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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

5 – 6 February & 19 – 25 July 2018 

 
Nursing and Midwifery Council, 2 Stratford Place, Montfichet Road, London, E20 1EJ 

 

Name of registrant: Susannah Ajayi 
 
NMC PIN:  06H0427E 
 

Part(s) of the register: RNMH, Registered Nurse (sub part 1) - Mental 
Health (29 September 2006) 

 
Area of Registered Address: England 
 
Type of Case: Misconduct 
  
Panel Members: Elizabeth Burnley (Chair, Lay member) 

Terry Shipperley (Registrant member) 
James Hurden (Lay member) 

 
Legal Assessor: Robin Hay   
 
Panel Secretary: Rob James 
 
Registrant: Miss Ajayi in attendance and represented by 

Welcome Max Bhebhe (5 – 8 February) & 
Adewuyi Oyegoke (19 – 25 July) 

 
 
Nursing and Midwifery Council: Represented by Rebecca Richardson, Case 

Presenter 
 
Facts proved: 2a, 2b, 2c, 3, 6, 8 
 
Facts proved by admission: 1a, 1b, 4, 5, 7 
 
Facts not proved: 1c 
 
Fitness to practise: Impaired 
 
Sanction: Striking off order 
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Interim Order: Interim suspension order (18 months) 

 

Details of charge (as amended): 

 

That you, a registered nurse,  
 
1) On 22 August 2013, agreed to work the night shift on 22/23 August 2013: 

a) despite having worked two shifts prior to the start of this shift without an 

appropriate gap in time; 

b) whilst misrepresenting and/ or failing to clarify: 

i) the appropriateness of you working this shift; 

ii) your location at the time of the call in which you accepted the shift; 

c) That your actions at Charge 1(b) were dishonest in that you sought to conceal 

that it was not appropriate for you to work the night shift. 

 

2) Whilst working a bank shift at Hertfordshire Partnership NHS Foundation Trust, 

Lister Mental Health Unit on 22/23 August 2013: 

a) Incorrectly and/ or inappropriately assessed Patient A as a low risk of suicide; or 

did not perform a suicide risk assessment; 

b) Failed to ensure that Patient A was observed adequately and/ or at all; 

c) Failed to keep adequate records in relation to Patient A,  in that: 

i) You did not document any assessment of Patient A’s suicide risk; 

ii) You did not record any observations for Patient A 

 

3) Your actions at Charge 2, contributed to the death of Patient A. 

 

4) On 23 August 2013, you worked a shift at the Cygnet Hospital having worked three 

shifts prior to the start of that shift without an appropriate gap in time. 
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5) On or about 23 May 2014, on an application form for potential employment with 

Medacs Healthcare, incorrectly indicated that you had not been subject to fitness to 

practice proceedings. 

 

6) That your actions in Charge 5 were dishonest in that: 

a) You knew that you were subject to NMC proceedings; 

b) You sought to conceal that you were subject to NMC proceedings; 

c) You sought to improve your chances of obtaining employment. 

 

7) On or about 7 July 2014, you failed to disclose that you were subject to investigation 

by the NMC to the Bank Partners agency. 

 

8) That your actions in charge 7 were dishonest in that you sought to conceal that you 

were the subject of fitness to practice proceedings. 

 

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

misconduct. 
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Decision and reasons on application pursuant to Rule 31 

 

The panel heard an application made by Mr Bhebhe on your behalf, under Rule 31 of 

the Rules to admit three documents in evidence.  

 

 Copies of your supervision notes whilst working at Lister Mental Health Unit 

(“Lister”) 

 Health and safety reports relating to the section 136 room 

 Section 136 referral form for patients in your care that had been referred to the 

136 room 

 

Mr Bhebhe submitted that if these documents were obtained and put before the panel it 

would give more of a background to the events that occurred. He further submitted that 

the supervision records would reflect how your practice was being managed. Mr 

Bhebhe submitted that these documents were relevant to the facts stage but were also 

relevant to the later stages of the hearing process. 

 

Ms Richardson opposed the application. She said that everything in the NMC’s 

possession had been included in the NMC bundle and had been put before the panel. 

She further said that she was not aware of the availability of health and safety records 

but that the Trust had indicated that they would be willing to locate the section 136 

referral forms if the panel directed their disclosure. Ms Richardson explained that you 

would need to inform the Trust of the name of the patient and they would then need to 

gain consent before the referral forms could be disclosed. She commented that she was 

unsure of the relevance of these documents.  

 

With regard to supervision records, Ms Richardson said that the Trust would need to 

make a request to access an archived file in order to obtain them. Further, that the Trust 

was unsure if these were still available. Ms Richardson submitted that she was unsure if 
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these documents were of any relevance due to the fact that the charges refer to one off 

events rather than any allegation of incompetency. 

 

Ms Richardson said that the request for these documents were being made very late in 

the day and, although the NMC would make its best efforts, she could not be sure that 

there will be enough time to achieve what is being asked.  

 

The panel rejected the application for all three documents. 

 

With regard to the supervision records, the panel took account of the fact that you were 

brought before the NMC in relation to an isolated incident and that your general 

competence has not been in question.  It therefore seemed unlikely that these records 

could be relevant. The panel further concluded that it was not in the public interest to 

delay the start of the case in order to obtain the supervision records. 

 

In relation to the disclosure of the Health and Safety records and Section 136 referral 

forms, the panel determined that the disclosure of these documents was inappropriate. 

The Assessment of the health and safety issues was not a matter that the panel was 

considering at this hearing. Moreover, these issues appeared to have been dealt with at 

the Coroner’s enquiry.  The section 136 forms relating to other patients are of a 

confidential and highly personal nature and could not be relevant to the charges made 

which relate solely to patient A.  

 

Furthermore, the panel concluded that disclosure of the documents could cause delay 

and this would not be in the public interest especially when it had deemed the 

documents not to be relevant to the case.  

 

In these circumstances the panel refused the application. 
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Application to adjourn 

 
Mr Bhebhe made an application to adjourn the hearing. He apologised to the panel and 

submitted that the preparation for the hearing had not been normal. Mr Bhebhe further 

submitted that all the documents that you wish to be before the panel were not included 

in the NMC bundle and that time was needed to assess the earlier Case Examiners 

bundle and also to decide who you might wish to call as witnesses.  

 

Mr Bhebhe  said that by 09:00hrs of Day four of the hearing (the application being made 

on day three) he would be able to establish which documents would be put before the 

panel but that more time would be needed to establish which witnesses you would wish 

to give evidence together with the taking of their statements.  

 

Ms Richardson said that it was a highly undesirable situation to be in albeit not one of 

your own making. She accepted that if you did not have the opportunity to gather the 

relevant information and call any relevant witnesses, you could be deprived of a fair 

hearing. For this reason, the NMC did not oppose the application to adjourn.  

 

Ms Richardson said that, if the panel did decide to adjourn, she would be keen for it to 

make clear directions with regard to the service of any documents you wish to be before 

the panel, information relating to witnesses that you wish to call, details of any NMC 

witnesses who might need to be recalled and the agreement that those witnesses could 

attend by telephone link or webex. Ms Richardson said that the NMC would be able to 

assist you in making contact with certain witnesses by alerting them to contact your 

representative. She further said that unfortunately everything that needed to be done 

could not be completed during the currency of this hearing. 

 

The panel accepted the advice of the legal assessor. 

 

At 09:00hrs on Day four of the hearing, Mr Bhebhe returned to make further 

submissions having been able to assess the Case Examiner’s bundle in more detail. He 
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said that, after taking instructions, he would be calling up to five witnesses to give 

evidence on your behalf.  Mr Bhebhe informed the panel of the names and roles of 

those whom he wished to give evidence and that whereas some of them still work at the 

Trust, some have now left.  

 

With regard to timescales, Mr Bhebhe said that it would take around three to four weeks 

to contact the witnesses and to obtain statements from them and that he would also 

complete the process of going through the paperwork in that time.  

 

Ms Richardson, in her submissions, reiterated that it would not be fair to proceed with 

the hearing at this stage if you wished to call witnesses on your behalf. She submitted 

that the resumed hearing would need timetabling and that your case is now quite old 

and needs to be dealt with expeditiously. 

 

The panel allowed the application to adjourn. It concluded that, although it would be 

frustrating, from a public interest perception, if the hearing were not concluded within 

the allocated time, it would be unfair to you to proceed when there is further evidence, 

both documentary and oral, that you might wish to put before the panel.  

 

The panel had regard to the details of the witnesses whom you wish to call and 

observed that all those mentioned are Registered Nurses. In this context, it would be of 

great assistance if the NMC could contact the witnesses for whom you do not have 

contact details and inform them of your wish for them to give evidence at the resumed 

hearing. This would give them a chance to make contact with your representative.  

 

The panel made the following directions: 

 

1. The documents that Mr Bhebhe  wishes to place before the 

panel should be disclosed to the NMC no later than 8 weeks 

prior to the resuming hearing. 
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2. An updated standard Directions Form (SDF) must be completed 

on your behalf and sent to the NMC Case Officer no later than 8 

weeks prior to the resuming hearing. A new blank SDF form will 

be sent to you in due course. 

3. In accordance with Rule 31, any recalled NMC witnesses, 

should there be any, will give evidence by telephone link or 

webex. 

 

The panel determined that seven further days were needed to conclude your hearing. It 

agreed provisional resuming dates of 19 and 20 and 23-27 July 2018 subject to the 

availability of your witnesses. 

 

Decision on Interim Order (upon adjournment): 

 

Prior to adjourning this hearing at this stage, the panel is required to consider under 

Rule 32 (5) whether to impose an interim order to cover the adjournment period.  

 

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

protection of the public, is otherwise in the public interest or in the registrant’s own 

interests. The panel may make an interim conditions of practice order or an interim 

suspension order for a maximum of 18 months. 

 

Ms Richardson said that you have not been on an interim order to date and that the only 

material change was that you had made admissions to some of the charges. She left it 

in the panel’s hands to determine if an interim order was necessary.  

 

Mr Bhebhe submitted that you have not been on an interim order during the 

investigation of the hearing and that there have been no concerns in relation to your 

practice during this time. Mr Bhebhe submitted that an interim order was not warranted. 

He told the panel that you are currently studying for a university course but that you do 

work occasional nursing shifts.   
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In regard to proportionality, Mr Bhebhe said that your income is important to your 

domestic finances and that you have a young son who you provide for and that the 

imposition of an interim order would provide financial difficulties. 

 

The panel accepted the advice of the legal assessor. 

 

From the information currently before the panel at this stage, it cannot be satisfied that 

there is a material change to the real risk to patients from you being allowed to practise 

unrestricted. It therefore concluded that an interim order was not necessary for the 

protection of the public nor was it otherwise in the public interest.  

 

The panel has decided not to impose an interim order.  

 

This hearing will resume once the matters that led to the adjournment have been 

resolved on the dates referred to above. 

  
That concludes the determination. 
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The hearing resumed on 19 July 2018. You are now represented by Mr Oyegoke. 

 

Decision on the findings on facts and reasons 

 

At the outset you admitted charges 1a, 1b, 4, 5 and 7. The panel found these charges 

proved by way of admission.  

 

Prior to closing submissions, Ms Richardson made an application to amend the stem of 

charges 1 and 2. She submitted that, whilst both parties had approached the case on 

the basis that the incidents occurred  during the night shift of 22-23 August 2013, for 

clarity the charge should be amended to reflect this more accurately rather than only 

including the date of 22 August 2013.  

 

Mr Oyegoke did not oppose the application and agreed that it would more clearly reflect 

the evidence. 

 

The panel accepted the advice of the legal assessor. 

 

The panel was satisfied that such an amendment was in the interests of justice. 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 to ensure clarity and accuracy. 

In reaching its decisions on the facts, the panel considered all the evidence before it 

both oral and documentary together with the submissions made by Ms Richardson, and 

those made by Mr Oygoke. 

 

The panel 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 proved if the panel was satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

In regard to the allegations of dishonesty, in each case, the panel first considered what 

you did or failed to do, then why you did or failed to do what is alleged, then whether 

your acts or omissions would be regarded as dishonest by ordinary decent people.  

 

The panel heard evidence from three witnesses called on behalf of the NMC. In 

addition, the panel heard evidence from you.  

 

Witnesses called on behalf of the NMC were:  

 

 Mr 1 – Service Line Lead at the Trust;  

 Ms 2 – Band 7 Team Leader at the Trust;  

 Miss 3 – Modern Matron at the Trust;  

 

The panel first considered the overall credibility and reliability of the witnesses including 

you. 

 

Mr 1 was not working on the shift when the various alleged incidents occurred but the 

panel found him to be a credible and reliable witness who described with clarity relevant 

practices and policies in place at the Trust at the time.  

 

Ms 2 was at the Lister Mental Health Unit (“the Lister”) at the time of the alleged 

incidents although she was not working in the 136 suite. The panel found her to have a 

clear recollection of what she had seen. It was satisfied that there was no personal 

animosity between you and Ms 2. She was a credible witness.  

 

The panel found Miss 3 to be fair and objective in her evidence. It was evident that there 

was no personal issue between you. In fact, the panel heard Miss 3 praise your work 

ethic and practice skills. 
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When you gave evidence, it was apparent to the panel that you have been emotionally 

affected by the events that took place on 22/23 August 2013. Your attempts to recollect 

what had happened on the night in question at the Unit were often punctuated by 

emotional outbursts but your account was consistent and in accordance with what you 

had said during the investigation.  The panel took account of the fact that this could 

have been your first real chance to give your side of the story in relation to the 

allegations before the panel. 

 

The panel concluded that, although your evidence was, on the whole, truthful, clear and 

consistent, on occasions you did not give direct answers to certain specific questions 

relating to your observation of Patient A.  

 

Background 

At the time of the incidents that led to your referral to the NMC, you were working a 

bank night shift at the Lister, part of the Hertfordshire Partnership NHS Foundation Trust 

(“the Trust”), on 22/23 August 2013.  At this time you were the ‘bleep holder’ for the 

section 136 suite (“s136 suite”). 

 

Section 136 of the Mental Health Act gives power to a police officer to remove a person 

who appears to be “suffering from a mental disorder and to be in immediate need of 

care and control…to a place of safety” for assessment by a doctor and Approved Mental 

Health Professional.  The s136 suite at the Trust is one such designated place of safety, 

and formed part of the secure unit at the Lister Mental Health Unit 

 

On 23 August Patient A was found wandering in the vicinity of railway tracks and 

narrowly missed being hit by a number of trains.  The Police detained Patient A under 

section 136(1) of the Mental Health Act and brought her to the s136 suite at the Lister.  

An assessment was carried out to determine whether the police needed to remain.  This 

first assessment essentially considers whether or not there are any issues in managing 

the patient which require a police presence.  It is not a full mental health assessment, it 
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is a joint risk assessment of the potential risk of violence posed by the patient, that 

might necessitate the Police to remain for the safety of the staff and the patient.  The 

assessment by Police Officers and by you was that she presented as being “low risk”. 

Following this the police left and Patient A remained in your care. 

 

It is alleged that whilst Patient A was in your care, you either did not perform a suicide 

risk assessment or that you incorrectly and/or inappropriately assessed her as a low risk 

of suicide, failed to adequately observe her and failed to keep adequate records in 

relation to Patient A. 

 

It is said that as a result of these actions Patient A was able to abscond from the s136 

suite.  She was subsequently found on the ground beneath a service ramp at around 

09:15hrs that morning, apparently having fallen from a height.  She was pronounced 

dead at the scene, the cause of death being multiple traumatic injuries. 

 

In the course of the investigation that followed it came to light that you had worked the 

day shift immediately prior to working the night shift.  You did not raise this when you 

agreed to work the night shift on 22/23 August, and it is said that by failing to clarify the 

position you were acting dishonestly in that you concealed the fact that it was not 

appropriate for you to work the night shift. 

 

Further, on the 23 August at the end of the shift at the Lister, it is alleged that you went 

on to work a shift at the Cygnet Hospital, having worked two shifts prior to that without 

an appropriate rest period.   

 

You were referred to the NMC, on 2 September 2013.  Subsequently, it is alleged that 

on an application form for employment with Medacs Healthcare on or around 23 May 

2014, you incorrectly indicated that you had not been subject to fitness to practice 

proceedings.  Further, that, on or about 7 July 2014, you failed to disclose to the Bank 

Partners agency that you were subject to investigation by the NMC.  It is alleged that 

your actions in respect of both of these matters were dishonest. 
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The panel considered each charge and made the following findings: 

 

Charge 1c: 

 

1) On 22 August 2013, agreed to work the night shift on 22/23 August 2013: 

c) That your actions at Charge 1(b) were dishonest in that you sought to conceal 

that it was not appropriate for you to work the night shift. 

 

This charge is found NOT proved. 

 

In your evidence you said that you were working a day shift at a private hospital when 

you received a call asking you to work at the Lister that night. You said that you had no 

reason to tell anyone at the Trust that, at the time of the call, you were working a shift 

and that you would not get adequate rest prior to your shift on Lister. Further, that when 

asked to work the shift, you were then told that there was a desperate need for you to 

do so as otherwise the Unit would be closed if you did not cover the shift.  

 

In your statement, which stood as your evidence in chief, you said: 

 

“There was no discussion as to my location or where I was or what I was doing at 

the time of the call and clearly our telephone conversation was such that there 

was no requirement to clarify where I was and my appropriateness of working the 

shift.” 

 

However, in her evidence Miss 3 stated that she did not know that you were working the 

day shift and that cover would have been found elsewhere if you had told her that you 

would not have had adequate rest time between shifts.  

 

The panel took account of the fact that you may have felt pressured by the Trust 

management to take on the shift. Further, that although you made a conscious decision 
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to undertake the nightshift, the panel found that you did so primarily in order to assist 

the management in the Trust who found themselves in a difficult situation with a 

shortage of suitably trained staff, rather than for personal financial gain.  

 

The panel therefore concluded that your actions, with regard to charge 1b were not 

dishonest. It found the charge not proved.  

 

Charge 2a: 

 

2) Whilst working a bank shift at Hertfordshire Partnership NHS Foundation Trust, 

Lister Mental Health Unit on 22/23 August 2013: 

a) Incorrectly and/ or inappropriately assessed Patient A as a low risk of suicide; or 

did not perform a suicide risk assessment; 

 

This charge is found proved. 

 

The panel had regard to Mr 1’s evidence relating to the Police procedure when bringing 

a patient into the Section 136 suite. He explained that their role was to assess whether 

Patient A was likely to engage in violent behaviour towards others. Having concluded 

that she was of low risk to others, the Police left her in your care.  

 

Mr 1 had not been on the Unit at the time of Patient A’s arrival but was able to mark out 

several ‘red flags’ in Patient A’s behaviour that demonstrated that the person 

responsible for assessing her should do this on a continuous basis. He clarified that 

“continuous” meant that the patient should always be within eyesight of the observer at 

all times. 

 

It was clear to the panel that any risk assessment of Patient A should be continuous as 

her condition was changing regularly. In your evidence, you said that that Patient A had 

discussed with you her suicide attempt and the reasons for it. The panel also heard 

evidence that you were fully informed of Patient A’s contact with Mental Health 
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Services, including a previous suicide attempt and that she said she would not 

cooperate with an assessment team as she felt there was nothing wrong with her. In the 

light of this, the panel found it difficult to understand that you, as an experienced mental 

health nurse, had missed the warning signs arising from the suicide attempt. 

 

Furthermore, in your statement you said: 

 

“Offered her a cup of tea with biscuits, I also offered her a pillow and a blanket. 

All through my interaction with her, I was observing and assessing her for any 

identifiable sign of imminent suicide. I could find none. 

 

The panel had regard to these comments and also to the notes that you had made in 

relation to your discussion with Patient A. These were minimal in form and seemed to 

relate to Patient A’s past and not her mood at the time that you had spoken to her. A 

thorough assessment of Patient A’s state of mind had not been recorded in any form. 

 

The panel determined that, although you may have made a form of suicide risk 

assessment, you incorrectly assessed Patient A as a low risk of suicide. On this basis, it 

found the charge proved.  

 

Charge 2b: 

 

2) Whilst working a bank shift at Hertfordshire Partnership NHS Foundation Trust, 

Lister Mental Health Unit on 22/23 August 2013: 

b) Failed to ensure that Patient A was observed adequately and/ or at all; 

 

This charge is found proved. 

 

The panel had regard to the Trust’s policy and also to the evidence of Mr 1. It concluded 

that it was your duty, to maintain continuous observation of Patient A whilst on the S136 

ward.  
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The panel had regard to the fact that each witness said that the Nurse in charge should 

undertake continuous observation of Patient A regardless of the risk level. In your 

evidence you stated that it was your understanding that this was necessary only if the 

patient was of medium or high risk.  

 

The panel had regard to the fact that you were aware of Patient A’s history of suicide 

attempts. It was satisfied that it was your responsibility to observe Patient A 

continuously. It determined that this did not happen. 

 

The panel found the charge proved.  

 

Charge 2c: 

 

2) Whilst working a bank shift at Hertfordshire Partnership NHS Foundation Trust, 

Lister Mental Health Unit on 22/23 August 2013: 

c) Failed to keep adequate records in relation to Patient A,  in that: 

i) You did not document any assessment of Patient A’s suicide risk; 

ii) You did not record any observations for Patient A 

 

This charge is found proved.  

 

The panel had regard to the fact that it was necessary for you to document your 

observation of and conversations with Patient A upon her arrival at the S136 suite and 

any changes that might take place during her stay.  

 

As previously mentioned, the notes that you had made referred to information that was 

already known. This included contact numbers, date of birth and a short summary of 

what had happened prior to Patient A’s admission to the S136 suite. However, there 

were before the panel no notes of your conversations with Patient A or anything relating 

to a more pertinent risk assessment of her changing condition.  
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Your notes did not include any information relating to Patient A’s suicide risk. Further, 

there was nothing to indicate that you recorded continuous observation of her. The 

panel was informed that access to the electronic records was via the computer in 

another room. However, full hand-written notes should have been made at the time of 

your observation of and conversations with Patient A. The panel heard that the diary 

that should be used for such notes was missing at the time of the incident, but did not 

accept that this was a reason for not making any contemporaneous notes on another 

piece of paper for later transcription to formal care records. 

 

The panel found the charge proved.  

 

Charge 3 

 

3) Your actions at Charge 2, contributed to the death of Patient A. 

 

This charge is found proved.  

 

Having had regard to its previous findings in relation to charge 2 and your failure to 

undertake or document observations on Patient A, the panel concluded that these 

factors had a contributory bearing on the death of Patient A in that, had you kept her 

under continuous observation, she could not have absconded and therefore would not 

have had the opportunity to fatally harm herself. 

 

The panel found the charge proved.  

 

Charge 6 

 

9) That your actions in Charge 5 were dishonest in that: 

a) You knew that you were subject to NMC proceedings; 

b) You sought to conceal that you were subject to NMC proceedings; 
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c) You sought to improve your chances of obtaining employment. 

 

This charge is found proved.  

 

The panel had regard to your evidence in relation to the NMC proceedings. You stated 

that you knew that you had been subject to a referral to the NMC but were not aware 

that you were being investigated. This was despite being sent various documents to this 

effect.  

 

In your witness statement, you said: 

 

“I shouldn’t have done this as if they both refused to employ me, I would have 

found other employers who may engage me.” 

 

In the light of these matters, the panel determined that your behaviour had been 

dishonest. You had lied about your NMC referral as you believed that your chances of 

finding employment would be lessened if your potential employers were aware of your 

referral. Therefore the panel found the charge proved.  

 

Charge 8 

 

8) That your actions in charge 7 were dishonest in that you sought to conceal that you 

were the subject of fitness to practice proceedings. 

 

This charge is found proved. 

 

In making a decision on this charge the panel, again, referred to your statement in 

which, in relation to your application to the Bank Partners Agency stated: 

 

“On my application form to join Bank Partners of Bart’s Health NHS dated 26 

June 2014. (sic) I failed to disclose that I was subject to disciplinary proceeding 
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at Hertfordshire partnership…I should have done this as if they both refused to 

employ me, I would have found other employers who may engage me.” 

 

The panel considered that it was clear that you were aware of NMC proceedings at the 

time of the application to the Bank Partners Agency and, by your own admission, you 

stated that you did not disclose this due to fear that you would not be employed by the 

agency if you disclosed details of the investigation. 

 

The panel determined that these actions were dishonest. It therefore found the charge 

proved. 
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Submission on misconduct and impairment:  

 

Having announced its finding on the facts, the panel then considered 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.  

 

Ms Richardson submitted that your actions amount to breaches of The Code: Standards 

of conduct, performance and ethics for nurses and midwives 2008 (“the Code”). She 

referred to specific paragraphs and identified where she said that your actions 

amounted to misconduct.  

 

Ms Richardson 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.’ 

 

Ms Richardson submitted that your actions in charges 1-4 can be characterised as 

repeated similar acts of misconduct over a short period of time. Further, that your 

actions at charges 5-8 were repeated acts of dishonesty in order to secure employment.  

 

Ms Richardson commented that your clinical failings contributed to the death of a 

patient which was entirely avoidable.  

 

She then addressed the issue of impairment, referring to 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. Ms Richardson referred the panel to the cases of Council for 

Healthcare Regulatory Excellence v (1) Nursing and Midwifery Council (2) Grant [2011] 

EWHC 927 (Admin).  
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Ms Richardson submitted that your behaviour is not easily remediable in that your 

attitude when giving evidence demonstrated a complete lack of understanding of your 

own role, what you should have done and what you would now do differently. Further, 

your repeated attempts to blame others also demonstrate attitudinal issues.  

 

Mr Oyegoke submitted that this was a one off incident after which you have displayed 

remorse and undertaken training courses. He referred to your reflective piece and 

testimonials and submitted that it is unlikely that your failings will be repeated in the 

future. He further submitted that, as a result of this, your fitness to practise is not 

impaired. 

 

The panel accepted the advice of the legal assessor. 

 

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

must determine whether the facts found proved amount to misconduct. Second, 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. 

 

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

there was no burden or standard of proof at this stage. It exercised its own professional 

judgement. 

 

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

expected of a registered nurse, and amounted to breaches of the Code. Specifically 

from the preamble: 

 

The people in your care must be able to trust you with their health and wellbeing  

To justify that trust, you must:  

 

• make the care of people your first concern, treating them as individuals and respecting 

their dignity  

 

• work with others to protect and promote the health and wellbeing of those in your care, 

their families and carers, and the wider community  

 

• provide a high standard of practice and care at all times  

 

• be open and honest, act with integrity and uphold the reputation of your profession.  

 

And from the numbered standards: 

 

35. You must deliver care based on the best available evidence or best practice.  
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42. You must keep clear and accurate records of the discussions you have, the 

assessments you make, the treatment and medicines you give, and how effective these 

have been.  

 

43. You must complete records as soon as possible after an event has occurred.  

 

51. You must inform any employers you work for if your fitness to practise is called into 

question.  

 

61. You must uphold the reputation of your profession at all times 

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

of misconduct. However, your neglect of Patient A at a time when you should have been 

delivering one-to-one care, not only contributed to her death, but fell seriously short of 

the standards expected of a Registered Nurse. You followed this with two instances of 

dishonesty in which you claimed ignorance of the fact that you were being investigated 

by the NMC. Your clinical failings and dishonesty breached fundamental tenets of the 

Code and the panel had no doubt that they amounted to misconduct.  
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Decision on impairment 

 

The panel next considered whether 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 ensure that 

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

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

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

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

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 
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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 s/he: 

 

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. 

 

The panel finds that your actions engaged all four limbs of the Grant judgment. Your 

failure to correctly observe and assess Patient A contributed to her death and in the 

light of these failings the nursing profession was brought into disrepute. Further, these 

actions and those relating to the dishonesty breached fundamental tenets of nursing. 

 

Regarding insight, the panel accepted that you are clearly affected by the events of the 

shift on 22/23 August 2013. It took account of your evidence and your acceptance of 

your part in the death of Patient A. The panel had regard to your comments about what 

you would do differently if a similar incident occurred where another patient were 

admitted to the s136 suite for observation and assessment. In the light of its findings, 
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the panel was satisfied that if presented with identical circumstances you would react 

differently and appropriately. However, the panel was not confident that if presented 

with different, but equally challenging clinical or personal circumstances, you would be 

able to transfer and adopt your recent learning and understanding of personal 

responsibility for the care of your patients. 

 

The panel had regard to the fact that in your evidence you displayed a significant level 

of remorse about the death of Patient A. However, this was to some extent tempered by 

the manner in which you were quick to point out failings on the Unit and to those of 

other members of staff and not directly acknowledge your own failings in your evidence.   

 

In its consideration of whether you have remedied your failings the panel took into 

account the various certificates relating to courses you have undertaken, some of which 

were completed on the morning that impairment submissions were made. The panel 

also had regard to your reflective statement which demonstrates an understanding of 

your failings and some signs of accepting responsibility. However, this understanding is 

somewhat undermined by your evidence, as commented on earlier. For this reason, the 

panel determined that your insight is only at an early stage of development. 

 

The panel took into account the testimonials in your support. However, there were none 

from work colleagues attesting to your demeanour and good character when working as 

a Registered Nurse.  

 

In the light of the fact that your insight into your failings is only at an early stage of 

development, the panel could not be satisfied that misconduct of this nature would not 

be repeated. 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 
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public confidence in the nursing and midwifery professions and upholding the proper 

professional standards for members of those professions. The panel therefore 

determined that a finding of impairment on public interest grounds was required. Right 

thinking members of the public would be concerned if a Registered Nurse were 

considered fit for unrestricted practise after being found to lie regarding an investigation 

into their practice on two separate occasions.  

 

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

currently impaired. 
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Determination on sanction:  

 

The panel has decided to make a striking-off order. It directs the registrar to strike your 

name from the register. The effect of this order is that the NMC register will show that 

you have been struck-off the register. 

 

Ms Richardson outlined to the panel what the NMC considered to be the aggravating 

and mitigating factors of the case and said that the NMC contended for a striking off 

order. She submitted that given the seriousness of your omissions, your breaches of the 

fundamental tenets of the profession, your contribution to Patient A’s death and your 

dishonesty in concealing the NMC’s regulatory investigation, fully informed members of 

the public would not consider this behaviour to be compatible with continuing 

registration. 

 

Mr Oyegoke submitted that a suspension order would be more appropriate as you have 

shown remorse and the panel has found that your insight is developing. Further, that 

you have continued to work in a mental health setting and there have been no 

complaints about your practice. He referred to a reference from your current employer.  

 

In reaching its decision, the panel has had regard to all the evidence before it together 

with the submissions made by Ms Richardson and Mr Oyegoke. The panel accepted the 

advice of the legal assessor. 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 regard to the Sanctions Guidance 

(“SG”) published by the NMC. It recognised, however, that the decision on sanction is a 

matter for the panel, exercising its own independent judgement.  

 

The panel found the following to be aggravating factors: 

 

 The admissions that you made were limited and did not relate to the most serious 

charges; 
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 Although the panel recognised that you have developing insight, you have failed 

to show any insight into some aspects of the case including why you should not 

have worked day and night shifts without a break in-between and to your 

responsibility as a Registered Nurse and your dishonesty; 

 The developing insight that the panel found was only apparent within your 

reflective pieces toward the end of the hearing and was not compatible with the 

evidence you gave at the facts stage; 

 There were two incidents of dishonesty; these were similar albeit occurring over 

a short period of time. 

 

The panel found the following to be mitigating factors: 

 

 You have taken time to reflect and have provided a detailed reflective piece albeit 

late in the day; 

 Systemic failings on the Unit may, to some extent, have contributed to your 

individual failings on the night of the incidents referred to at charges 1 – 3. This 

included the Unit not being well-designed for the one-to-one observation 

necessary when Patient A was in your care; 

 There are no previous regulatory findings against you. 

 

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

inappropriate and insufficient in view of the seriousness of the case. Further, it would be 

neither proportionate nor in the public interest to do so. Misconduct of this nature 

demands a sanction. 

 

The panel then considered a caution order. It 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 found that your misconduct 

was not at the lower end of the spectrum and that a caution order would be 

inappropriate and insufficient as a sanction.  
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The panel next considered a conditions of practice order. The panel is mindful that any 

conditions imposed must be proportionate, measurable and workable. It took into 

account the SG. 

 

The panel determined that such an order would not adequately address the seriousness 

of the case and would neither be appropriate nor sufficient as a sanction.  

 

The panel then considered a suspension order. 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 

In your role as a Mental Health Nurse, you should have been more adept at recognising 

the warning signs that Patient A was demonstrating and consequently should have 

stayed with her at all times. If you had done so, Patient A’s death would have been 

avoided.  Further, your lack of documentary evidence relating to your observation and 

assessment of Patient A only added substance to the allegation that your standard of 

care was inadequate. 

 

The fundamental issue in this case related to the lack of care toward Patient A. 

However, this issue is compounded by the dishonesty that subsequently followed and 

has yet to be fully accepted by you.  

 

Your misconduct was a significant departure from the standards expected of a 

registered nurse. Your serious breaches of fundamental tenets of the profession are 

incompatible with your remaining on the register. 
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The panel therefore determined that a suspension order would not be a sufficient, 

appropriate or proportionate as a sanction.  

 

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

SG: 

 A serious departure from the relevant professional standards as set out in key 

standards, guidance and advice. 

 Doing harm to others or behaving in such a way that could foreseeably result in 

harm to others, particularly patients or other people the nurse or midwife comes 

into contact with in a professional capacity. Harm is relevant to this question 

whether it was caused deliberately, recklessly, negligently or through 

incompetence, particularly where there is a continuing risk to patients. Harm may 

include physical, emotional and financial harm. The seriousness of the harm 

should always be considered. 

 Dishonesty, especially where persistent or covered up 

 Persistent lack of insight into seriousness of actions or consequences. 

The panel determined that your actions were indeed significant departures from the 

standards expected of a registered nurse, and are fundamentally incompatible with your 

remaining on the register. Further, to allow you to continue practising would undermine 

public confidence in the profession and in the NMC as a regulatory body. Nothing short 

of a striking off order would be appropriate, proportionate or sufficient as a sanction. 

 

The panel did have regard to the fact that you were previously considered to be a 

competent Registered Nurse and to the impact that your removal from the register may 

have on the public interest. However, it concluded that, in the light of the misconduct 

found proved, a right thinking member of the public would agree that your actions at 

charges 1-3 and your subsequent dishonesty at charges 4 - 8 would result in the panel 

having no option but to make a striking off order. 
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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. 
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Determination on Interim Order 

 

The panel has considered the submissions made by Ms Richardson that an interim 

order should be made on the grounds that it is necessary for the protection of the public 

and is otherwise in the public interest. The panel took account of the submissions made 

by Mr Oyegoke that you did not oppose the application. 

 

The panel accepted the advice of the legal assessor.  

 

The panel was satisfied that an interim suspension order is necessary for the protection 

of the public and is otherwise in the public interest. The panel had regard to the 

seriousness of the facts found proved and the reasons set out in its decision for the 

substantive order in reaching the decision to impose an interim order. To do otherwise 

would be incompatible with its earlier findings. 

 

The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 

 

If no appeal is made, then the interim order will be replaced by the striking-off order 28 

days after you are sent the decision of this hearing in writing. 

 

That concludes this determination. 

 

 


