, was in 

the interest of justice. The panel was satisfied that there would be no prejudice to you 

and no injustice would be caused to either party by the proposed amendment being 

allowed. It was therefore appropriate to make the amendment to ensure clarity and 

accuracy. 
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Decision and reasons on application to amend the charge 

 

On day 4 of the hearing, the panel noted that the stem of the charge refers to 24th 

August 2017. However, the witness statement of Colleague A (Ms 5) refers to her 

involvement beginning on the 25th August 2017. In addition the witness statement of Ms 

1 refers to 25 August 2017 which appeared to contradict the other evidence in her 

witness statement.  

 

The chair invited the parties to comment.  

 

Mr Kennedy submitted that the reference to 25 August 2017 in Ms 1’s statement is 

clearly a typographical error. Ms 1’s oral evidence was very clear that the events in 

question referred to 24 August 2017, the date Patient A was transferred from Maple 

Ward to Willow Ward.  

 

Mr Kennedy submitted that it would be appropriate to amend the stem of the charge by 

adding in “and 25th” between “24th” and “August”. Mr Kennedy submitted that it would 

not cause prejudice to you.  

 

Mr Docherty, on your behalf, submitted that he was anxious to have it clarified that 

charge 5 would not include an allegation to the effect that there was any degree of 

dishonesty taking place on the 24 and 25 August 2017. It may be that the amendment 

could be regarded as one which effectively involves dishonesty taking place on 24 and 

25 August 2017. He submitted that he was concerned that to alter the charge in this 

way, you would face dishonesty charges over two dates rather than one.  

 

Mr Kennedy submitted that this could be overcome by adding in “25th August 2017” to 

charge 2 and to add in “24th August 2017” to charge 3 after above.  

 

Mr Kennedy submitted that, for clarity, charge 1 and charge 4 could then be amended to 

begin “On 24th August 2017”.  



 11 

 

Mr Kennedy submitted that it was not appropriate to amend charge 5 and charge 6.  

 

Mr Docherty submitted that it was a matter for the panel to determine whether it was fair 

to amend the charges.  

 

 

Original Charge 

 

That you, a Registered Nurse, whilst employed as a Band 5 Staff Nurse on Maple BD 

Ward at West  Cumberland Hospital Infirmary on 24th August 2017;  

 

1. Failed to administer one or more of the following medications to Patient A on the 

8am medication round  

i) Furosemide  

ii) Isosorbide  

iii) Finasteride  

iv) Omeprazole  

v) Sando K  

vi) Paracetamol  

 

2. Having failed to administer one or more of the medications as set out at 1.i)-1.vi) 

above, told Colleague A that you had administered all of those medications. 

 

3. Having failed administer one or more of the medications set out at 1.i)-vi) above, 

told Colleague B that you had administered all of those required medications. 

 

4. Having failed to administer one or more of the medications as set out at 1.i)-1.vi) 

above: 

i) In respect of the medication at 1.i) above, ticked the Mar Chart box to 

record that you had administered that medication  
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ii) In respect of the medications at 1.ii) to 1.vi) signed the MAR chart to 

record you had administered that medication 

 

Amended Charge: 

 

That you, a Registered Nurse, whilst employed as a Band 5 Staff Nurse on Maple BD 

Ward at West  Cumberland Hospital Infirmary on 24th and 25th August 2017;  

 

1. On 24th August 2017, failed to administer one or more of the following 

medications to Patient A on the 8am medication round  

i) Furosemide  

ii) Isosorbide  

iii) Finasteride  

iv) Omeprazole  

v) Sando K  

vi) Paracetamol  

 

2. Having failed to administer one or more of the medications as set out at 1.i)-1.vi) 

above, on 25th August 2017 told Colleague A that you had administered all of 

those medications. 

 

3. Having failed administer one or more of the medications set out at 1.i)-vi) above, 

on 24th August 2017 told Colleague B that you had administered all of those 

required medications. 

 

4. On 24th August 2017, having failed to administer one or more of the medications 

as set out at 1.i)-1.vi) above: 

i) In respect of the medication at 1.i) above, ticked the Mar Chart box to 

record that you had administered that medication  

ii) In respect of the medications at 1.ii) to 1.vi) signed the MAR chart to 

record you had administered that medication 
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The panel accepted the advice of the legal assessor including his previous advice on 

Rule 28 which is referred to above in the previous applications to amend the charge.  

 

The panel was of the view that the oral evidence of both Ms 1 and Ms 5 was clear 

concerning the dates to which their evidence referred.  

 

Ms 1, in her oral and written evidence, referred to the date of the 24th, the day Patient A 

was transferred and the panel considers the reference to 25 August in her witness 

statement was clearly a mistake.  

 

Ms 5 referred to becoming involved on the 25th, the day following Patient A’s transfer to 

Willow ward. The panel noted it was never disputed by either party that this was the 

date in question in relation to charge 2 and was of the view that such amendments, to 

clarify the dates to which the specific charges refer, was in the interests of justice. The 

panel was satisfied that there would be no prejudice to you and no injustice would be 

caused to either party by the proposed amendment being allowed. It was therefore 

appropriate to make the amendment to ensure clarity and accuracy. 

 

 

Decision on the findings on facts and reasons 

 

In reaching its decisions on the facts, the panel considered all the evidence adduced in 

this case together with the submissions made by Mr Kennedy, on behalf of the NMC, 

and those made by Mr Docherty on your behalf. 

 

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

 

The panel was aware that the burden of proof rests on the NMC, and that the standard 

of proof is the civil standard, namely the balance of probabilities. This means that the 
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facts will be found proved if the panel is satisfied that it is more likely than not that the 

incidents occurred as alleged. 

 

Background 

The charges arose whilst you were working as a staff nurse on the Maple BD Ward 

(“the Ward”) at Cumberland Infirmary, Carlisle (“the Infirmary”). You had been employed 

at the Infirmary since June 2016 and on the Ward as a staff nurse since December 

2016. The panel heard that you had worked as a nurse at Glasgow Royal Infirmary for 

10 years before you started your role at the Infirmary. You told the panel that you 

trained as a nurse overseas. You were added to the NMC Register in 2002 when you 

moved to the UK. You obtained your master’s degree in advanced nursing from 

Glasgow Caledonian University in 2014 and moved to West Cumberland NHS Trust to 

enhance your career.  

  

The incidents that led to your referral to the NMC are said to have taken place on 24 

and 25 August 2017. 

 

Patient A had been under your care on Maple D ward on 24 August 2017 and was 

transferred that afternoon to another ward, Willow C, within the hospital for ongoing 

treatment. The staff nurse receiving the patient at Willow C, Ms 1, questioned whether 

some of the patient’s regular medications had been given as one of two medicine 

administration records (MAR charts) relating to Patient A had not been signed for to 

show that prescribed medication had been administered at 08:00 and 13:00. Ms 1 

asked Patient A about his medication and said that Patient A told her that he had only 

received two tablets that morning.  

 

Ms 1 phoned Maple D ward and spoke with you regarding the missing signatures. You 

went to Willow C and checked Patient A’s MAR charts with Ms 1. You then reassured 

Ms 1 that all the medications had been given, but that you had forgotten to sign one of 

the MAR charts. You then retrospectively signed on that chart to signify that all 

medications (except intravenous (IV) Furosemide) due at 08:00 and 13:00 had been 
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given; you retrospectively marked the MAR chart for intravenous (IV) Furosemide at 

08:00 with a tick.  

 

When challenged by Ms 1, you explained that you ticked the box for intravenous (IV) 

Furosemide rather than signing to indicate that you had not drawn up the drug but 

simply administered it. You told Ms 1 that the night staff had drawn up the Furosemide 

and you administered this to Patient A on the 08:00 medication round. The matter was 

escalated. You told Ms 5 on 25 August 2017 that you had administered all of the 

medications prescribed to Patient A at 08:00.    

 

 

Witnesses 

 

The panel heard oral evidence from five witnesses on behalf of the NMC. In addition, 

the panel heard oral evidence from you.  

 

The panel first considered the overall credibility and reliability of all of the witnesses it 

had heard from, including you.  

 

Ms 1, a Band 5 Registered Nurse on Willow C ward. The panel found Ms 1 to be 

concise, confident and clear in her responses and honest when she did not know the 

answer to a question. The panel considered Ms 1 to be a credible and reliable witness 

who did her best to assist the panel. The panel noted that Ms 1 had no prior contact 

with you before the 24 August 2017.  

 

Ms 2, a Registered General Nurse on Maple D ward. The panel found Ms 2 to be a 

credible and reliable witness. She tried to assist panel and was clear when she didn’t 

know the answers to questions. The panel considered that she was consistent in her 

responses. The panel noted that Ms 2 had not worked many shifts with you and did not 

know you well. 
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Ms 3, Deputy Ward Manager of Maple B/D Ward. The panel found Ms 3 to be entirely 

credible and reliable. She was clear, open and knowledgeable and did her best to be 

helpful to the panel and the hearing process. She conceded where she did not know 

and did not embellish her answers.  

  

Ms 4, Band 5 Registered Nurse on Maple D ward. The panel considered Ms 4 to be an 

honest and truthful witness. The panel noted that Ms 4 was clearly nervous. Her 

evidence about who deleted one paragraph in her local statement was vague. She did 

her best to be helpful to the panel. The panel considered her to be a credible witness 

however the panel could not rely on her evidence in relation to the deletion of a 

paragraph in her local statement. The panel noted that Ms 4 had rarely worked with you. 

 

Ms 5, Matron in the Surgical Division, North Cumbria University Hospitals. The panel 

considered Ms 5 to be a credible and reliable witness.  Ms 5 conducted the investigation 

into the incident. The panel considered that Ms 5 was honest in describing the scope of 

her investigation and did everything she could to answer questions. The panel 

considered Ms 5 to be a helpful and confident witness who gave clear answers, 

conceding where she did not know. The panel noted that Ms 5 had not met you before 

her investigation into this incident. 

 

You also gave evidence under oath. You gave clear, consistent and detailed answers. 

Although you were emotional at times during your evidence the panel recognised this 

was perhaps to be expected in these circumstances. You accepted several 

shortcomings in your practice during your shift on 24 August 2017. For reasons which 

will be explained under the charges the panel had concerns over the credibility and 

reliability of your evidence on critical matters. 

 

The written statements of Ms 6, Band 7 Ward Sister on Maple BD ward, and Patient A 

were read into the record.  
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The panel noted that there were no significant inconsistencies between the accounts of 

the NMC witnesses but that these did not match your account in relation to some critical 

matters relating to charge 1.   

 

At the start of this hearing you admitted the following charge; 

 

Charge 6: 

 

6. Failed to administer Furosemide to Patient A on the 12pm Medication Round 

 

This charge was therefore announced as found proved. 

 

The panel then went on to consider the remaining charges. 

 

The panel considered each charge and made the following findings: 

 

Charge 1: 

 

1. On 24th August 2017, failed to administer one or more of the following 

medications to Patient A on the 8am medication round  

i) Furosemide  

ii) Isosorbide  

iii) Finasteride  

iv) Omeprazole  

v) Sando K  

vi) Paracetamol  

 

This charge is found proved in its entirety. 

 

In reaching this decision, the panel took into account all of the evidence adduced in this 

case. The panel first had to determine whether you were under a duty to administer the 
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medication set out in charge 1. It was not in dispute that you were the nurse responsible 

for the administration of medication to Patient A on the 08:00 medication round on 24 

August 2017, or that the medication on the MAR chart was prescribed and therefore 

required to be administered.  

 

Colleague B (Ms 1) examined Patient A’s notes and discovered that there were two 

medication charts for Patient A. One chart, for two antibiotic medications, was signed to 

show that both medications had been administered. However, the other chart, which 

included all of the medications listed in charge 1, contained no such signatures against  

prescribed medications due to be administered at 08:00 on 24 August 2017. On the 

face of these records, Ms 1 was concerned that only two antibiotic tablets had been 

administered to Patient A rather than all prescribed medications as recorded on both 

charts 1 and 2.  

 

Patient A was asked by Ms 1 about the administration of medication that morning. The 

panel accepted her evidence that she was careful in her questioning and that Patient A 

responded that he had only received two tablets. When he spoke to Colleague A (Ms 5) 

on the following day Patient A confirmed that he had only been given two tablets.  

 

It was your evidence, as well as that of Ms 1 and Ms 5, that Patient A was “compos 

mentis” and that there was no obvious reason to question his capacity.  

 

The panel considered the hearsay evidence of what Ms 1 said that Patient A had told 

her after his transfer to Willow ward. Whilst the panel was not able to test that evidence, 

it accepted the evidence of Ms 1 that the response provided by Patient A was 

unprompted.  The panel noted that Ms 1’s evidence of what Patient A told her was 

consistent with the hearsay evidence of Ms 5 as to what Patient A told her the following 

day, 25 August 2017. 

 

Patient A has since provided a witness statement to the NMC dated 8 January 2018. In 

that statement he accepted that he had mentioned having been given only two tablets 
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when questioned, but added: “I am now certain I did not receive any”. The witness 

statement contains no explanation for this change of recollection. The panel was of the 

view that Patient A’s initial comments reported by Ms 1 and Ms 5 as made to them on 

24 and 25 August 2017 respectively, which were consistent with the second MAR chart 

(marked chart 2 of 2), was more likely than not to have been accurate and as such 

could be deemed more reliable than his later statement of 8 January 2018.  

 

The panel heard detailed evidence, from you, in support of your contention that all of the 

medication listed in charge 1 had been administered or at least provided to Patient A.  

 

You said that all of the medication relating to the unsigned MAR chart, with the 

exception of Furosemide, was in Patient A’s bedside locker. Your position was that you 

examined the chart and placed all of this medication in a pot. You then left the pot with 

Patient A. You accept that you did not watch him take this medication. You accepted 

that administration of medication includes ensuring a patient has consumed the 

medication. You therefore accept that you had not administered this medication 

because you could not be satisfied that Patient A had actually taken the medication.  

 

You then went to the “clean utility” room to obtain the medication as prescribed on the 

second chart, which was not stored in Patient A’s bedside locker. In the clean utility 

room, you state that you found a 100ml bag of Saline alongside an empty vial of 

Furosemide which you said was already made up for Patient A with his name on the 

label.  

 

You then said that you connected the Furosemide infusion to Patient A. You also said 

you provided Patient A with the antibiotics in a second pot. You did not watch him take 

this medication either.  

 

When questioned you explained to the panel that it was regular practice for the night 

shift to make up IV infusions in order to assist the day shift. You also said that, on at 

least one occasion, you had been called in solely for the purpose of preparing IV 
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infusions. All of the NMC witnesses who were questioned on this subject told the panel 

that it was not acceptable and that it was not the practice of the night shift to prepare IV 

infusions in this manner. It was not put to any witness that nurses would be called in for 

the sole purpose of preparing IV medication.  

 

The panel heard from the NMC witnesses that the usual practice for this IV medication 

was for two nurses to be involved in administering this to patients and both were 

required to sign the MAR Chart. Whilst the identity of the second nurse was not always 

recorded in Patient A’s charts the panel was satisfied that this practice was usually 

followed. You said that you administered Furosemide to Patient A without a second 

nurse being involved. No other nurse referred to seeing a pre-mixed Furosemide 

infusion in the “clean utility” room.  

 

The panel determined that it required to make a finding in respect of charge 1. i), the 

administration of Furosemide, separately to the other medication listed at 1.ii) – vi).  

 

In respect of charge 1.i), the failure to administer Furosemide, the panel noted that 

Furosemide was prescribed to be administered to Patient A by a different route than the 

other medications. Furosemide was prescribed to be given to Patient A via IV rather 

than in tablet form. The panel heard evidence that there are two methods to administer 

Furosemide intravenously: by a 100ml IV infusion or through a bolus push injection. The 

witnesses agreed that, in their opinion, the more appropriate method in Patient A’s 

circumstances would be to give Furosemide as a bolus push. The MAR chart did not 

specify the method of administration, and the panel recognises that both methods could 

be considered acceptable routes for Patient A to receive this medication. 

 

You explained to the panel that you chose to give the Furosemide via IV infusion as 

Patient A was not drinking very well and that, in your opinion, to give a 100ml bag of 

saline was not inappropriate for this patient at this time. However, you admitted that you 

did not enter the 100ml of fluid on Patient A’s fluid balance chart.  
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The panel had regard to the evidence of Ms 2 and Ms 4, the nurses on shift the night 

before the day shift of 24 August 2017. Both Ms 2 and Ms 4 were very clear in their 

evidence that they did not make up Furosemide in an IV bag and leave it for the day 

shift to administer this medication. The panel had no evidence to suggest that this was 

not the case. Further, Ms 3 gave evidence to say that she had never experienced night 

shift staff making up medication for staff on the day shift.  

 

The panel noted that all the NMC witnesses, when questioned, did not accept that it 

was common practice for night staff to make up IV medication for the day staff to give. 

All of the witnesses agreed that if they made up IV medication they would ensure that 

they were the nurse to administer this to the patient and that it would be additionally 

signed for by a second checker.  

  

In his witness statement dated 8 January 2018, Patient A states “I did not receive any 

medication in the drip in my hand”. The panel already determined to attach little weight 

to that evidence. The panel heard evidence from Ms 5 who stated in her witness 

statement “Patient A was able to tell me that he had not received anything via the IV 

cannula … on morning drug round”.  The panel attached more significant weight to what 

Patient A said at the time of the investigation.  

 

In his witness statement Patient A described you as “a very nice lady”. The panel 

considered that he was independent and did not have any motive to fabricate his 

statement. The panel noted that Patient A’s initial reported comment at the time of the 

incident, that he had received only two tablets, reflects the evidence of Ms 1 and Ms 5. 

The panel noted that Patient A’s comments reflected the original recording which had 

been entered on the second MAR chart (2 of 2).  

 

The panel also considered the hearsay evidence from Ms 3 in which she stated “I asked 

both Nursing Assistants that were on shift working with you if they had seen a 100ml 

bag of fluid attached to Patient A. They both stated no. ” The panel accepted that this 

was hearsay evidence and as such it could not give it the same weight as oral evidence 
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from a live witness. However, it noted that this was consistent with the other NMC 

evidence.  

 

The panel considered the issue of the incorrect disposal of the IV infusion administration 

kit. The panel heard evidence that you had disposed of the used kit in the clinical waste 

bin rather than in the sharps bin. However, the panel did not attach much significance to 

this factor. The panel noted Ms 5’s assertion that, had they been able to retrieve the 

used bag, they would have been able to test the residue and determine what had been 

administered to Patient A.  

 

The panel also noted the oral evidence of Ms 1 and Ms 5 that ultimately there is no fool-

proof means of testing whether a dose of Furosemide was missed as given that Patient 

A was already receiving this medication, any blood test on him would be likely to 

produce inconclusive results.  

 

The panel noted you said in your oral evidence that you were “scared” to sign that you 

had given Furosemide and that you ticked to indicate that the medication had been 

given but you did not sign as you had not prepared the IV bag. The panel considered 

that your evidence, that you gave the pre-mixed IV infusion without being certain of its 

contents, but were scared to sign for it later, as lacking credibility. In your evidence you 

demonstrated a clear understanding of the importance of signing for medication which 

has been administered and you were able to tell the panel about the importance of the 

“Nine R’s for medication administration”. 

 

The panel considered that, on your version of events, there are a number of procedures 

that were not correctly followed with respect to the administration of Furosemide to 

Patient A at 08:00 on 24 August 2017. The panel did not accept it was normal practice 

for nurses to make up IV medication for nurses on the next shift; there should have 

been two nurses preparing, administering and signing for the IV Furosemide 

medication, usual practice on this ward was for this medication to be given by an IV 

bolus push, especially to a patient on a fluid restriction; you accept that you made no 
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entry on Patient A’s fluid balance chart;  the disposal of the IV infusion kit was not in line 

with local procedure; you recorded on the MAR chart a tick rather than signing in line 

with normal practice.  

 

Given all of the factors above and in light of the evidence of Ms 1, Ms 5, the MAR charts 

and Patient A, the panel was satisfied that, whilst possible, your explanation was 

unlikely and that you therefore did not administer Furosemide to Patient A on the 08:00 

medication round on 24 August 2018. 

 

The panel therefore found charge 1.i) proved.  

 

The panel went on to consider the remaining medications at charge 1.ii) – vi) together 

as the panel noted that they were all in tablet form and all listed on the same MAR 

chart.  

 

The panel took the view that in order to reach a decision on the remainder of this charge 

it first needed to determine the meaning of “failed to administer” in relation to 

medication.  

 

The panel noted the submissions by Mr Kennedy that there was a duty incumbent on 

nurses to administer medication in accordance with a patient’s MAR chart and NMC 

guidance. If medication is not administered in accordance with these then there has 

been a failure. Mr Kennedy submitted that in relation to medication 1.ii) – vi) you had 

admitted that you did not fully administer medication to Patient A. To fully administer 

medication you have to complete the process, including seeing that tablets have been 

consumed. 

 

The panel noted that, during the course of your evidence, you admitted that you had not 

fully administered Isosorbide, Finasteride, Omeprazole, Sando K and Paracetamol as 

you had left them in a pot next to Patient A and had not waited to ensure that he had 

taken the tablets.  
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Although you accept that you failed to fully administer this medication to Patient A the 

panel nevertheless felt it necessary to determine whether you had given Patient A the 

medication to take.  

 

The panel noted that all of this medication appears on chart 1 of 2. The panel had 

regard to Ms 1’s witness statement which states “There were two charts; one of the 

charts had two medicines on it that was given and signed for. The other chart had 

nothing signed on”. The panel noted that Ms 1 said that “Patient A advised that he had 

only been administered two tablets that morning which corresponded with two signed on 

the chart”. The panel further considered its finding that you did not administer 

Furosemide to Patient A and the doubts which that finding had cast on the credibility of 

your evidence. Furosemide was also on chart 1 of 2. 

  

The panel considered, on the balance of probabilities, that it was more likely than not 

that you did not give the remaining drugs on chart 1 of 2 to Patient A. Patient A said that 

he had only received two tablets. The panel considered it likely that these two tablets 

corresponded with the antibiotics on chart 2 of 2 which had been signed for.  

 

In all the circumstances, the panel considered that there was compelling evidence that 

you did not provide Patient A with a pot containing Isosorbide, Finasteride, Omeprazole, 

Sando K and Paracetamol.  

 

Accordingly the panel found charge 1.ii) – vi) proved on the basis that the medication 

specified had been neither given nor fully administered.  

  

Charge 2: 

 

2. Having failed to administer one or more of the medications as set out at 1.i)-1.vi) 

above, on 25th August 2017 told Colleague A that you had administered all of 

those medications. 
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This charge is found proved. 

 

The evidence of Colleague A (Ms 5) that you told her on 25th August 2017 that you had 

administered all of the medications in charge 1 was not challenged. You accept that you 

have always maintained that you administered, or at least provided, this medication. 

Given charge 1 has been found proved the panel find this charge proved.  

 

 

Charge 3: 

 

3. Having failed administer one or more of the medications set out at 1.i)-vi) above, 

on 24th August 2017 told Colleague B that you had administered all of those 

required medications. 

 

This charge is found proved. 

 

The evidence of Colleague B (Ms 1) that you told her on 24th August 2017 you had 

administered all of the required (and prescribed) medications in charge 1 was not 

challenged. You accept that you have always maintained that you administered, or at 

least provided, this medication. Given charge 1 has been found proved the panel find 

this charge proved.  

 

 

Charge 4: 

 

4. On 24th August 2017, having failed to administer one or more of the medications 

as set out at 1.i)-1.vi) above: 

i) In respect of the medication at 1.i) above, ticked the Mar Chart box to 

record that you had administered that medication  
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ii) In respect of the medications at 1.ii) to 1.vi) signed the MAR chart to 

record you had administered that medication 

 

This charge is found proved in its entirety. 

 

The panel had regard to your oral evidence in which you admit that you did tick the 

chart in the presence of Ms 1 to indicate that Furosemide had been administered. Ms 1 

gave evidence that she witnessed you tick the chart and that she challenged your 

decision to tick rather than sign the chart. She told the panel that ticking to say 

medication had been administered was highly unusual. The panel heard evidence from 

the NMC witnesses that, if this did occur, it would be as a result of healthcare assistants 

administering washes or creams. The nurse would then tick to say this had been done 

but to indicate that it had been done by a healthcare assistant.  

 

As you made the tick in the presence of Ms 1 it was a record that you had yourself 

administered this medication.  

 

The panel also had regard to your oral evidence in which you admit that you did sign the 

chart in respect of Isosorbide, Finasteride, Omeprazole, Sando K and Paracetamol in 

the presence of Ms 1. Ms 1 gave evidence that she witnessed you sign the chart for the 

above.  

 

The panel therefore find this charge proved in its entirety.  

 

 

Charge 5: 

 

5. Your actions at charges 2 and/or 3 and/or, 4i) and/or 4ii) above were dishonest, 

in that you were representing that you had administered medication when you 

knew you had not. 
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This charge is found proved in its entirety. 

 

Having found charges 2, 3 and 4 proved the panel considered whether your actions 

were dishonest. The legal assessor referred the panel to the case of IVEY v Genting 

Casinos [2017] UKSC 67 when dealing with allegations of dishonesty. 

 

The panel first considered whether you knew or believed that what you were doing was 

dishonest.  

 

The panel was of the view that you knew that you had not administered the medication 

set out in charge 1 to Patient A and understood that what you were saying to 

Colleagues A and B was untrue. In addition you were aware that by signing and ticking 

the boxes in the MAR chart you were deliberately misrepresenting that the drugs had 

been administered.  

  

Second, the panel considered whether an ordinary, decent person would regard this to 

be dishonest, in the circumstances of this case. The panel determined that any 

reasonable, informed person would consider your actions in charges 2, 3 and 4, to be 

dishonest.  

 

The panel did not consider that any reasonable decent, honest nurse would have a 

different view from any reasonably informed person.  

 

Accordingly the panel found this charge proved in its entirety.  
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Decision on Application to Adjourn  

 

Following the panel announcing its decision on the facts you were afforded an 

opportunity to consider the written decision before moving on to the impairment stage.  

 

When the hearing was reconvened Mr Docherty submitted, on your behalf, that the 

hearing should be adjourned prior to the panel hearing submissions on the issues of 

misconduct and impairment. He submitted that the question of insight is a crucial factor 

having regard to the remaining issues the panel has to determine. Given the findings of 

the panel, you required further time to reflect on the facts found proved.  

 

Mr Docherty further submitted that it was in the interests of justice that this hearing 

should be adjourned. There was little chance of this hearing concluding in the half day 

that remained.  

 

Mr Kennedy submitted that the NMC took a neutral stance on this application but that 

you should be given every opportunity to present your position.  

 

The panel heard and accepted the advice of the legal assessor who referred to Rule 32 

and in particular Rule 32 (4) which states: 

 

(4)  In considering whether or not to grant a request for postponement or 

adjournment, the Chair or Practice Committee shall, amongst other 

matters, have regard to: 

(a)  the public interest in the expeditious disposal of the case; 

(b)  the potential inconvenience caused to a party or any witnesses to 

be called by that party; and 

(c)  fairness to the registrant. 
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Having had regard to Rule 32(4) the panel considered that it was in the interests of 

justice that the hearing should be adjourned prior to considering the impairment stage. 

The panel did not consider that adjourning at this stage would have any affect in the 

general public interest in the expeditious disposal of the case. 

 

The panel accepted the submissions which were made on your behalf that the hearing 

would not conclude in the remaining time available.  

 

The panel could identify no inconvenience which would arise as a result of postponing 

at this stage.  

 

The panel accepted that you would need to consider its findings on the facts very 

carefully, and therefore determined that in fairness to you, you should be given an 

opportunity to reflect further on the decision that you have received today.  

 

The panel decided to grant the application to postpone.  

 

 

Determination on Interim Order 

 

In terms of Rule 32(5) the panel was required to consider whether or not to make an 

interim order. Mr Kennedy submitted that he could identify no public protection issues. 

The panel required to deliberate in private and could identify no public protection issues 

which would justify the imposition of an interim order by this panel.  

 

The hearing adjourned part-heard.  
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Hearing Resumed on 11 December 2018 

 

Submissions on misconduct and impairment:  

 

Having announced its finding on all the facts, the panel then moved on to consider 

whether the facts found proved amount to misconduct and, if so, whether your fitness to 

practise is currently impaired. There is no statutory definition of fitness to practise. 

However, the NMC has defined fitness to practise as a registrant’s suitability to remain 

on the register unrestricted.  

 

At the start of today’s hearing a number of documents were put before the panel. Mr 

Scott, on behalf of the NMC, provided the panel with the determination of a substantive 

order review hearing held on 2 February 2018, relating to misconduct previously found 

against you, along with a chronology showing the progression of both that case and this 

case through the NMC process. Mr Docherty, on your behalf submitted two reflective 

pieces written by yourself, one prepared in January 2018 in respect of this case which 

focussed on your medication administration errors, and one prepared in December 

2017 in respect of the previous NMC case which focussed on “honesty and openness”.   

 

You gave evidence under oath. You told the panel that you have reflected on the 

panel’s findings in September over the last few months and expressed remorse at 

“bringing a bad reputation to the profession”. You told the panel you have done all the 

training you can to resolve this matter.  

 

You outlined for the panel various pressures you felt you were under at the time of the 

incidents. You told the panel what you would do to reduce those pressures if you were 

in a similar position in future.  

 

Under cross-examination you said you understand the importance of telling the truth 

and of the trust patients and families must be able to have in a nurse as well as the 

impact of dishonesty on the profession. You were able to explain the importance of safe 
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administration of medication and said you understand it is vitally important to make an 

accurate record of what you do or do not do. You explained to the panel the importance 

of honesty and openness in nursing. 

 

Mr Scott, in his submissions, invited the panel to take the view that your actions amount 

to a breach of certain parts of The Code: Professional standards of practice and 

behaviour for nurses and midwives (2015) (the Code). He then directed the panel to 

specific paragraphs and identified where, in the NMC’s view, your actions amounted to 

misconduct.  

 

Mr Scott referred the panel to the case of Roylance v GMC (No. 2) [2000] 1 AC 311 

which defines misconduct as a ‘word of general effect, involving some act or omission 

which falls short of what would be proper in the circumstances.’ 

 

Mr Scott reminded the panel of the witness evidence heard at the facts stage of this 

hearing, in particular the effects which omitting medication could have had on Patient A. 

Mr Scott submitted that you had an opportunity to be candid when questioned 

immediately following the incident but reminded the panel that you had not openly 

admitted your mistake and by doing so put Patient A at further risk of harm. He 

submitted that this was behaviour which fell very much below the standards expected of 

a nurse.  

 

Mr Scott then moved on to the issue of impairment, and addressed the panel on the 

need to have regard to protecting the public and the wider public interest. This included 

the need to declare and maintain proper standards and maintain public confidence in 

the profession and in the NMC as a regulatory body. Mr Scott referred the panel to the 

cases of Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery 

Council (2) Grant [2011] EWHC 927 (Admin).  

 

Mr Scott submitted that all four limbs of the “Grant test” are engaged in your case. He 

submitted that your misconduct in this case took place despite another incident, a year 
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before, in which a finding of dishonesty had been made. There was therefore a risk of 

repetition of your dishonest behaviour.   

 

Mr Scott reminded the panel of the adjournment application made on your behalf after 

the facts were found proved in September and the decision at that point to grant an 

adjournment to allow you time to reflect on the panel’s decision. Mr Scott submitted that 

there is very little evidence from the documentation provided today that you have 

reflected on the panel’s findings in September. Mr Scott conceded that you have, under 

oath today, demonstrated limited insight insofar as you recognise the importance of 

being honest and of accurate record keeping. However, Mr Scott submitted that you 

have given limited reassurance today that were similar circumstances to arise today that 

there would not be similar conduct as a result. 

 

Mr Scott submitted that ultimately the panel had not accepted your account of what had 

happened and that very little has changed since then. He submitted you have shown 

poor insight and remediation and that there is a high risk of repetition in your case.  

 

Mr Scott further submitted that the panel may find that you are also impaired on the 

grounds of public interest, given the importance of declaring and upholding proper 

standards in the profession.  

 

Mr Docherty conceded, on your behalf, that the facts found proved do amount to 

misconduct. He submitted that this concession demonstrated a level of insight on your 

behalf.  

 

Mr Docherty submitted to the panel that this was an isolated incident, as the errors took 

place over one shift, and asked that the isolated nature of this incident be taken into 

consideration.  

 

Mr Docherty also referred the panel to the NMC’s guidance on impairment in addition to 

the case of Grant.  
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Mr Docherty submitted that you have taken steps to remedy your misconduct by 

reflecting on what has happened. He asked the panel to take into account the two 

reflective pieces provided today, in addition to the testimonials and certificates provided 

at the previous hearing in September and the statement you wrote in respect of Patient 

A’s care dated 6 October 2017 (also in the previous hearing bundle).  

 

Mr Docherty submitted that the documents provided today to a degree accept your role 

and responsibilities and there is a degree of acceptance in that you appreciate what 

could and should have been done differently and understand how to act differently in 

future.  

 

Mr Docherty told the panel that you are very clear you are not seeking to blame others. 

He submitted that you have shown sufficient insight and you understand how you would 

tackle these difficulties if they were to arise in future. He further submitted it is significant 

that you remain working in the health care environment, where colleagues are in a 

position to trust you. He submitted that the references provided are all fairly positive and 

asked the panel to take this into account.  

 

The panel has accepted the advice of the legal assessor which included reference to a 

number of judgments which are relevant, including the cases of Roylance, Grant and 

Cohen v General Medical Council [2008] EWHC 581.  

 

The panel adopted a two-stage process in its consideration. First, the panel must 

determine whether the facts found proved amount to misconduct. Secondly, only if the 

facts found proved amount to misconduct, the panel must decide whether, in all the 

circumstances, your fitness to practise is currently impaired as a result of that 

misconduct.  
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Decision on misconduct 

 

When determining whether the facts found proved amount to misconduct the panel had 

regard to the terms of The Code: Professional standards of practice and behaviour for 

nurses and midwives (2015) (the Code). 

 

The panel, in reaching its decision, had regard to the public interest and accepted that 

there was no burden or standard of proof at this stage and exercised its own 

professional judgement. 

 

The panel was of the view that your actions did fall significantly short of the standards 

expected of a registered nurse, and that your actions amounted to a breach of the 

Code. Specifically: 

 

1  Treat people as individuals and uphold their dignity  

To achieve this, you must:  

 

1.2  make sure you deliver the fundamentals of care effectively 

 

1.4  make sure that any treatment, assistance or care for which you are 

responsible is delivered without undue delay 

 

8  Work co-operatively 

To achieve this, you must: 

 

8.5  work with colleagues to preserve the safety of those receiving care 

 

8.6  share information to identify and reduce risk 

 

10  Keep clear and accurate records relevant to your practice  
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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  

 

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 

 

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. 

 

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

associated with your practice  

To achieve this, you must:  
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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 

 

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]  

 
The panel appreciated that breaches of the Code do not automatically result in a finding 

of misconduct. However, the panel was of the view that the facts found proved in your 

case amounted to serious omissions and errors and were a significant departure from 

the conduct expected of a registered nurse.  

 

The panel noted that you have admitted that the facts found proved amounted to 

misconduct.  

 

The panel considered that the failure to administer any drug could present a significant 

risk of harm to a patient. The panel heard in evidence the specific problems that the 

omission of each of the medications listed in the charges could have presented to 

Patient A and the significant effects this could have had on him.  

 

The panel was of the view that the clinical misconduct identified was compounded by 

your dishonesty. The panel found that you falsified Patient A’s records and concealed 

from Colleague B the fact that you did not administer prescribed medications to Patient 

A. This resulted in a further delay in him receiving the correct medication and put him at 

significant risk of harm. You maintained the dishonesty to Colleague A when she 

investigated the matter the following day.  
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The panel considered that a failure to administer medication was potentially remediable, 

particularly if you had been honest about it when first questioned. Your attempt to cover 

up your omissions represented a significant departure from the conduct expected of a 

registered nurse. Further, the panel also took into account the repeated nature of your 

dishonesty, in that you deliberately falsified Patient A’s records and lied to two 

colleagues several hours apart. 

 

The panel found that this combination of acts and omissions on your part fell 

significantly short of the conduct and standards expected of a registered nurse and 

amounted to misconduct. 

 

  

Decision on impairment 

 

The panel next went on to decide if as a result of this misconduct your fitness to practise 

is currently impaired. 

 

Nurses occupy a position of privilege and trust in society and are expected at all times 

to be professional and to maintain professional boundaries. Patients and their families 

must be able to trust nurses with their lives and the lives of their loved ones. To justify 

that trust, nurses must be honest and open and act with integrity. They must make sure 

that their conduct at all times justifies both their patients’ and the public’s trust in the 

profession. In this regard the panel considered the judgement of Mrs Justice Cox in the 

case of Grant in reaching its decision, in paragraph 74 she said: 

 

In determining whether a practitioner’s fitness to practise is impaired by 

reason of misconduct, the relevant panel should generally consider not 

only whether the practitioner continues to present a risk to members of the 

public in his or her current role, but also whether the need to uphold 

proper professional standards and public confidence in the profession 
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would be undermined if a finding of impairment were not made in the 

particular circumstances.  

 

Mrs Justice Cox went on to say in Paragraph 76: 

 

I would also add the following observations in this case having heard 

submissions, principally from Ms McDonald, as to the helpful and 

comprehensive approach to determining this issue formulated by 

Dame Janet Smith in her Fifth Report from Shipman, referred to above. 

At paragraph 25.67 she identified the following as an appropriate test for 

panels considering impairment of a doctor’s fitness to practise, but in my 

view the test would be equally applicable to other practitioners governed 

by different regulatory schemes. 

 

Do our findings of fact in respect of the doctor’s misconduct, 

deficient professional performance, adverse health, conviction, 

caution or determination show that his/her fitness to practise is 

impaired in the sense that he/she: 

 

a. 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; and/or 

 

b. has in the past brought and/or is liable in the future to bring the 

medical profession into disrepute; and/or 

 

c. has in the past breached and/or is liable in the future to breach 

one of the fundamental tenets of the medical profession; and/or 

 

d. has in the past acted dishonestly and/or is liable to act 

dishonestly in the future. 
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The panel finds that all four limbs are engaged in your case. Your actions put Patient A 

at unwarranted risk of harm and brought the medical profession into disrepute. In 

addition, you have breached fundamental tenets of the nursing profession and have 

been found to have acted dishonestly, both in the charges found proved in this case but 

also in a previous NMC case.  

 

Regarding insight, in relation to the written reflective pieces provided by you today, the 

panel noted the historical nature of these, the most recent of which is almost a year old. 

The panel noted that there is no written reflection on the facts found proved by this 

panel in September. Further there is nothing that develops the reflective pieces which 

you wrote almost a year ago.  

 

The panel noted that, under oath, you accepted their findings at the facts stage of this 

hearing, which it considered showed some degree of insight. The panel noted that you 

stressed the importance of telling the truth and of being open and honest. The panel 

also noted that you admitted that you had “done some things wrong”. The panel further 

noted your evidence of feeling victimised in your workplace at the time of the incidents 

and, whilst you were clear that you were not seeking to blame others, the panel 

considered that you placed emphasis on the pressures you were under at the time of 

this incident rather than how you would resist any temptation to be dishonest should 

similar pressures and circumstances arise again. The panel considered that your insight 

shown today is limited. Further, the panel also took into account the repeated nature of 

your dishonesty in this case to Colleagues A and B in conjunction with the findings of 

dishonesty in a previous NMC referral. Overall the panel did not consider that you have 

shown sufficient insight into your failings.  

  

The panel considered that you have shown some level of remorse. You have repeatedly 

apologised for making mistakes and you accept that your actions and omissions were 

wrong. However, the panel did not consider that you showed remorse for the potential 

effect your misconduct had on Patient A.   
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In considering whether you have remedied your practice the panel took into account the 

additional training you have undertaken addressing drug administration errors and your 

reflective piece on your medication administration which covered the safety measures of 

the “Ten rights of medication”. The panel considered that this has gone some way 

towards remediating the clinical failings identified in your practice. The panel noted 

there is no evidence of a more widespread lack of competence in your practice. The 

panel considered that it is difficult to demonstrate remediation of dishonesty, which in 

your case has been compounded by the previous NMC decision. However, the panel 

considered that you have not reflected in any depth on your dishonesty or taken 

appropriate steps to address it.  

 

The panel noted the positive testimonials provided, in particular from the deputy 

manager at your current place of work who states “Lisa has always come across as an 

incredibly open and honest individual and fully disclosed the fact that she was under 

NMC investigation and had restrictions on her PIN”. The panel noted it was to your 

credit that you have continued to work in the health care sector.  

 

The panel noted that, when questioned under oath, you said you would deal with 

pressures differently and spoke at length, in general terms, on the importance of being 

honest in nursing practice.  However, the panel is of the view that there is a real risk of 

repetition based on the fact that there has already been a finding of similar dishonest 

behaviour as shown by the previous NMC decision. The panel did not consider that you 

have shown sufficient insight, in particular into your dishonesty. The panel found the 

number of repeated incidents of dishonesty, not only in this incident but in a previous 

NMC referral, concerning. The panel therefore decided that a finding of impairment is 

necessary on the grounds of public protection.  

 

The panel bore in mind that the overarching objectives of the NMC are to protect, 

promote and maintain the health safety and well-being of the public and patients, and to 

uphold/protect the wider public interest, which includes promoting and maintaining 

public confidence in the nursing and midwifery professions and upholding the proper 
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professional standards for members of those professions. Given the nature of the 

misconduct, the panel determined that, in this case, a finding of impairment on public 

interest grounds was also required in order to uphold proper standards of conduct and 

performance as well as to maintain confidence in the profession and the NMC as 

regulator.  

 

Having regard to all of the above, the panel was satisfied that your fitness to practise is 

currently impaired. 

 

 

Determination on sanction:  

 

The panel has considered this case very carefully and has decided to make a striking-

off order. It directs the registrar to strike you off the register. The effect of this order is 

that the NMC register will show that you have been struck off the register. 

 

Mr Scott submitted that the NMC’s sanction bid is that of a striking-off order. He took the 

panel through the aggravating factors of this case including the failure to administer 

medication required by Patient A, which put him at risk of harm, and that this risk was 

exacerbated by your failure to be honest with Colleagues A and B. He submitted that a 

further aggravating factor in this case is that this is a repeat of previous similar 

misconduct and reminded the panel of the previous NMC panel’s finding of your 

dishonest falsification of records. He submitted an additional aggravating factor is that 

this panel has found you have demonstrated only limited insight and limited remorse.  

 

Mr Scott reminded the panel that, during the course of proceedings in September, 

efforts were made to contact Patient A to give evidence which resulted in his 

considerable distress. He submitted that the panel may wish to take this into account at 

this stage.  
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In summing up, Mr Scott submitted that the misconduct found in this case is of a serious 

nature, it was not an isolated incident, and the panel had found there is a real risk of 

repetition. He submitted that this was against a background of a nurse who has 

previously been found to be dishonest and submitted that this behaviour is not 

conducive to a registrant remaining on the NMC Register.  

 

Mr Docherty submitted, on your behalf, that the distress caused to Patient A should not 

feature in the panel’s deliberations as you were not the cause of, or responsible for, 

Patient A’s distress.  

 

Mr Docherty submitted that there are measures, short of permanently removing you 

from the NMC Register, which would be appropriate in your case. He took the panel 

through the mitigating factors in your case. He submitted that, whilst it is accepted that 

your case does involve substantial findings of dishonesty, that these are not at the most 

serious end of the spectrum. He told the panel that the NMC guidance states the most 

serious type of dishonesty is “deliberately breaching the professional duty of candour to 

cover up when things have gone wrong, especially if it could cause harm to patients”. 

Mr Docherty submitted that the panel could take the view that this statement can be 

distinguished from what has happened in your particular case. He submitted that there 

was no breach of candour as “nothing went wrong with Patient A’s care” and “no further 

ills came to Patient A”. 

 

Mr Docherty submitted that the dishonesty in this case was at the lower end of the 

spectrum of dishonesty as it was an isolated incident taking place on one shift and could 

be considered spontaneous. However, Mr Docherty told the panel that you concede that 

this matter is serious.  

 

Mr Docherty submitted that, despite the serious nature of this case, a conditions of 

practice order could be formulated. He submitted that there is no evidence of harmful or 

deep seated attitudinal problems or any evidence of general incompetence. He 

submitted that you have shown a willingness to respond positively and that the panel 
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heard clear evidence of this directly from you. He submitted that imposing a condition of 

supervision would protect patients and address the public interest.  

 

Mr Docherty went on to address the panel on a suspension order. He submitted that this 

was a single incident of misconduct albeit with several facets. He again submitted that 

there is no evidence of harmful or deep seated attitudinal problems. He submitted that 

there is no evidence of repetition of the misconduct since the incident in question. 

However he conceded that there is a previous matter which the panel will take into 

account. He submitted that the panel have indicated that you have shown insight, albeit 

not sufficient. He submitted that there was no better way to demonstrate insight than 

your having given evidence to the panel and having being subjected to cross 

examination.  

 

Finally, Mr Docherty addressed the panel on a striking off order. He submitted that there 

are other measures available to the panel which stop short of permanent removal from 

the NMC Register. He submitted that a twelve month suspension order with a review 

was a proportionate measure in this case.  

 

In reaching its decision, the panel has had regard to all the evidence that has been 

presented in this case, as well as the submissions by Mr Scott and Mr Docherty on your 

behalf. The panel accepted the advice of the legal assessor which included reference to 

a number of judgments which are relevant, including the cases of  Lusinga v NMC 

[2017] EWHC 1458 (Admin), Bolton v Law Society [1994] IWLR 512, Parkinson v NMC 

[2010] EWHC 1898 and Khan v GMC [2015] EWHC 3011 (Admin).  The panel 

acknowledged the NMC sanction bid of a striking-off order, but was not bound by such a 

bid, and has exercised its independent judgement. The panel has borne in mind that 

any sanction imposed must be appropriate and proportionate and, although not 

intended to be punitive in its effect, may have such consequences. The panel had 

careful regard to the Sanctions Guidance (“SG”) published by the NMC.  
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The panel did not consider that the distress caused to Patient A in being asked to give 

evidence at this hearing in September was something for which you could be held 

responsible.  

 

The panel identified the following aggravating features in this case:  

 your actions put Patient A at risk of harm and your dishonesty exacerbated the 

risk of harm in delaying his treatment; 

 a previous regulatory proceeding against you found that you had dishonestly 

falsified records in June 2016;  

 having been formally notified, on 16 May 2017, you were aware that there was a 

case to answer in respect of the incident in June 2016 only four months ahead of 

this incident in August 2017. You would consequently would have been aware of 

the significance of honesty in your nursing practice;  

 you have not demonstrated sufficient insight into the dishonesty aspects of this 

case. 

 

The panel identified the following mitigating features in this case:  

 the pressures which you say you were under at the time of the incident in August 

2017 including problems travelling to work and a feeling of isolation in the 

workplace;  

 you have made attempts to address your clinical failings through medicine 

administration training;  

 you have demonstrated some remorse and have apologised for your errors and 

omissions.  

 

The panel noted you have engaged with these NMC proceedings.  

 

The panel determined that before it could move on to consider sanction it was required 

to determine the level of seriousness in respect of the dishonesty in this case. The NMC 

guidance on dishonesty states “Not all dishonesty is equally serious”, and it goes on to 

state “The most serious kind of dishonesty is when a nurse or midwife deliberately 
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breaches the professional duty of candour to be open and honest when things go wrong 

in someone’s care.”  

 

The panel considered that this description was directly applicable to your case. You 

deliberately covered up your failure to administer Patient A’s medication and the panel 

has heard that this could have caused him harm. Whilst the panel noted your 

dishonesty was not “premeditated, systematic or longstanding deception” and this could 

be considered a one-off incident, it contained more than one dishonest act over a period 

of several hours. The panel noted that a substantial amount of time had passed 

between you lying to Colleague B and then to Colleague A, during which you would 

have had a chance to consider your actions and there was an opportunity for you to tell 

Colleague A what had really happened. The panel also noted the previous dishonesty 

finding by a different NMC panel which was in relation to similar failings. In the panel’s 

view your actions in this case amount to a very serious act of dishonesty. 

  

The panel first considered whether to take no action but concluded that this would be 

inappropriate in view of the seriousness of the case. The panel decided that it would be 

neither proportionate nor in the public interest to take no further action. 

 

Next, in considering whether a caution order would be appropriate in the circumstances, 

the panel took into account the SG, which states that a caution order may be 

appropriate where ‘the case is at the lower end of the spectrum of impaired fitness to 

practise and the panel wishes to mark that the behaviour was unacceptable and must 

not happen again.’ The panel considered that your misconduct was not at the lower end 

of the spectrum and that a caution order would be inappropriate in view of the 

seriousness of the case. The panel decided that it would be neither proportionate nor in 

the public interest to impose a caution order. 

 

The panel next considered whether placing conditions of practice on your registration 

would be a sufficient and appropriate response. The panel is mindful that any conditions 

imposed must be proportionate, measurable and workable. The panel considered that if 
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this case solely related to your clinical failings then a conditions of practice order could 

be potentially be formulated. However, given the serious and repeated nature of the 

dishonesty identified the panel was of the view that there are no practical or workable 

conditions that could be formulated. The dishonesty identified in this case is not 

something that can be addressed through retraining. 

 

Furthermore the panel concluded that the placing of conditions on your registration 

would not adequately address the seriousness of this case and would not sufficiently 

protect patients. It would also not address the public interest aspect of this case as the 

public would not expect such serious misconduct to result in a nurse being returned to 

restricted practice.  

 

The panel then went on to consider whether a suspension order would be an 

appropriate sanction. The SG indicates that a suspension order would be appropriate 

where (but not limited to): 

 a single instance of misconduct but where a lesser sanction is not sufficient  

 no evidence of harmful deep-seated personality or attitudinal problems 

 no evidence of repetition of behaviour since the incident  

 the Committee is satisfied that the nurse or midwife has insight and does not 

pose a significant risk of repeating behaviour  

The panel considered that whilst this was a single matter, involving one patient, your 

dishonest behaviour continued over a number of hours and contained several dishonest 

acts.  

There is clear evidence before the panel of a repetition of dishonest behaviour which 

suggests an underlying issue and may reflect an attitudinal problem on your part. 

The panel noted that whilst there is no evidence of repetition since this incident, the 

events in August 2017 are of a similar nature to those in June 2016 which have been 

dealt with by another NMC Fitness to Practise panel.  
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The panel considered that you have only demonstrated limited insight and it has found 

there is a real risk of repetition. The panel considered that a particularly aggravating 

feature of your case is that you had been notified there was a case to answer in respect 

of the similar incident involving dishonesty in June 2016 at the time of this incident in 

August 2017.  

The conduct in this case, as highlighted by the facts found proved, was a significant 

departure from the standards expected of a registered nurse.  

 

The panel has taken into account the mitigation put forward on your behalf by Mr 

Docherty.   

 

However, in this particular case, the panel determined that whilst a suspension order 

may have been sufficient to protect the public it would not address the public interest in 

this case. The panel noted the findings of dishonesty were at the top end of the 

spectrum as regards seriousness of dishonesty involving putting patients at risk of 

harm. The panel concluded that the public would consider this repeated and serious 

dishonest behaviour, in order to cover up clinical failings, would be fundamentally 

incompatible with your remaining on the register.  

 

Balancing all of these factors, the panel has determined that a suspension order would 

not be an appropriate or proportionate sanction.  

 

Finally, in considering a striking-off order, the panel took note of the following from the 

SG: 

 Do the regulatory concerns about the nurse or midwife raise fundamental 

questions about their professionalism? 

 Can public confidence in nurses and midwives be maintained if the nurse or 

midwife is not removed from the register? 

 Is striking-off the only sanction which will be sufficient to protect patients, 

members of the public, or maintain professional standards? 
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The panel considered that your actions were significant departures from the standards 

expected of a registered nurse, and are fundamentally incompatible with you remaining 

on the register. The panel was of the view that the findings in your case demonstrate 

that your actions were serious, and that to allow you to remain on the register would 

undermine public confidence in the profession and in the NMC as a regulatory body. 

 

Balancing all of these factors and after taking into account all the evidence before it 

during this case, the panel determined that the appropriate and proportionate sanction 

is that of a striking-off order. Taking all matters into account, including the adverse effect 

your behaviour has had on the profession, the panel has concluded that nothing short of 

this sanction would be sufficient to address the public interest in this case.  

The panel considered that this order was necessary to mark the importance of 

maintaining public confidence in the profession, and to send to the public and the 

profession a clear message about the standard of behaviour required of a registered 

nurse. 

 

 

Determination on Interim Order 

 

The striking off order will not take effect until the end of the appeal period (28 days after 

the date on which the decision letter is served) or, if an appeal has been lodged, before 

the appeal has concluded.  

 

The panel considered the submissions made by Mr Scott that an interim suspension 

order should be made to cover the 28 day appeal period. He submitted it was 

necessary, given the panel’s earlier findings and the risk of repetition identified, in order 

to protect the public and is otherwise in the public interest to protect the reputation of 

the profession. He submitted that this was appropriate given the panel’s findings on 

impairment. He submitted that an 18 months interim suspension order would be 

appropriate as it is not possible to know how long an appeal would take to resolve. 
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Mr Docherty submitted that he has no instructions to oppose this application.  

 

The panel took account of the submissions made by Mr Scott and Mr Docherty.  

 

The panel heard and accepted the advice of the legal assessor and took account of the 

guidance issued to panels by the NMC when considering interim orders and the 

appropriate test as set out at Article 31 of The Nursing and Midwifery Order 2001. It 

may only make an interim order if it is satisfied that it is necessary for the protection of 

members of the public, is otherwise in the public interest or is in your own interest. 

 

The panel considered that an interim order is required for the protection of the public 

and is otherwise in the public interest. It concluded that to not make such an order 

would be incompatible with the panel’s earlier findings and with the substantive sanction 

that it has imposed.  

 

The panel decided to impose an interim suspension order for the same reasons as it 

imposed the substantive order and to do so for a period of 18 months in light of the 

likely length of time that an appeal would take to be heard if one was lodged.   

 

The panel recognises the impact that an interim suspension order may have on you. 

However, it concluded the public interest outweighed yours in this regard.   

 

The effect of this order is that, if no appeal is lodged, the substantive striking off order 

will come into effect 28 days after notice of the decision has been served on you and 

the interim suspension order will lapse. If an appeal is lodged then the interim 

suspension order will continue until the appeal is determined. 

 
The panel’s decisions will be sent to you in writing. 
 

That concludes this determination. 

 


