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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

4 June – 11 June 2018 

Nursing and Midwifery Council, Temple Court 13a Cathedral Road, Cardiff, CF11 9HA 
 

 

Name of registrant: Mrs Elaine Anne Lewis 
 
NMC PIN:  89C0014W 
 
Part(s) of the register: Registered Nurse – Sub Part 1  
 Adult – May 1992 
 
Area of Registered Address: Wales 
 
Type of Case: Misconduct and Conviction  
 
Panel Members: Paul Morris (Chair, Lay member) 

Denise Price (Registrant member) 
Anne Phillimore (Lay member) 

 
Legal Assessor: Juliet Gibbon (4 – 8 June 2018) 
 Stuart McLeese (11 June 2018)  
 
Panel Secretary: Tafadzwa Taz Chisango  
 
Mrs Lewis: Not present and not represented in absence 
 
Nursing and Midwifery Council: Represented by Ms Hannah Smith, Case 

Presenter 
 
Facts proved: 1, 2, 3, 4, 5, 6, 7, 8 and 9  
 
Fitness to practise: Impaired  
 
Sanction: Striking off order  
 
Interim Order: Interim suspension order, 18 months  
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Decision on Service of Notice of Hearing 

 

The panel was informed at the start of this hearing that Mrs Lewis was not in attendance 

and that written notice of this hearing had been sent to Mrs Lewis’ registered address by 

recorded delivery and by first class post on 4 May 2018. Notice of this hearing was 

delivered to Mrs Lewis’ registered address on 8 May 2018.  

 

The panel took into account that the notice letter provided details of the allegations the 

time, dates and venue of the hearing and, amongst other things, information about Mrs 

Lewis’ right to attend, be represented and call evidence, as well as the panel’s power to 

proceed in her absence.  

 

Ms Smith submitted the NMC had complied with the requirements of Rules 11 and 34 of 

the Nursing and Midwifery Council (Fitness to Practise) Rules 2004, as amended (“the 

Rules”).  

 

The panel accepted the advice of the legal assessor.  

 

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

been served with notice of this hearing in accordance with the requirements of Rules 11 

and 34. It noted that the rules do not require delivery and that it is the responsibility of 

any registrant to maintain an effective and up-to-date registered address.  

 

Decision on proceeding in the absence of the Registrant 

 

The panel next considered whether it should proceed in the absence of Mrs Lewis. 

 

The panel had regard to Rule 21 (2) which states: 

 

(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 
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(a) shall require the presenter to adduce evidence that all reasonable 

efforts have been made, in accordance with these Rules, to serve the 

notice of hearing on the registrant; 

(b) may, where the Committee is satisfied that the notice of hearing has 

been duly served, direct that the allegation should be heard and 

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions. 

 

Ms Smith invited the panel to continue in the absence of Mrs Lewis on the basis that 

she had voluntarily absented herself. Ms Smith referred the panel to various 

correspondence with Mrs Lewis. She informed the panel that the last contact the NMC 

had with Mrs Lewis was a telephone call on 18 October 2017. Ms Smith submitted that 

in light of this information there was no reason to believe that an adjournment would 

secure Mrs Lewis’ attendance on some future occasion.  

 

The panel accepted the advice of the legal assessor.  

 

The panel noted that its discretionary power to proceed in the absence of a registrant 

under the provisions of Rule 21 is not absolute and is one that should be exercised “with 

the utmost care and caution” as referred to in the case of R. v Jones (Anthony William), 

(No.2) [2002] UKHL 5 and General Medical Council v Adeogba; General Medical 

Council v Visvardis [2016] EWCA Civ 162. The panel further noted the case of R (on the 

application of Raheem) v Nursing and Midwifery Council [2010] EWHC 2549 (Admin) 

and the ruling of Mr Justice Holman that:  

 

“...reference by committees or tribunals such as this, or indeed judges, to 

exercising the discretion to proceed in the person's absence "with the utmost 

caution" is much more than mere lip service to a phrase used by Lord Bingham 

of Cornhill. If it is the law that in this sort of situation a committee or tribunal 

should exercise its discretion "with the utmost care and caution", it is extremely 

important that the committee or tribunal in question demonstrates by its language 
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(even though, of course, it need not use those precise words) that it appreciates 

that the discretion which it is exercising is one that requires to be exercised with 

that degree of care and caution.” 

 

The panel noted the telephone call log between Mrs Lewis and an NMC case officer 

dated 19 October 2017 in which she stated that she does not plan to practice as a 

registered nurse ever again so did not see any point in protesting the allegations against 

her.  

 

The panel has decided to proceed in the absence of Mrs Lewis. In reaching this 

decision, the panel has considered the submissions of the case presenter, and the 

advice of the legal assessor.  It has had particular regard to the factors set out in the 

decision of Jones and Adeogba.  It has had regard to the overall interests of justice and 

fairness to all parties. It noted that: 

 no application for an adjournment has been made by Mrs Lewis; 

 Mrs Lewis has not engaged with the NMC since October 2017 and has not 

responded to any of the letters sent to her about this hearing; 

 there is no reason to suppose that adjourning would secure Mrs Lewis’ 

attendance at some future date;  

 two witnesses have attended today to give live evidence, others are due to 

attend;  

 not proceeding may inconvenience the witnesses, their employer(s) and, for 

those involved in clinical practice, the clients who need their professional 

services; 

 the charges relate to events that occurred from 2013; 

 further delay may have an adverse effect on the ability of witnesses accurately to 

recall events; 

 there is a strong public interest in the expeditious disposal of the case. 

 

There is some disadvantage to Mrs Lewis in proceeding in her absence. Although the 

evidence upon which the NMC relies has been sent to her at her registered address, 
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she has made no response to the allegations. Mrs Lewis will not be able to challenge 

the evidence relied upon by the NMC and will not be able to give evidence on her own 

behalf. However, in the panel’s judgment, this can be mitigated. The panel can make 

allowance for the fact that the NMC’s evidence will not be tested by cross examination 

and, of its own volition, can explore any inconsistencies in the evidence which it 

identifies. Furthermore, the limited disadvantage is the consequence of Mrs Lewis’ 

decision to absent herself from the hearing, waive her rights to attend and/or be 

represented and to not provide evidence or make submissions on her own behalf.    

 

In these circumstances, the panel has decided that it is fair, appropriate and 

proportionate to proceed in the absence of Mrs Lewis. The panel will draw no adverse 

inference from Mrs Lewis’ absence in its findings of fact. 

 

Details of charge: 

 

That you, a registered nurse whilst working in the Discharge Lounge for Hywel Dda 

University Health Board between 1 September 2011 and 2 December 2015; 

 

1. On an unknown date in 2013 or 2014 left Patient A unattended; 

 

2. On an unknown date in 2013 or 2014 you told Sister H that Patient A had not 

fallen when in fact she had; 

 

3. Your conduct in charge 2 was dishonest in that you attempted to conceal the fact 

that Patient A had fallen from Sister H; 

 

4. On 5 November 2015, did not adequately supervise Patient B; 

 

5. On one or more occasion left the Discharge Lounge unattended without 

informing anyone of your absence and / or arranging for another member of staff 

to cover; 
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6. On one or more occasion told staff on other wards that the Discharge Lounge 

was closing early when you had not been told to close it early; 

 

7. On one or more occasion closed the Discharge Lounge and left your post before 

the usual closing time of 18.00 without having been told to close it early; 

 

8. On one  or more occasion refused to accept patients after 1pm when you had not 

been told to refuse patients after this time; 

 

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

misconduct.  

 

Decision and reasons on application under Rule 19 

 

Ms Smith made an application that parts of this hearing be held in private on the basis 

that proper exploration of Mrs Lewis’ case involves matters of her health. The 

application was made pursuant to Rule 19 of the Rules.  

 

The legal assessor reminded the panel that while Rule 19 (1) provides, as a starting 

point, that hearings shall be conducted in public, Rule 19 (3) states that the panel may 

hold hearings partly or wholly in private if it is satisfied that this is justified by the 

interests of any party or by the public interest.  

 

Having heard that there will be reference to Mrs Lewis’ health, the panel determined to 

hold such parts of the hearing in private. The panel determined to rule on whether or not 

to go into private session in connection with Mrs Lewis’ health as and when such issues 

are raised. 
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Decision on the application to hear the evidence of Mrs 4 via telephone. 

 

Ms Smith made an application under Rule 31 of the Rules for the evidence of Mrs 4 to 

be heard by telephone. Ms Smith informed the panel that Mrs 4 was unavailable to give 

evidence in person due to medical reasons. She referred the panel to a health report 

which underlined why Mrs 4 was unable to attend. Ms Smith informed the panel that she 

has been in contact with Mrs 4 and ascertained that Mrs 4 would be willing to give 

evidence via telephone. Ms Smith submitted that Mrs 4’s evidence is relevant to the 

hearing. Mrs 4 is unable to give evidence via video link as she does not have the 

technology or internet access at her home.  

 

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

referred the panel to Rule 31(1) of the Rules: 

 

Rule 31(1), “Upon receiving the advice of the legal assessor, and subject only to the 

requirements of relevance and fairness, a Practice Committee considering an allegation 

may admit oral, documentary or other evidence, whether or not such evidence would be 

admissible in civil proceedings (in the appropriate Court in that part of the United 

Kingdom in which the hearing takes place).” 

 

The panel has considered the application carefully. It has determined that it is fair to 

allow Mrs 4 to give evidence via telephone in these proceedings.  

 

The panel in considering this application was mindful that a witness should generally 

attend a hearing and give evidence in person. This allows a panel not only the 

opportunity to test a witness’s evidence but also to assess their demeanour. Whilst 

telephone evidence limits this opportunity to some extent it is the next best option. The 

panel is conscious of the need to receive and consider all relevant evidence in 

discharging its duties to protect the public and to ensure a fair hearing, and it is satisfied 

that granting this application is both fair and proportionate in all the circumstances. The 

panel also considered the public interest in the expeditious disposal of this case.  
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In all the circumstances, the panel has determined that it is fair to grant the application 

and to allow Mrs 4 to give evidence by telephone. 

 

Decision on the application to hear Mr 5’s evidence via video link 

 

Ms Smith made an application under Rule 31 of the Rules for the evidence of Mr 5 to be 

heard via video link. Ms Smith informed the panel that Mr 5 would not be attending the 

hearing to give evidence. Ms Smith told the panel that Mr 5 was not an eye witness to 

events and is not a primary witness in this matter. She informed the panel that Mr 5’s 

evidence is not in dispute. Ms Smith told the panel that Mr 5 would be available to give 

evidence via video link from tomorrow (5 June 2018).  

 

The panel heard and accepted advice from the legal assessor.  

 

The panel in considering this application was mindful that a witness should generally 

attend a hearing and give evidence in person.  

 

The panel has considered the application carefully. It has determined that it is both 

appropriate and fair to allow Mr 5 to give evidence via video link in these proceedings.  

 

The panel firstly considered the relevance of Mr 5’s evidence which is contained within 

a written statement supported by a declaration of truth. The panel noted that Mr 5’s 

evidence is not in dispute and he was not a direct witness to the incidents that occurred.  

 

The panel considered the reasons for Mr 5’s non-attendance. The panel noted that this 

is an application for Mr 5 to give his evidence via video link. In granting this application 

the panel was satisfied that the NMC and the panel would be able to assess Mr 5’s 

demeanour as he gives his evidence. The panel concluded that in all the circumstances 

no unfairness would arise in Mr 5’s evidence being given via the video link. The panel 
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determined that if the video link could not be established they would require Mr 5 in 

person.  

 

Background 

 

The charges arose whilst Mrs Lewis was employed by Hywel Dda University Health 

Board (“the Health Board”) as a Band 5 Nurse. In 2013 or 2014, whilst working in the 

discharge lounge, Mrs Lewis ran down the corridor asking for assistance from Mrs 2. 

Sister H and Mrs 2 went to help Mrs Lewis. It is alleged that when Sister H saw Mrs 

Lewis she asked her if a patient had fallen, Mrs Lewis denied this. It is alleged that 

when Mrs 2 and Mrs Lewis went back to the discharge lounge bathroom the patient was 

on the floor.  

 

Until May 2015 the discharge lounge was a standalone unit taking patients from the 

wards prior to their discharge later that day. From May 2015 the unit became fully 

integrated with the medical day unit (MDU) sited next door. Staff were expected to work 

as a team and support each other.  

 

A further allegation arose in 2015 regarding Patient B. Patient B was admitted to the 

discharge lounge whilst Mrs Lewis was on shift. Mrs Lewis was supposed to supervise 

Patient B whilst she waited to be transported from the discharge Lounge. Mrs Lewis 

was looking after two other patients and it is alleged that due to a lack of supervision 

Patient B had left the discharge lounge and was later found some distance away with an 

ambulance crew.  

 

Mrs Lewis is also alleged to have left the discharge lounge on more than one occasion 

unattended and without informing any personnel that she has left.  

 

The discharge lounge had opening hours from 08:00 to 16:30 until May 2015 when they 

changed from 08:00 to 18:00.  
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It is alleged that on more than one occasion Mrs Lewis would inform other staff on other 

wards that the discharge lounge was closing early and would allegedly refuse to take on 

any more patients. Mrs Lewis is then alleged to have closed the discharge lounge and 

left before closing time without prior authority. 

 

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 Ms Smith, on behalf of the NMC. 

 

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 

facts will be proved if the panel was satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

The panel has drawn no adverse inference from the non-attendance of Mrs Lewis. 

 

In reaching its decisions on the facts, the panel took into account all the oral and 

documentary evidence in this case. The panel heard oral evidence from five witnesses 

called on behalf of the NMC:  

 

Mrs 1, Ward Manager at Glangwili Hospital MDU; 

Mrs 2, Staff Nurse at Glangwili Hospital MDU; 

Mrs 3, Clinical Educator with ABMU Health Board but previously staff nurse at MDU; 

Mrs 4, Health Care Support Worker at Glangwili Hospital at the discharge lounge; 

Mr 5, Investigation Manager for Hywel Dda University Health Board.  

 

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

had heard from.  
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In the panel’s view Mrs 1 was an honest, credible and reliable witness. She answered 

questions directly and recalled events with clarity. She gave clear and concise answers 

which assisted the panel.  

 

The panel found Mrs 2 to be an honest, credible and reliable witness who had worked 

with Mrs Lewis since 2011. Her evidence assisted the panel in knowing that there were 

concerns with Mrs Lewis during her tenure. The panel found Mrs 2 to be professional 

and open about the impact on her of the conduct of Mrs Lewis.  

 

The panel found Mrs 3 to be a credible and reliable witness who was open and honest 

in answering the questions put to her. She gave a straight forward account of events 

and was candid throughout. The panel noted that Mrs 3 appeared to want to be fair to 

Mrs Lewis when she explained that she thought Mrs Lewis had become isolated and 

frustrated at her lack of competencies whilst working in the discharge lounge.  

 

Mrs 4 gave her evidence via telephone link. Mrs 4 came across as being nervous and 

anxious at times however the panel found her to be a credible witness, who tried to be 

fair to the registrant throughout her evidence.  

 

An application for video link was granted and Mr 5 was due to give evidence via video 

link however technical issues did not allow this to happen. Mr 5 subsequently attended 

the hearing in person. The panel noted that Mr 5 was an experienced investigator. The 

panel found Mr 5 to be a confident, balanced, credible and reliable witness. He gave 

clear and concise answers which assisted the panel.  

 

The panel took into account the notes of meetings with Mrs Lewis and her explanations 

given. These were put by the panel to all the witnesses in order to be as fair as possible 

to Mrs Lewis.  

 

The panel then went on to consider the charges. 
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The panel considered each charge and made the following findings: 

 

Charge 1: 

On an unknown date in 2013 or 2014 left Patient A unattended; 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it and the evidence of Mrs 2, which was supported by the answers given by Ms 6 

in her interview with Mr 5. It also noted the answers given by Mrs Lewis in her interview 

with Mr 5 and the initial assessment of facts meeting.  

 

Mrs 2 in her evidence stated that whilst she was on the medical day unit, Mrs Lewis 

came into the medical day unit shouting her name. Mrs 2 then followed Mrs Lewis to the 

discharge lounge bathroom. Mrs 2 informed the panel that when she walked into the 

bathroom she saw a patient on the floor. The patient was covered in her own faeces, 

had a laceration to her head and blood on the back of her head. Mrs 2 stated that the 

faeces was engrained on the patient so she assumed that the patient had been there for 

a while. Mrs 2 asked Mrs Lewis what happened and Mrs Lewis said that she had left the 

patient and the patient must have fallen. Mrs 2 stated that she had to call a colleague 

for help as Mrs Lewis just sat there in non-uniform clothing.  

 

The panel had regard to the minutes from Mrs Lewis’ minutes investigatory meeting 

dated 7 January 2016. In this interview Mrs Lewis was asked if she recalls the incident 

with Patient A. Mrs Lewis replied “No. I don’t remember that… I don’t recall and that her 

colleagues were making things up”. 

 

The panel noted the minutes from the investigatory meeting dated 15 December 2015 

with Ms 6. In the meeting Ms 6 stated she remembers a patient Mrs Lewis took to the 
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toilet, the patient fell, and the patient was on the floor and was covered in faeces. Mrs 2 

and Ms 6 went to attend to the patient whilst Mrs Lewis just sat by the computer.  

 

The panel noted that Mrs Lewis stated that she did not recall this event and Ms 6 

recalling the incident. Mrs 2’ evidence is that Mrs Lewis ran out requesting help and that 

the patient had fallen and was covered in faeces. The panel noted Mrs 2’s evidence in 

that Mrs Lewis was already in her non-uniform clothing and had just sat there so she 

had to ask a colleague for assistance. Ms 6 supported this evidence in that Mrs Lewis 

did not attend to the patient she just sat there by the computer. The panel concluded 

that it was likely that Mrs Lewis had left Patient A unattended in order to get changed. 

The panel found Mrs 2 to be a reliable witness and accepted her evidence in this 

matter. The panel therefore concluded that on an unknown date in 2013 or 2014 Mrs 

Lewis left Patient A unattended. Therefore this charge is found proved on the balance of 

probabilities. 

 

Charge 2: 

On an unknown date in 2013 or 2014 you told Sister H that Patient A had not fallen 

when in fact she had; 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it, the evidence of Mrs 2 and the answers given Mrs Lewis’ in her interviews.   

 

Mrs 2 in her evidence stated that Mrs Lewis had come into the medical day unit 

shouting Mrs 2’s name at the top of her voice. Mrs Lewis had also sounded alarmed so 

Sister H and Mrs 2 rushed to Mrs Lewis. Mrs 2 informed the panel that Sister H 

immediately asked Mrs Lewis “has a patient fallen?”. Mrs 2 stated that Mrs Lewis 

replied to Sister H that “no one had fallen”. When Mrs 2 followed Mrs Lewis to the 

discharge lounge bathroom she found a patient on the floor covered in faeces and had 
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a laceration to the head. Mrs 2 stated she needed to report this incident but Mrs Lewis 

asked her not to report this to Sister H.  

 

Mrs Lewis in her investigation meeting dated 7 January 2016 stated that she does not 

recall this incident happening and that her colleagues “were making this up”.  

 

The panel had regard to all the documentary evidence in this matter. The panel noted 

Mrs 2’s witness statement and the investigatory minutes meeting dated 15 December 

2015. Mrs 2 was a direct witness and in both accounts she states that Mrs Lewis was 

asked directly by Sister H whether a patient had fallen and Mrs Lewis had denied a 

patient falling. Further the panel noted that Mrs 2 had stated that Mrs Lewis had asked 

her not to report this matter as she would get in trouble. The panel found Mrs 2 to be a 

reliable and honest witness and accepted her evidence in relation to this charge. The 

panel therefore concluded that on an unknown date in 2013 or 2014 Mrs Lewis told 

Sister H that Patient A had not fallen when in fact she had. Therefore this charge is 

found proved on the balance of probabilities. 

 

Charge 3: 

Your conduct in charge 2 was dishonest in that you attempted to conceal the fact that 

Patient A had fallen from Sister H; 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the evidence before it.  

 

The panel noted that Mrs 2 in her evidence stated that when Mrs Lewis was asked 

directly by Sister H if a patient had fallen, she replied “no”. Mrs 2 further stated that Mrs 

Lewis had asked her not to report this incident to Sister H. Mrs Lewis does not recall 

this incident and that her colleagues were not telling the truth. The panel is of the view 

that Mrs Lewis had a responsibility to inform Sister H that a patient had fallen. 
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The panel concluded that Mrs Lewis’ failure to inform Sister H that a patient had fallen 

was a deliberate lie in an attempt to conceal the fact that a patient had been left 

unattended and had fallen. The panel applied the principles set down in the case of Ivey 

v Genting Casinos [2017] UKSC 67. 

 

The panel concluded that by the objective standards of “ordinary decent people”, 

knowingly concealing essential information relating to patient safety would be 

considered dishonest. 

 

On the balance of probabilities the panel finds this charge found proved.  

 

Charge 4: 

On 5 November 2015, did not adequately supervise Patient B; 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it, the evidence of Mrs 1, Mrs 2, Mrs 3 and Mrs Lewis account given during the 

health board investigation.   

 

Mrs 1 in her evidence stated that she was not on duty on the day the patient went 

missing. She was informed by colleagues of what had happened. Mrs 1 informed the 

panel that handover notes from the ward, that she had seen as part of her investigation, 

showed that Mrs Lewis had conducted the handover for Patient B and not Mrs 4 as 

alleged by Mrs Lewis in her interview. Mrs 1 stated that the patient had left the 

discharge lounge and she was gone for a while. Mrs Lewis had to go looking for the 

patient. Mrs 2 found the patient with the ambulance crew and it appeared as if the 

patient had been outside.  

 

Mrs 2 in her evidence stated that she was working when Mrs Lewis ran into the 

discharge lounge shouting that she had lost a patient. Mrs 2 informed the panel that Mrs 
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Lewis had told her that she had lost an elderly confused patient who had come from a 

ward to the discharge lounge to wait for transportation. Mrs 2 went looking for the 

patient. She found the patient with an ambulance crew. When Mrs 2 asked how the 

patient had left Mrs Lewis had told her that she had turned her back and the patient was 

gone.  

 

In her evidence Mrs 3 informed the panel that she was working in the medical day unit 

with Mrs 2 when Mrs Lewis came running in saying she had lost a patient. Mrs 3 tried to 

ascertain when Mrs Lewis had lost the patient but Mrs Lewis did not respond to her 

questions. Mrs 3 informed the panel that Mrs 2 found the patient with the ambulance 

crew. The patient was described as not very mobile, moving very slowly and shuffled so 

moved slowly. Mrs 2 and Mrs 3 walked the patient back to the medical day unit.  

 

The panel had regard to the minutes of the investigatory meeting with Mrs Lewis dated 

7 January 2016. In the meeting notes Mrs Lewis states that it was a busy day in the 

discharge lounge and she was not made aware that the patient was a “confused” 

wanderer. There were still other patients in the discharge lounge and she was attending 

to another patient and when she turned around she noticed that the patient had gone. 

She said “oh I’ve lost a patient”. Mrs Lewis stated that she went out straight away and 

walked into the corridor and the patient was there at the top of the corridor with the 

ambulance crew. Mrs Lewis stated that the patient had not gone far.  

 

The panel noted all the evidence before it. The panel had regard to Mrs Lewis 

explanation of the events and noted that she had admitted that she had lost a patient 

that she was responsible for. The panel noted that Mrs 2 and Mrs 3 had both stated that 

Mrs Lewis had come out of the discharge lounge stating that she had lost a patient. 

When Mrs 2 questioned how Mrs Lewis lost a patient she had stated that she had 

turned around to attend to another patient. This evidence is supported by Mrs Lewis’ 

admission in her investigatory meeting that she was attending to another patient and 

when she turned around the Patient B had gone. The panel took regard of Mrs Lewis’ 

estimate that she had been distracted momentarily but an assessment of the distance 
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covered by the patient by a number of the witnesses, and in particular Mr 5, indicated 

that the patient would have been absent from the discharge lounge for a significantly 

greater period than Mrs Lewis’ account.  

 

In light of all the evidence before it, the panel concluded that on 5 November 2015, Mrs 

Lewis did not adequately supervise Patient B. Therefore this charge is found proved on 

the balance of probabilities. 

 

Charge 5: 

On one or more occasion left the Discharge Lounge unattended without informing 

anyone of your absence and / or arranging for another member of staff to cover. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it, evidence of Mrs 1, Mrs 2 and Mrs 3.  

 

Mrs 1 in her evidence stated that Mrs Lewis would leave the discharge lounge a couple 

times a day and not tell anyone when she was going off.  

 

Mrs 2 in her evidence stated that Mrs Lewis would leave off several times a day leaving 

no registered nurse in the discharge lounge. Mrs 2 informed the panel that no matter 

how many times Mrs Lewis had been told she would frequently leave the discharge 

lounge without informing anyone of her absence.  

 

Mrs 3 in her evidence stated that it was quite regular behaviour for Mrs Lewis to wander 

off at least once a day. Mrs 3 informed the panel that on one occasion a patient was 

having a blood transfusion that needed monitoring. Mrs 3 handed the patient over to 

Mrs Lewis. Mrs 3 stated in her evidence that not long after a health care support worker 

came looking for her and told her that Mrs Lewis had left the patient and she did not 

know where Mrs Lewis had gone.  
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The panel had regard to the evidence before it. The panel noted that there was a 

pattern of behaviour that Mrs Lewis would leave the discharge unit more than once a 

day. This evidence is supported by Mrs 1, Mrs 2, Mrs 3 and Mrs 4. The panel had 

evidence before it, that Mrs Lewis would leave the discharge lounge unattended with 

patients present. She would not inform a registered nurse of her absence or arrange for 

cover to ensure patient safety was maintained whilst she was away. Mrs 3 in her 

evidence stated that a colleague had come looking for Mrs Lewis as she did not know 

where she was. Mrs 2 had several conversations with Mrs Lewis in regards to her 

behaviour and she should inform colleagues if she was leaving the discharge lounge.  

 

Taking this into account, reflecting on the written and oral evidence of Mrs 1, Mrs 2, Mrs 

3, and Mrs 4 the panel accepted all four witnesses’ evidence. In light of all the evidence 

before it the panel concluded that on one or more occasion Mrs Lewis left the Discharge 

Lounge unattended without informing anyone of her absence and / or arranging for 

another member of staff to cover. Therefore this charge is found proved on the balance 

of probabilities. 

 

Charge 6: 

On one or more occasion told staff on other wards that the Discharge Lounge was 

closing early when you had not been told to close it early. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it, evidence of Mrs 1, Mrs 2 and Mrs 4.  

 

In her evidence Mrs 1 stated that when she got feedback from other ward areas in 

regards to Mrs Lewis they found her to be obstructive. Mrs 1 informed the panel that 

she was informed that Mrs Lewis used to phone the wards and tell staff that the 

discharge lounge was closing earlier than it should.  
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Mrs 2 in her evidence stated if the medical day unit and discharge lounge were short 

staffed it would be expected that staff would rotate between the units and work as a 

team. Mrs 2 stated that you always needed two registered nurses on shift. Mrs 2 

informed the panel that Mrs Lewis told other wards in the hospital that the discharge 

lounge was closing early. The discharge lounge was supposed to be open until 18:00.  

 

Mrs 4 in her evidence stated that when other wards rang the discharge lounge, Mrs 

Lewis would say either “sorry no seats” or “we close at 16:30” when the closing time 

was 18:00. Mrs 4 informed the panel that Mrs Lewis did not discuss this with anyone. 

Mrs 4 in her evidence stated that she heard Mrs Lewis say this about eight times.  

 

The panel noted the evidence before it. Mrs 2 and Mrs 4 both stated that they heard Mrs 

Lewis tell staff on other wards that the discharge lounge was closing early. Both 

witnesses stated that Mrs Lewis had not been told to close the discharge lounge early 

as it was supposed to close at 18:00.  Mrs 4 in her evidence had stated that she had 

witnessed Mrs Lewis do this on more than one occasion. Mrs 1 supported the evidence 

of both Mrs 2 and Mrs 4 that the discharge lounge closed at 18:00 however Mrs Lewis 

would tell staff that it was closing early. Further she had spoken to ward staff who 

confirmed this to be the case. Taking this into account, reflecting on the written and oral 

evidence of Mrs 2 and Mrs 4, the panel accepted the evidence of the witnesses than 

Mrs Lewis account. In light of all the evidence before it the panel concluded that on one 

or more occasion Mrs Lewis told staff on other wards that the Discharge Lounge was 

closing early when you had not been told to close it early. Therefore this charge is found 

proved on the balance of probabilities. 
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Charge 7: 

On one or more occasion closed the Discharge Lounge and left your post before the 

usual closing time of 18.00 without having been told to close it early. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it, the evidence of Mrs 1 and the evidence from Mrs 2.  

 

Mrs 1 in her evidence stated that on more than one occasion Mrs Lewis closed the 

discharge lounge before the usual closing time of 18:00. Mrs 1 stated that when the 

discharge lounge was not busy Mrs Lewis was encouraged to integrate with the medical 

day unit however Mrs Lewis would just disappear for long periods.  

 

Mrs 2 in her evidence stated that Mrs Lewis would close the discharge lounge before 

18:00. Mrs 2 informed the panel that a couple of times a month Mrs Lewis would 

disappear from the discharge unit and return with wet hair and be wearing her own 

clothing. Mrs 2 told the panel that Mrs Lewis would have access to staff shower facilities 

but she should have waited until the end of her shift to shower and change into her own 

clothes.  

 

The panel had regard to all the evidence before it. The panel noted that Mrs 1 and Mrs 

2 had stated that Mrs Lewis would leave the discharge lounge before 18:00 and close 

early. Mrs 2 had stated that Mrs Lewis would leave her post and go to shower before 

the shift had finished and return with wet hair. This is supported by the evidence of Mrs 

3 who stated in her evidence that sometimes Mrs Lewis was unaccounted for and would 

return with wet hair. The panel had regard to the oral evidence of Ms1, Mrs 2, Mrs 3 and 

Mrs 4 who had confirmed that Mrs Lewis would close the discharge lounge before the 

usual closing time of 18:00.  
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Taking this into account, reflecting on the written and oral evidence of all the witnesses, 

the panel accepted the witnesses’ evidence as being more reliable than Mrs Lewis 

account. In light of all the evidence before it the panel concluded that on one or more 

occasion Mrs Lewis closed the Discharge Lounge and left her post before the usual 

closing time of 18.00 without having been told to close it early. Therefore this charge is 

found proved on the balance of probabilities. 

 

Charge 8: 

On one or more occasion refused to accept patients after 1pm when you had not been 

told to refuse patients after this time. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all the documentary evidence 

before it and the evidence from Mrs 2.  

 

Mrs 2 in her evidence informed the panel that on occasion Mrs Lewis would speak to 

other ward staff of the hospital and refuse to accept patients post 13:00. Mrs Lewis 

would then leave the unit without consideration for her patients and her colleagues.  

 

The panel noted the investigatory meeting notes in which Mrs Lewis stated that when 

the staffing levels were low she would not accept any more patients. This was due to 

having patients that wander and a busy unit to work in.  

 

The panel had regard to all the evidence before it. The panel noted that Mrs 2 had 

stated that Mrs Lewis would not accept patients after 13:00. This happened on more 

than one occasion and Mrs Lewis would telephone wards to inform them. The panel had 

regard to the oral evidence of Mrs 2 who had confirmed that Mrs Lewis would not 

accept patients at certain times on occasions.  
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Taking this into account, reflecting on the written and oral evidence of all the witnesses, 

the panel preferred Mrs 2’s evidence as being more reliable than Mrs Lewis account. In 

light of all the evidence before it the panel concluded that on one or more occasion Mrs 

Lewis refused to accept patients after 1pm when she had not been told to refuse 

patients after this time. Therefore this charge is found proved on the balance of 

probabilities. 

 

Prior to commencing her submissions on misconduct and impairment Ms Smith 

informed the panel of a further charge regarding to Mrs Lewis.  

 

That you, a registered nurse: 

 

9. On 3 March 2017 at the Carmarthenshire Magistrates Court were convicted of 

the following offence:  

 

Between 08/07/2013 and 02/09/2015 at Carmarthenshire, without the consent of 

the data controller, knowingly or recklessly obtained personal data contrary to 

sections 55(3) and 60(2) of the Data Protection Act 1998 

 

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

conviction. 

 

The charges concern Mrs Lewis’ conviction and, having been provided with a copy of 

the certificate/memorandum of conviction, the panel finds that the facts are found 

proved in accordance with Rule 31 (2) and (3) of the Rules which states: 

 

(2)   Where a registrant has been convicted of a criminal offence 

(a) a copy of the certificate of conviction, certified by a competent officer of 

a Court in the United Kingdom (or, in Scotland, an extract conviction) 

shall be conclusive proof of the conviction; and 
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(b) the findings of fact upon which the conviction is based shall be 

admissible as proof of those facts. 

(3) The only evidence which may be adduced by the registrant in rebuttal of a 

conviction certified or extracted in accordance with paragraph (2)(a) is 

evidence for the purpose of proving that she is not the person referred to in 

the certificate or extract. 

 

The panel therefore found this charge proved.  

The conviction on 3 March 2017 relates to Mrs Lewis accessing patient records from the 

computer in the discharge lounge. She accessed electronic computer records of 3141 

patients and colleagues on 7142 occasions between 8 July 2013 and 2 September 

2015. This was a gross breach of the Health Boards policy and UK Data protection 

legalisation and significant actions were undertaken at local and government level to 

deal with the issues arising.  

 

Submission on misconduct and impairment: 

 

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

whether the facts found proved in relation to charges 1-8 amount to misconduct, and if 

so, whether Mrs Lewis’ fitness to practise is currently impaired, by reason of her 

misconduct and/or conviction. 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 Smith, on behalf of the NMC, 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 Smith also referred the panel to the case of Nandi v GMC [2004] EWHC 2317 

(Admin). 
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Ms Smith invited the panel to take the view that Mrs Lewis’ actions, as set out in 

charges 1-3, amounted to breaches of the 2008 Code and that her actions, as set out in 

charge 4, amounted to breaches of the 2015 Code. Ms Smith also invited the panel to 

consider that Mrs Lewis’ actions as set out in charges 5-9, amounted to breaches of 

both the 2008 Code and the 2015 Code.  She then directed the panel to specific 

paragraphs of those codes, and identified where, in the NMC’s view, Mrs Lewis’ actions 

amounted to a breach of those standards.  

 

Ms Smith 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. Ms Smith referred the panel to the 

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

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

 

Regarding charge 9 Ms smith asked the panel to examine the extent to which the 

reputation of the profession would be damaged if a finding of impairment was not made 

in the public interest.  

 

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

number of judgments which are relevant. 

 

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

determine whether the facts found proved in relation to charges 1-8 amount to 

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

must decide whether, in all the circumstances, Mrs Lewis’ fitness to practise is currently 

impaired as a result of that misconduct. The panel must also consider whether, in 

relation to Mrs Lewis’ conviction at charge 9, this conviction goes to her fitness to 

practise and, if so, whether her fitness to practise is currently impaired. 
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Decision on misconduct 

 

When determining whether the facts found proved, in charges 1-8 amounted to 

misconduct the panel had regard to the terms of the code: Standards of conduct, 

performance and ethics for nurses and midwives 2008 and 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 protection of the public and the 

wider public interest and accepted that there was no burden or standard of proof at this 

stage and exercised its own professional judgement. 

 

The panel has reminded itself that registrants are personally accountable, under the 

code, for acts and omissions in their practice. The code contains the underlying 

principles that guide the nursing profession and is in place to protect the public and to 

ensure that proper standards of the profession are upheld. 

 

The panel was of the view that Mrs Lewis’ actions within charges 1-8 fell significantly 

short of the standards expected of a registered nurse, and that Mrs Lewis’ actions 

amounted to a breach of the preamble to the 2008 Code. Specifically:  

 

“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 you’re 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.” 
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The panel concluded that Mrs Lewis had breached the following standards of the 2008 

Code.  

 

“1 You must treat people as individuals and respect their dignity. 

 

3 You must act as an advocate for those in your care. Helping them to access relevant 

health and social care, information and support. 

 

21 You must keep your colleagues informed when you are sharing the care of others.  

 

22 you must work with colleagues to monitor the quality of your work and maintain the 

safety of those in your care.  

 

24 You must work cooperatively within teams and respect the skills, expertise and 

contributions of your colleagues.  

 

54 you must act immediately to put matters right if someone in your care has suffered 

harm for any reason  

 

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

  

The panel also concluded that Mrs Lewis had breached the following standards of the 

2015 Code.  

 

“1.1 treat people with kindness, respect and compassion 

 

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 
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8.1 respect the skills, expertise and contributions of your colleagues, referring matters to 

them when appropriate 

 

8.2 maintain effective communication with colleagues  

 

8.3 keep colleagues informed when you are sharing the care of individuals with other 

healthcare professionals and staff 

 

8.4 work with colleagues to evaluate the quality of your work and that of the team  

 

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

 

8.6 share information to identify and reduce risk 

 

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

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

 

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

so they can be dealt with quickly.  

 

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 Mrs Lewis’ conduct in leaving a 

patient unattended and failing to adequately supervise another patient was serious and 

fell far below the standards expected of a registered nurse. Mrs Lewis put Patients A 

and B at significant risk of harm. Further, as a registered nurse Mrs Lewis on more than 

one occasion had refused to accept patients into the discharge lounge potentially 
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affecting patient flow within the hospital. The panel noted that Mrs Lewis would close 

the discharge lounge early on occasions without consent and on many occasions would 

disappear from the discharge lounge without handing over patient care to a suitable 

member of staff. Mrs Lewis’ actions showed a complete disregard for patients, her 

colleagues and the hospital. The panel was of the view that Mrs Lewis had developed a 

pattern of behaviour which demonstrated serious attitudinal concerns.  

 

The panel has already found that Mrs Lewis acted dishonestly in deliberately attempting 

to conceal information. The panel considered that in lying to her colleague, Mrs Lewis 

disregarded Patient A’s safety and only thought about herself. The panel found that Mrs 

Lewis had a professional duty to act with honesty and integrity and to be accountable as 

a nurse.  

 

The panel found that Mrs Lewis’ actions, both individually and cumulatively, fell 

seriously short of the conduct and standards expected of a nurse and amounted to 

professional misconduct which was very serious. 

 

Regarding breaches of the Code in relation to charge 9 the panel considered that the 

following sections were breached: 

 

The 2008 Code  

 

5 You must respect people’s right to confidentiality.  

 

6 You must ensure people are informed about how and why information is shared by 

those who will be providing their care.  

 

49 You must adhere to the laws of the country in which you are practising. 

 

The 2015 Code  
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5.1 respect a person’s right to privacy in all aspects of their care  

 

5.2 make sure that people are informed about how and why information is used and 

shared by those who will be providing care 

 

5.3 respect that a person’s right to privacy and confidentiality continues after they have 

died  

 

5.4 share necessary information with other healthcare professionals and agencies only 

when the interests of patient safety and public protection override the need for 

confidentiality, and  

 

20.4 keep to the laws of the country in which you are practising.  

 

Decision on impairment 

 

The panel next went on to decide if as a result of the misconduct (charges 1-8) and 

conviction (charge 9), Mrs Lewis’ 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. 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 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 
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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: 

 

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

dishonestly in the future. 

 

The panel finds that limbs a, b, c and d are engaged in this case.  

 

The panel finds that Mrs Lewis’ actions at the relevant times put patients at risk of harm. 

It concluded that Mrs Lewis breached fundamental tenets of the nursing profession and 

that her actions fell below the standards expected of a registered nurse. Mrs Lewis was 

an experienced practitioner who was responsible for delivering safe nursing care to 

patients and she did not do so. Mrs Lewis’ actions in relation to charge 3 were 

dishonest. The panel found that Mrs Lewis’ misconduct had brought the nursing 

profession into disrepute. 

 

With regard to future risk, the panel considered the questions posed in the case of 

Cohen v General Medical Council [2008] EWHC 581 namely whether Mrs Lewis 

misconduct was remediable, whether it had been remedied and whether it was highly 

unlikely to be repeated. In considering these questions, the panel had particular regard 

to the issues of insight and remediation.  

 

The panel was mindful that in order to remediate past failings effectively, registered 

nurses must demonstrate insight into their behaviour and undertake sufficient remedial 

steps to address the concerns in question.  

 

The panel noted that Mrs Lewis has placed no information before the panel to suggest 

that she has reflected upon and learnt from her actions or that she is able to 

demonstrate a change in her behaviour. There is no evidence before the panel of any 

subsequent remorse. There is no evidence regarding charge 1-8 that she appreciates 

the seriousness of her actions, nor has she demonstrated any understanding as to the 

impact that her failures could have had on her patients, colleagues or the nursing 

profession. In interview she accepted that she should not have accessed patient 

records as she did and she pleaded guilty at the Criminal Court. Mrs Lewis has blamed 
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others for her actions and has failed to take responsibility for her own actions. For these 

reasons, the panel concluded that Mrs Lewis has demonstrated limited insight into her 

misconduct and that therefore there remains a risk of her repeating her misconduct in 

future. 

 

As to remediation, dishonesty is by its very nature not easily remediable and Mrs Lewis 

has presented no evidence to suggest any acceptance of her misconduct or 

understanding of her actions or evidence of remediation. The panel was therefore of the 

view that there remains a real risk of repetition of her dishonest conduct.  

 

The panel concluded that as a result of Mrs Lewis’ misconduct, including her 

dishonesty, she has brought the profession into disrepute and has breached 

fundamental tenets of the nursing profession. 

 

Having regard to the principles set out in Grant, the panel is in no doubt that confidence 

in the profession would be undermined, if having regard to the serious nature of Mrs 

Lewis’ misconduct and conviction, a finding of impairment were not to be made.  

 

As regard to charge 9 the panel considered that limbs b and c of Dame Janet Smith 

test, set out in the Fifth Report from Shipman were engaged by Mrs Lewis receiving a 

conviction for knowingly or recklessly obtaining personal data. This was a serious 

criminal offence, which led to a conviction, and was therefore highly likely to bring the 

nursing profession into disrepute. 

 

The panel considered that by knowingly or recklessly obtaining personal data and 

receiving a conviction, Mrs Lewis had breached fundamental tenets of the profession. 

The panel noted that Mrs Lewis had expressed limited remorse for her behaviour. The 

panel was of the view that Mrs Lewis’ actions were very serious, and that members of 

the public are entitled to expect nurses not to access patients’ personal information 

when there is no reason to do so. 
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On the basis of the information currently before it, the panel found that Mrs Lewis is 

liable in the future to put patients at unwarranted risk of harm, to bring the profession 

into disrepute, breach fundamental tenets of the profession and act dishonestly.  

 

In light of this information 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 and protect the wider public interest, which includes 

promoting and maintaining public confidence in the nursing profession and upholding 

the proper professional standards for members of the profession.  

 

The panel therefore finds that Mrs Lewis’ fitness to practise is currently impaired on the 

grounds of public protection and public interest.  

 

Determination on sanction:  

 

The panel has considered this case, and the representations made by the NMC at this 

stage, very carefully. It has decided to make a striking-off order. It directs the registrar to 

strike Mrs Lewis off the register. The effect of this order is that the NMC register will 

show that Mrs Lewis has been struck-off the register. 

 

Ms Smith referred the panel to the process of NMC sanction bidding and submitted that, 

in this case, the appropriate sanction was a striking off order. Ms Smith acknowledged 

that the issue of sanction is a matter for the panel’s independent judgment but invited 

the panel to consider the serious nature of the charges, the conviction and the 

dishonesty found proved in this case. 

 

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

adduced in Mrs Lewis’ case. It accepted the advice of the legal assessor. It has also 

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.  
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The panel had careful regard to the Sanctions Guidance (“SG”) published by the NMC 

with particular regard to the section on “Cases with particular risk to public confidence” 

as included within it, namely dishonesty. The panel recognised that the decision on 

sanction is a matter for its own independent judgement.  

 

The panel considered the following to be aggravating factors in this case: 

 

 Mrs Lewis abused her position of trust by accessing personal patient information; 

 Mrs Lewis’ misconduct featured dishonest behaviour to her employers; 

 Mrs Lewis blamed others for her actions; 

 Mrs Lewis left patients unattended or unsupervised which had the potential to put 

patients at unwarranted risk of harm; and  

 Mrs Lewis demonstrated a lack of insight or remorse into her misconduct.  

 

The panel considered the following to be mitigating factors in this case: 

 

 Mrs Lewis entered a guilty plea at her court appearance and had made certain 

related admissions at her interviews; 

 

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 Mrs Lewis’ 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. 
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The panel next considered whether placing a conditions of practice order on Mrs Lewis’ 

registration would be a sufficient and appropriate response. The panel was mindful that 

any conditions imposed must be proportionate, measurable and workable. The panel 

noted that Mrs Lewis had left patients unattended or unsupervised on more than one 

occasion. The panel was concerned that Mrs Lewis had exhibited a pattern of behaviour 

which related to her putting her own interests, ahead of those of her patients. The panel 

considered that this represented a serious attitudinal problem rather than something 

that could easily be remediated or something that arose as a consequence of 

inadequacy in her knowledge and skills as a registered nurse. The panel noted that Mrs 

Lewis is an experienced registered nurse. The panel considered that dishonesty was 

not something that could readily be addressed through retraining. The panel therefore 

found that a risk of repetition remained.  

 

Furthermore the panel considered that the placing of conditions on Mrs Lewis 

registration would not adequately address the seriousness of this case, and would not 

satisfy the public interest. In the circumstances the panel concluded that it could not 

formulate workable conditions which would maintain the public’s trust and confidence in 

the profession and in the NMC as a regulator.  

 

The panel next considered the imposition of a suspension order. The panel referred 

itself again to the aggravating and mitigating factors in this case and to the overall NMC 

guidance. The panel noted that Mrs Lewis’ misconduct which led to the charges found 

proved was very serious. Again, it found that repetition of Mrs Lewis misconduct and her 

dishonesty could not be excluded. It found that Mrs Lewis’ behaviour brought the 

reputation of the profession into disrepute and breached a fundamental tenet of the 

profession.  

 

The panel noted that Mrs Lewis misconduct was not an isolated incident. This 

represented a pattern of misconduct over a period of years which inevitably brought the 

profession into disrepute. Moreover it demonstrated an established attitudinal problem.  
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The panel had not been provided with any reflective piece, testimonials or references on 

Mrs Lewis’ behalf. It was not satisfied that Mrs Lewis had fully grasped the seriousness 

of her actions as regards these matters, and therefore there remains a high risk of Mrs 

Lewis repeating her misconduct in future. Mrs Lewis had further abused her position of 

trust by accessing thousands of personal patient and staff records. Mrs Lewis has 

shown a persistent lack of insight in regards to her behaviour. The panel had particular 

regard to the NMC guidance on dishonesty which emphasised that “Honesty, integrity 

and trustworthiness are to be considered the bedrock of any nurse or midwives 

practise”. When considering the guidance in relation to dishonesty, the panel gave 

consideration to the nature of the dishonesty in Mrs Lewis case, and acknowledged that 

there are different degrees of dishonesty. However, given the serious nature of her 

misconduct, the panel considered that a suspension order would not represent an 

appropriate or proportionate response, and would be insufficient to satisfy the public 

interest considerations in this case. 

 

The panel then went on to consider whether imposing a striking off order was the 

proportionate sanction in these circumstances.   

 

The panel again noted that Mrs Lewis’ misconduct was aggravated by her attitude and 

her dishonesty. Further, Mrs Lewis had not demonstrated any insight into her actions or 

recognised the impact her actions had on the reputation of the profession. Mrs Lewis 

abused her position of trust and accessed patient data more than 7000 times. Mrs 

Lewis had breached patient confidentiality with her actions. The panel considered that 

there remained a significant risk of such behaviour being repeated for the reasons set 

out in its determination on impairment.  

 

The panel took into account the key considerations appropriate for a striking off order 

which state:  

 

Is striking-off the only sanction which will be sufficient to protect the public interest?  
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Is the seriousness of the case incompatible with ongoing registration?  

Can public confidence in the professions and the NMC be maintained if the nurse or 

midwife is not removed from the register?  

 

This sanction is likely to be appropriate when the behaviour is fundamentally 

incompatible with being a registered professional, which may involve any of the 

following factors 

 

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

standards, guidance and advice including  

 

Dishonesty especially where persistent or covered up  

 

Persistent lack of insight into seriousness of actions or consequences  

 

Mrs Lewis’s actions constitute a serious departure from the standards of conduct and 

ethics to be expected of a registered nurse. The panel considered that her misconduct 

occurred over an extended period of time. It was not isolated. The panel concluded, 

taking into account the evidence before it that Mrs Lewis’ misconduct demonstrated a 

notable attitudinal problem. She has not demonstrated any insight into the seriousness 

of her dishonesty and blamed others for her actions. The panel affirmed that honesty, 

integrity, openness and trustworthiness are fundamental tenets of the nursing 

profession. It concluded that to allow Mrs Lewis to continue practising would severely 

undermine public confidence in the nursing profession and in the NMC as a regulatory 

body. The panel considered that the gravity of Mrs Lewis’ misconduct and conviction is 

fundamentally incompatible with continuing to be a registered nurse. In all the 

circumstances the panel determined that a striking off order is the only appropriate and 

proportionate order that would be sufficient to protect the public interest.  

 

The panel has therefore determined to impose a striking off order and directs the 

Registrar to strike Mrs Elaine Anne Lewis’ name off the register.  
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Mrs Lewis will be informed of this decision in writing and will have 28 days from the date 

when written notice of the result of this hearing is deemed to have been served upon 

her in which to exercise her right of appeal. Unless Mrs Lewis exercise’s her right of 

appeal, the direction imposing the striking off order will take effect 28 days from when 

written notice of the decision is served upon her.   

 

Determination on Interim Order 

 

The panel considered the submissions made by Ms Smith that an interim order should 

be made to cover the interim period before the substantive order takes effect and/or to 

cover any appeal period, on the grounds that it is necessary for the protection of the 

public and is otherwise in the public interest. Ms Smith submitted that an interim 

suspension order for a period of 18 months should be imposed.  

 

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

 

In reaching its decision to impose an interim order the panel had regard to the 

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

substantive order.  

 

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

of the public and is otherwise in the public interest. Not to impose such an order would 

be inconsistent with its earlier findings. The panel was also satisfied that such an interim 

order was proportionate in the circumstances of your case.  

 

The period of this order is for 18 months to allow, in the event of an appeal, for the 

appeal determined. 

 

If no appeal is made then the interim suspension order will be replaced by the 

substantive order 28 days after Mrs Lewis is sent the decision of this hearing in writing. 
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That concludes this determination. 

 

 


