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Fitness to practise: Impaired 
 
Sanction: Striking off order 
 
Interim Order: Interim suspension order for 18 months 
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Details of charge: 
 

That you, a registered nurse, whilst employed by North Middlesex University Hospital NHS Trust  

 

1) As Nurse in Charge on the night shift of 9 and 10 September 2015: 

a. Did not ensure that:  

i. You received an adequate handover for one or more patients at the start 

of the shift; 

ii. One or more colleagues received an adequate handover for one or more 

patients at the start of the shift; 

iii. You were aware of the resuscitation status for one or more patients. 

ADMITTED AND FOUND PROVED  
 

b. Left the ward understaffed and/ or without adequate nursing cover, resulting in 

the ward having below minimum staffing levels and placing patients at risk., when 

you 

i. Left the ward and/ or did not inform staff and/ or the Night Nurse 

Practitioner and/ or the Site Manager that you were leaving the ward; 

ii. Allowed one or more members of staff to take an extended break.  

ADMITTED AND FOUND PROVED  
 

c. Did not ensure you received regular updates from nursing colleagues for one or 

more patients on the ward. 

ADMITTED AND FOUND PROVED  
 

d. Upon being informed that Patient X was unresponsive, you did  not: 

i. Attend to Patient X immediately; 

ii. Check Patient X’s resuscitation status; 

iii. Provide guidance and/ or instruction to colleagues. 

ADMITTED AND FOUND PROVED  
 

e. Was not up to date with the mandatory resuscitation training. 

ADMITTED AND FOUND PROVED  
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2) During the course of the investigation into the events of the night shift of 9/ 10 

September 2015, you  

a. Incorrectly stated on the 12 November 2015 and/ or 27 November 2015 that 

Patient X was warm to touch when you attempted resuscitation; 

b. Did not disclose on 12 November 2015, that you had left the ward with two other 

members of staff when questioned about breaks; 

c. Incorrectly indicated on 27 November 2015, that you had not been contacted by 

Colleague A in relation to the Serious Incident Review when he had been in 

contact by email. 

ADMITTED AND FOUND PROVED  
 

3) Your actions at Charge 2 were dishonest in that you were: 

a. Seeking to mislead the investigation; 

b. Seeking to misrepresent and/ or minimise your culpability for the events on the 

night shift in question; 

ADMITTED AND FOUND PROVED  
 

 

AND, in light of the above, your fitness to practice is impaired by reason of your misconduct. 

 

 

Background: 
 
The allegations arose whilst you were employed by North Middlesex University Hospital 

NHS Trust. You commenced employment as a Deputy Ward Manager with the Trust on 

28 February 2014. You were originally deployed on Tower Ward 8. You were then re-

deployed on Tower Ward 5 (“T5”), a 22 bedded medical ward. The allegations concern 

your management on T5, and the care provided to Patient X, on the night shift of 9/10 

September 2015.  

 
Patient X was admitted on 30 August 2015 at 18:07 hours via Accident and Emergency 

(A&E) reporting sudden onset of shortness of breath, feeling generally unwell and weak, 

and was tachycardic. Patient X was given treatment to stabilise his symptoms and had 
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a chest drain inserted before being admitted as an in-patient to T5. At the time of his 

admission, Patient X was also being treated with antibiotics for a bladder infection.  

 

It is accepted that staffing levels on the ward on the night shift of 9/10 September 2015 

were within the expected safe staffing level. You confirmed that you arrived late for duty 

on the night shift of 9 September 2015, at approximately 19:40pm. You stated that you 

did not go back to take handover of the patients because you were going to get 

handover later from Nurse A. However, Nurse A had also arrived late to work. Nurse A 

confirmed that she did not take responsibility of her patients, including Patient X until 

20:30pm. 

 

You confirmed, during your investigatory meeting that you did not, as the nurse in 

charge, take handover of the patients and did not check that Nurse A received 

handover. You also confirmed you did not note all the patients’ resuscitation status 

including Patient X. 

 

Hospital policy is night staff take 1 hour 30 minutes for break. During your second 

investigatory meeting, you confirmed that you had taken 2 hours break and that you had 

left the ward to collect a take-away meal leaving the North side of T5 unattended. You 

confirmed that there were no nursing staff on the North side of T5 and that no patients 

had access to nursing care for a significant period of time. 

 

It is alleged that on 12 November 2015, during the course of the internal investigation at 

the Trust, you incorrectly stated that Patient X was warm to the touch when you 

attempted resuscitation and failed to disclose that you had left T5 with two other staff 

members when questioned about breaks. If is further alleged that you incorrectly 

indicated on 27 November 2015 that you had not been contacted by Colleague A in 

relation to the Serious Incident Review when he had been in contact by e-mail. 
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The NMC allege that your actions in doing so were dishonest, in that you sought to 

mislead the investigation and sought to misrepresent and/or minimise your culpability 

for the events on the night shift. 

 

Admissions 
 
At the outset of this hearing, Mr Akinoshun, on your behalf, told the panel that you admit 

all charges. The panel was satisfied that this was sufficient to amount to unequivocal 

admissions and accordingly found these charges proved in accordance with Rule 24(5). 

 

 

Determination on Misconduct and Impairment: 
 

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

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

practise is currently impaired. The NMC has defined fitness to practise as a registrant’s 

suitability to remain on the register unrestricted.  

 

Mr Mladenovic provided written submissions to the panel.  

 

Mr Mladenovic submitted that this case engages both public protection and public 

interest considerations. He reminded the panel that there is no burden of proof at this 

stage and the decision on misconduct is for the panel’s independent judgment.  

 
Mr Mladenovic referred the panel to the case of Roylance v General Medical Council 

(no. 2) [2000] 1 AC 311 in which Lord Clyde defined misconduct “as a word of general 

effect, involving some act or omission which falls short of what would be proper in the 

circumstances. The standard of propriety may often be found by reference to the rules 

and standards ordinarily required to be followed by a practitioner in the [relevant field].” 

 
Mr Mladenovic submitted that the misconduct in this case concerns two broad areas, 

your managerial failings and dishonesty. He told the panel that with regard to 
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managerial failings, you were responsible for ensuring that Patient X was provided with 

the necessary care required. He told the panel that it was ultimately your responsibility, 

as the nurse in charge of the shift to ensure that Patient X was given the sufficient level 

of care required. It was also your responsibility to ensure that you and your colleagues 

received a full and proper handover of all the patients under your care. He told the panel 

that your actions, by leaving the ward with two colleagues to collect a takeaway for a 

significant period of time and thereby leaving the ward understaffed, putting patients at 

significant risk of harm, coupled with your failure to keep up to date about the status of 

the patients during the course of the night shift was extremely serious.  

 

Mr Mladenovic submitted that in light of your failings in relation to your responsibilities, 

your conduct fell seriously short of the proper standards expected of you as a registered 

nurse.  

 

Mr Mladenovic next addressed the panel regarding your dishonesty, which he submitted 

was carried out in an attempt to conceal your managerial failings. He submitted that 

your incorrect assertions, were intentional, and were made solely in an attempt to 

mislead the Trust’s internal investigation and to misrepresent your culpability for the 

events on the night shift in question. 

 

Mr Mladenovic submitted that in light of these matters, your actions amounted to a 

sufficiently serious departure from proper standards as to result in a finding of 

misconduct in respect of these charges. 

 

Mr Mladenovic therefore invited the panel to take the view that your actions, in relation 

to both your managerial failings and dishonesty fell seriously short of what was 

expected of you as a registered nurse, and that your actions amount to a breach of The 

Code: professional standards of practice and behaviour for nurses and midwives (2015) 

(the Code). He then directed the panel to specific paragraphs and identified where, in 

the NMC’s view, your actions amounted to misconduct.   
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Mr Mladenovic invited the panel to consider the public interest and referred the panel to 

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

Council (2) Grant [2011] EWHC 927 (Admin), particularly paragraph 76 of Mrs Justice 

Cox’s judgement, wherein she endorsed the questions formulated by Dame Janet Smith 

in her Fifth Shipman Inquiry Report, in respect of a medical professional who; 

 

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. 

 

Mr Mladenovic submitted that all four questions in paragraph 76 of Mrs Justice Cox’s 

judgement in the case of Grant are engaged in this case. 

 

Mr Mladenovic submitted that by failing to ensure that the ward was provided with the 

necessary level of staffing at all times, you allowed patients to be placed at unwarranted 

risk of harm. He told the panel that this, coupled with your deliberate concealment of the 

fact that adequate care had not been provided to patients served to bring the profession 

into disrepute by undermining the Trust’s investigation. 

 

Identifying the risk of repetition, Mr Mladenovic submitted that your actions were such 

that a finding of current impairment is required.  

 

Mr Mladenovic submitted that in light of you having brought the profession into 

disrepute, a finding of impairment is also necessary on the grounds of the public interest 

in order to uphold proper professional standards and uphold public confidence in the 

NMC as a regulator. 
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The panel then heard submissions from Mr Akinoshun, on your behalf. 

 

Mr Akinoshun informed the panel that breaches of the Code do not automatically result 

in a finding of misconduct. He invited the panel to consider all the circumstances in this 

case and submitted that the facts found proved by way of admission was accepted by 

you to be sufficiently serious to constitute misconduct, however ultimately, this was a 

decision for the panel. 

 

Mr Akinoshun invited the panel to consider your level of insight, remediation and 

remorse. Mr Akinoshun referred the panel to your numerous character references and 

positive testimonials, which spoke to your good character, professionalism and caring 

nature. He then drew the panel’s attention to your reflective statement. He informed the 

panel that you have shown considerable insight into the incident, and as a result of this 

you have learnt from the experience. He submitted that you have considered the 

potential impact of your failings on Patient X and on other patients on the ward, as 

demonstrated in your reflective statement.  

 

Mr Akinoshun next addressed the panel on the steps you have taken to remediate your 

practice. He reminded the panel that you have been working as a Senior Health Care 

Assistant (HCA) for the last two years and have kept your clinical knowledge up to date. 

Since then, no other concerns have been raised in relation to the care you have 

provided. He referred to the testimonials and references which had been provided to the 

panel from colleagues and your line manager which attested to your good clinical 

practice and work ethic whilst working as a Senior HCA. Mr Akinoshun submitted that 

you are a trusted and valued senior carer and reminded the panel that the incidents in 

question occurred three years ago. In closing, Mr Akinoshun told the panel that taking 

into account all of the above, the risk of repetition in this case is nil, and that you have 

taken all steps available to you to remedy your practice, such that all the concerns 

identified had been fully remedied. He submitted that your fitness to practise is not 

currently impaired. 
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The panel accepted the advice of the legal assessor. 

 

Decision on misconduct 
 

The panel first considered whether the admitted facts amounted to misconduct. This is a 

matter for the panel’s judgment. In considering whether the conduct, as found proved by 

way of admission, amounted to misconduct, the panel reminded itself that not every act 

falling short of what would be proper in the circumstances, and not every breach of the 

Code, would be sufficiently serious that it could properly be described as misconduct. 

 

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 your actions constituted serious 

departures from the standards expected of a registered nurse.  

 

The panel determined that your actions in leaving the ward for a significant period of 

time, thus failing to ensure that the ward was staffed safely and appropriately in order to 

provide patients with adequate care and subsequently attempting to deliberately 

conceal this by making an incorrect and misleading statement, fell significantly below of 

the standards expected of a registered nurse.  

 

The panel were in agreement with Mr Mladenovic’s submissions, in that your actions 

had breached fundamental aspects of nursing care and that you had significantly failed 

in your duty as the nurse in charge of the shift. 

 

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

NMC Code for acts and omissions in their practice. The panel had regard to the relevant 

version of the NMC Code (2015). 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.  
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The panel was of the view that your actions did fall significantly short of the standards 

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

Code: 

 

Specifically, standards: 

 
In relation to charges 1(a) & 1(c) 
 

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, and 
 
8.2 maintain effective communication with colleagues 
 
8.3 keep colleagues informed when you are sharing the care of individuals with 
other health and care professionals and staff 
 
8.5 work with colleagues to preserve the safety of those receiving care 
 

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

In relation to charge 1(b): 
 

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, and 
 

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

8.2 maintain effective communication with colleagues 
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8.5 work with colleagues to preserve the safety of those receiving care 
 

11.2 make sure that everyone you delegate tasks to is adequately supervised and 
supported so they can provide safe and compassionate care 
 

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

20.3 be aware at all times of how your behaviour can affect and influence the 
behaviour of other people 
 

20.8 act as a role model of professional behaviour for students and newly qualified 
nurses, midwives and nursing associates to aspire to 
 

25.1 identify priorities, manage time, staff and resources effectively and deal with risk 
to make sure that the quality of care or service you deliver is maintained and 
improved, putting the needs of those receiving care or services first 
 

 

In relation to charge 1(d) 

 

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, and 
 

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

8.2 maintain effective communication with colleagues 
 
8.5 work with colleagues to preserve the safety of those receiving care 
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11.2 make sure that everyone you delegate tasks to is adequately supervised and 
supported so they can provide safe and compassionate care 
 

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

25.1 identify priorities, manage time, staff and resources effectively and deal with risk 
to make sure that the quality of care or service you deliver is maintained and 
improved, putting the needs of those receiving care or services first 
 

In relation to charges 2 & 3 
 
 

20 Uphold the reputation of your profession at all times 

 

20.2 act with honesty and integrity at all times… 
 

20.3 be aware at all times of how your behaviour can affect and influence the 
behaviour of other people 
 
20.8 act as a role model of professional behaviour for students and newly qualified 
nurses, midwives and nursing associates to aspire to 

 

Taking all the matters into account, the panel concluded that your conduct fell 

significantly below the standard required of a registered nurse and was serious enough 

to amount to misconduct. The panel found your actions in leaving the premises and 

abandoning your duties as the nurse in charge extremely serious. 

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

is currently impaired. 

 



 13 

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 stated: 

 

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 

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 
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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 considered each limb of Dame Janet Smith’s test in turn and found all four 

limbs to be engaged.   

 

In considering current impairment, the panel considered the evidence and had careful 

regard to all of the documents submitted, including testimonials. The panel considered 

whether your misconduct was remediable, whether it had been remedied and the 

likelihood of repetition, in light of the circumstances of the case and the evidence. 

 

The panel determined that you failed in your responsibility as the nurse in charge on 

shift responsible for all patients under your care by leaving the ward under staffed. In 

the panel’s view, as a result of prioritising your own interests over the interests of your 

patients (including Patient X), you allowed patient safety to be jeopardised and 

undermined the safety and care provided on the ward. Furthermore, you sought to 

minimise your failings, and misled other colleagues into believing that adequate care 

had been provided. 

 

The panel considered that by acting dishonestly you had brought the nursing profession 

into disrepute. Trust and integrity are the bedrock of the nursing profession. 

Furthermore, the panel considered that your actions resulted in a breach of some of the 

fundamental tenets of the nursing profession, particularly in terms of acting honestly and 

putting the needs of your patients first. 

 

The panel noted that you have demonstrated some remorse in your evidence. In 

assessing your insight, the panel took account of your admissions at the outset of this 
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hearing. You have apologised to this panel for some of your misconduct and have 

demonstrated some understanding of why what you did was wrong and how this 

impacted negatively on the reputation of the nursing profession. However, in the panel’s 

view, you have not demonstrated full insight into your misconduct. Furthermore, the 

panel noted that dishonesty is difficult to remediate, although it accepts that your 

dishonesty was largely directed at seeking to conceal that you left the ward, rather than 

concerning actions in relation to Patient X. The panel accepts that your misconduct in 

leaving the ward was not directly connected with Patient X’s death in the circumstances 

of this case. 

 

In its consideration of whether you have remedied your practice the panel considered 

that this was an isolated incident in your long career as a Registered Nurse. The panel 

noted that your clinical ability had never been in question prior to these incidents and 

that there was evidence, from those who have written on your behalf, which attested to 

your good character, professionalism and clinical capability. However, the panel was not 

satisfied that you fully understand how your dishonesty impacted negatively on the 

reputation of the nursing profession and had limited evidence before it to be satisfied 

that you have fully remediated or reflected on this. The panel therefore concluded that a 

risk of repetition remains. 

 

The panel bore in mind the overarching objective of the NMC: to protect, promote and 

maintain the health safety and well-being of the public and patients and the wider public 

interest which includes promoting and maintaining public confidence in the nursing 

profession and upholding proper professional standards. In the judgement of the panel, 

public confidence in the profession and in the regulator would be undermined if a finding 

of impairment was not made in the particular circumstances of your case. 

 

The panel therefore determined that a finding of current impairment is necessary on 

both public protection and public interest grounds. 
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Determination on sanction 
 

Having determined that your fitness to practise is impaired, the panel went on to 

consider what sanction, if any, it should impose on your registration.  In reaching its 

decision on sanction, the panel has considered all the evidence that has been placed 

before it. 

 

The panel took into account the submissions from Mr Mladenovic and Mr Akinoshun.  

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

 

Mr Mladenovic submitted that the appropriate order in this case was a striking off order, 

and that any other sanction would be inconsistent with the particular misconduct and the 

panel’s earlier finding of impairment on both grounds. He told the panel that you have 

had two years to demonstrate full insight into your misconduct and remedy your actions, 

but have still failed to do despite this lengthy period of time. 

 

Mr Akinoshun reminded the panel that you have made full admissions at the outset of 

this hearing and that you have provided evidence which attests to your open and honest 

nature. He told the panel that you learnt your lesson and turned a new leaf and have 

shown remorse. He invited the panel to take into account the fact that you have been 

subject to an interim suspension order for a period of over two years years and that 

despite this, you have undertaken further training to remedy the concerns identified 

much of which was at your own expense.  

 

Mr Akinoshun told the panel that your misconduct can be viewed as an isolated event, 

given that you have had no concerns raised about your practice prior or since these 

incidents. Mr Akinoshun explained the negative financial impact a striking off order 

would have on you and your family and submitted that the most appropriate sanction in 

this case given the above was a suspension order. Mr Akinoshun explained that you are 

the sole breadwinner for your family and that you support your family financially 

overseas. Mr Akinoshun told the panel that this was not a case where there are deep 
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seated attitudinal issues and invited the panel to consider your insight and remorse for 

your actions. Finally, Mr Akinoshun referred the panel to the wealth of references you 

have provided, including from your current employer for the last two and half years, 

which all attest to your good character, professionalism and good practice.  

 

 

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

the following actions in ascending order: no further action; make a caution order for one 

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

suspension order for a maximum of one year; or make a striking off order.  The panel 

has borne in mind that the purpose of a sanction is not to be punitive, though it may 

have a punitive effect.   

 

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

weighing the interests of patients and the public with your own interests and taking into 

account the mitigating and aggravating factors in the case. The public interest includes 

the protection of patients, the maintenance of public confidence in the profession and 

declaring and upholding proper standards of conduct and behaviour. The panel has also 

taken account of the current NMC publication Sanctions Guidance. 

 

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

 

• you were the nurse in charge of the ward which you left seriously understaffed, 

leaving patients at risk of harm and this was an abuse of the trust placed in you. 

• you put your own concerns above the needs of your patients, some of whom 

were seriously ill. 

 

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

 

• the handover process on T5 at the time of these events was unclear 



 18 

• you have no previous regulatory findings  

• you have provided a very positive reference from your current employer and you 

have completed a number of relevant training courses. 

 

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

inappropriate. It would not address the seriousness of the charges found proved, which 

include dishonesty, and a breach of trust. In such circumstances, it would not be in the 

public interest to take no further action. To do so would not provide sufficient public 

protection nor would it uphold the standards of behaviour expected of a registered 

nurse, or maintain the reputation of the profession and the regulator. 

 

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

panel concluded that a caution order was not appropriate. The dishonesty was too 

serious and your behaviour in leaving your patients without adequate nursing care could 

not be described as being at the lower end of the spectrum of impaired fitness to 

practise. A caution order would not address the issue of public protection as it would 

allow you to practise without restriction.   Further, the panel concluded that a caution 

order would not be in the public interest given the nature of the dishonesty in this case. 

 

The panel next considered a conditions of practice order.  The panel concluded it would 

not be appropriate given that there are no identifiable concerns about your clinical 

practice. Further, a conditions of practice order could not address the concerns relating 

to dishonesty.  The panel concluded that, looking at all of the charges found proved, the 

overall seriousness of the case makes it unsuitable for conditions of practice.  
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The panel went on to consider whether a suspension order would be the appropriate 

and proportionate response in this matter.  The panel concluded that whilst the charges 

arise from a single shift this was not a single incident of misconduct.  There were 

serious failings in the shift of 9/10 September which were compounded by your 

dishonest actions when interviewed as part of the Trust investigation on 12 and 27 

November 2015.  The panel also considered that there was a potential attitudinal 

problem when a nurse in charge leaves her patients in an understaffed ward and 

attempts to conceal this.  Honesty is considered, by the NMC, to be a bedrock of the 

nursing profession. 

 

The panel took into account that there has been no repetition since the incidents and 

that you have provided a number of references attesting to your honesty.   The panel 

noted that you had completed a number of relevant training courses but was concerned 

that your insight remained limited particularly in relation to the dishonesty, which is 

barely commented on in your reflective statement. 

 

The panel therefore concluded, given your limited insight and the seriousness of these 

charges, that a suspension order would not be sufficient to satisfy the public protection 

issues nor the public interest in this case.   

 

 

The panel then went on to consider a striking-off order.  The panel took into account 

that you breached a position of trust as the nurse in charge of the ward and your 

dishonesty was a serious departure from the relevant professional standards. Your 

dishonesty took place in the context of a workplace investigation into the death of a 

patient, although there is no evidence that your actions directly contributed to that 

death.  Above all, your misconduct in leaving your patients in a seriously understaffed 

ward for a substantial period of time, taking with you another nurse and health care 

assistant, was such that it could foreseeably result in harm to patients. Although you 

have completed a number of relevant courses your insight into your dishonesty remains 

limited. 



 20 

 

Having considered all the aggravating and mitigating factors, and taking into account all 

of the evidence in this case the panel concluded that  public confidence could not be 

maintained if a nurse who behaved in the reckless manner you did was allowed to 

remain on the register.  The panel determined that a striking off order was the only 

sanction which will be sufficient to satisfy the public interest.  The panel was in no doubt 

that the misconduct in this case is fundamentally incompatible with ongoing registration.   

The panel directs that your name be removed from the register. 

 

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

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

the date that notice of the striking off order has been served.  Article 31 of the Nursing 

and Midwifery Order 2001 outlines the criteria for the imposition of an interim order.  

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

protection of the public, or is otherwise in the public interest or in your own interest. The 

panel may make an interim conditions of practice order or an interim suspension order 

for a maximum of 18 months. 

 

Mr Mladenovic made an application that the panel impose an interim suspension order 

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

 

Mr Akinoshun was neutral on the application. 

 

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

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

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

the public and your own interests.   
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The panel has taken into account its reasons for making a striking off order. For those 

same reasons, the panel is satisfied that it is in the public interest for your registration to 

be subject to an interim order. The panel considered whether an interim conditions of 

practice order would be appropriate and proportionate and determined that it would not 

be for the same reasons given in the substantive order. The panel therefore imposes an 

interim suspension order. 

 

 

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

of a period of 28 days, you have not lodged an appeal the interim order will lapse and 

be replaced by the substantive order. On the other hand, if you do lodge an appeal, the 

interim order will continue until the appeal is concluded. 

 
 


