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Nursing and Midwifery Council 

Fitness to Practise Committee 

 

Substantive Meeting 

18-19 October 2018 

21 November 2018 

23 November 2018 

 

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

 
Name of registrant Niccolo Pace 
 
NMC PIN:      15I0326C 
 
Part(s) of the register: Registered Nurse – Sub Part 1 
 RN1: Adult – 11 September 2015 
 
Type of Case: Lack of Competence and Misconduct  
 
Panel Members: Joy Julien (Chair, lay member) 

Dr Mooi Standing (Registrant member) 
Catherine Cooper (Registrant member) 

 
Legal Assessor: Dr Hala Helmi 
 
Facts proved: 1.1, 1.2.1, 1.2.2, 1.3.1, 1.3.2, 1.4, 1.5.1, 1.5.2, 

1.6, 2.1, 2.3, 2.4, 2.5, 3.1, 3.2, 3.3, 3.4.1, 3.4.2, 
3.5.1, 3.5.2, 3.5.3, 3.6, 3.9, 3.10, 3.11, 5.1, 5.2, 
5.3, 6.1, 6.3, 6.4, 6.5, 6.6, 6.8, 6.9, 7, 8, 9, 10, 
11, 12, 13, 14.  

 
Facts proved by admission: None 
 
Facts not proved: 2.2, 2.6, 3.7, 3.8, 4.1, 6.2, 6.7. 
 
Fitness to practise: Impaired 
 
Sanction: Striking Off Order 
 
Interim Order: Interim Suspension Order for 18 months  
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Decision on Service of Notice of Meeting 

 

The panel was informed at the start of this meeting that written notice dated 12 

September had been sent to Mr Pace’s registered address by International recorded 

delivery. While the Royal Mail “Track and Trace” documentation did not specifically 

confirm the date of sending, it did confirm that the written notice had been delivered on 

24 September 2018. The notice informed Mr Pace that a panel of the Fitness to Practise 

committee had decided that his case should be referred to a substantive meeting, which 

would be held on or after 15 October 2018. 

 

The panel accepted the advice of the legal assessor. 

 

In the light of all of the information available, the panel was satisfied that Mr Pace had 

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

11A and 34. It noted that the rules of service do not require delivery and that it is the 

responsibility of the registrant to ensure their address on the register is up to date.  

 

Decision and reasons on application to amend the charge 

 

Of its own motion, the Panel identified some typographical errors in the charge.  

 

In respect of charge 2.4, the Panel was aware that the correct spelling of “Tazacin” is 

”Tazocin”. In respect of charge 6, it was clear to the Panel from the evidence that “1000” 

should read “10.00 hours”. In relation to charge 9, it was clear that the word “he” should 

be “your”. Charge 3.4.2 added some redundant words after the full stop which did not 

add anything to the charge and which could be deleted without affecting the meaning. 

Further, having considered the evidence, it was clear that the date in charge 3.5 should 

be 22 September 2016 rather than 3 September 2016.Charge 3.9 currently contains the 

date of 2014. The evidence relates to 14 September 2016. In charge 6.8, there is a 

typographical error in that “patent” should be “patient”. In addition, it was clear from the 



 3 

evidence that the word “suction” should be inserted after the word “tracheostomy” in 

charges 9 and 10.  

 

The panel accepted the advice of the legal assessor and was aware that Rule 28 of the 

Rules states: 

 

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

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

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

may amend 

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

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

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

proceedings, the required amendment cannot be made without injustice.  

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

consider any representations from the parties on this issue. 

 

The panel was of the view that amendments on the basis set out above were either 

amendments of typographical errors or those which more accurately reflected the 

evidence. They did not change the nature or gravamen of the charges. The panel was 

satisfied that there would be no prejudice to Mr Pace and no injustice would be caused 

to either party by the amendments being allowed. It was therefore appropriate to make 

the amendments, to ensure clarity and accuracy. 

 

The charges as amended therefore read as follows: 

 

Details of the amended charges: 
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That you between 8 October 2015 and 1 December 2016 failed to demonstrate the 

standards of knowledge, skill and judgement to practice without supervision as a Band 5 

registered nurse in that; 

 

1. You did not meet the required standard for communication in that you; 

 

1.1 On 1 September 2016 indicated to your supervisor that you knew how to 

perform a spirometry test when you did not 

 

1.2 On 1 September 2016 you;  

 

1.2.1 Attempted to administer medication to a patient without 

communicating your intentions.  

1.2.2 Did not assist the Patient in taking her medication.  

 

1.3 Conducted a care round without asking patients questions on their well-

being on; 

 

1.3.1 1 September 2016 

1.3.2 14 September 2016  

 

1.4 On 3 September 2016 pushed a nebuliser in a patient’s face without 

communicating your intentions. 

 

1.5 On 6 September 2016 while washing Patient A;  

 

1.5.1 Pulled off Patient A’s gown without any communication 

1.5.2 Applied crème to Patient A’s legs without any communication 

 

1.6 Did not communicate with a patient who was having difficulty swallowing 

medication 
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2. You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.1 On or between the dates of 22-24 January 2016 demonstrated poor 

knowledge of how to administer subcutaneous injections 

 

2.2  On 31 January 2016 attempted to administer Morphine to a patient in pain 

without considering regular analgesia  

 

2.3 On 1 September 2016 prepared antibiotics without checking that they had 

fully dissolved   

 

2.4 On 1 September 2016 mixed an antibiotic Tazocin rather than the prescribed 

antibiotic Clarithromycin 

 

2.5 On 1 September 2016 attempted to administer medication without first 

checking the patient’s identity.  

 

2.6 On 1 September 2016 attempted to administer a nebuliser when the patient 

was too short of breath.  

 

3. You did not meet the required standard for record keeping in that you; 

 

3.1 On 1 September 2016 documented that a patient was not in pain when they 

were in pain  

 

3.2 On 1 September 2016 did not record a patient’s blood pressure 

 

3.3 On 3 September 2016 did not record details of a patients PEG feed on a 

fluid chart 
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3.4 On 3 September 2016;  

 

3.4.1 Did not keep clear records in relation to Patient B  

3.4.2 Did not record and/or notice that Patient B’s oxygen levels were 

deteriorating.  

 

3.5 On 22 September 2016 filled in Patient C’s admission form without first 

speaking to Patient C and inaccurately recorded the following information in 

relation to the patient; 

 

3.5.1 Patient C had a Glasgow Coma score of 15 

3.5.2 Patient C was bed bound  

3.5.3 Patient C was diabetic 

 

3.6 On 14 September 2016 recorded that a patient had eaten porridge for 

breakfast without asking them 

 

3.7 On 14 September 2016 recorded that Patient D had been mobilising when 

the patient was bedbound 

 

3.8 On 14 September 2016 made inadequate entries Patient E who had 

complex needs.  

 

3.9 On 14 September 2016 recorded a Patient E’s respiration rates as 12 and 

13  

 

3.10 On 22 September 2016 recorded that a patient was short of breath when 

they were not 

 

3.11 On 22 September 2016 did not record Patients temperatures  
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4. You did not meet the required standard for prioritisation and managing workload 

in that you;  

 

4.1 On 24 August 2016 did not take appropriate action in an emergency 

situation involving a hypoglycaemic patient 

 

5. You did not meet the required standard in treating patients with dignity in that 

you; 

 

5.1 On or between 22-24 January 2016 left a female patient fully exposed on the 

bed 

 

5.2 On 6 September 2016 pulled off a patients gown  

 

5.3 On 22 September 2016 left a patients trouser down after changing their pad.  

 

6. Did not follow reasonable management requests in that you; 

 

6.1 On or between 22-24 January 2016 you did not directly supervise a patient 

when requested to do so 

 

6.2 On 1 September 2016 you did not take observations when asked to do so 

 

6.3 On 1 September 2016 did not wash a male patient when asked to do so.  

 

6.4 On 1 September 2016 did not change patient’s bed sheets when asked to 

do so. 

 

6.5 On 1 September 2016 initiated a medication round when you were not 

competent to do so 
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6.6 On 10 September 2016 you did not complete the 10.00 hours observations 

for three patients  

 

6.7 On 22 September 2016 did not check and/or record a patients bed sore 

 

6.8 On 22 September 2016 did not connect a patient to heart monitor when 

asked to do so.  

 

6.9 On 6 September 2016 did not dress a patients wound after removing a 

cannula.  

 

7. On 14 September 2016 recorded a Patient F’s temperature as 36.5 degrees 

when it had not been taken 

 

8. Your actions in Charge 7 above were dishonest in that you knew you had not 

taken Patient F’s temperature.  

 

9. On 14 September 2016 informed your supervisor that you were able to complete 

a tracheostomy suction unsupervised as you had completed one in the past 

month with a member of senior staff when you had not 

 

10. Your actions in Charge 9 above were dishonest in that you knew you had not 

been supervised completing a tracheostomy suction.   

 

11. On 5 October 2016 falsified the temperature readings for two patients  

 

12. Your actions in Charge 11 above were dishonest in that you knew you did not 

take the patients temperature readings  

 

13. On 5 October 2016 falsified a patients oxygen saturation levels  
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14. Your actions in Charge 13 above were dishonest in that you knew you did not 

take the patients oxygen saturation levels.  

 

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

competence in relation to charges 1-6 above and/or your misconduct in relation to 

charges 7-14 above.  

 

Background: 

Mr Pace is an Italian national and was employed by Oxford University Hospitals NHS 

Foundation Trust (the first Trust) through an initiative by the Trust to recruit nurses from 

overseas.  He was employed as a Band 5 Staff Nurse from 8 October 2015 to 8 March 

2016. Concerns arose about his practice. He underwent an initial supernumerary period 

of 3 – 4 weeks, but this was extended, and he was given support and was subject to 

regular reviews. A personal improvement plan was put in place from 18 January 2016. 

Although he was given a high level of support, concerns still remained about Mr Pace’s 

practice, and his employment with the first Trust was terminated.  

 

Mr Pace next commenced employment with Southend University Hospital NHS 

Foundation Trust (the second Trust) on 11 July 2016 as a Band 5 Staff Nurse. He was 

required to complete a 4 week induction programme, and performed some 

supernumerary shifts on the Respiratory Unit. He commenced working full-time on 8 

August 2016, but was made supernumerary again from 24 August 2016 and was placed 

under supervision. Concerns continued with respect to his practice while he continued 

on probation, and an Action Plan was established.  Meetings were scheduled to discuss 

his progress. The second Trust eventually held a probation review meeting on 12 

October 2016, and as a result, his employment with the second Trust was terminated. 

His last day of employment was 1 December 2016.  

 
Decision on the findings on facts and reasons: 
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In reaching its decisions on the facts, the panel considered all the evidence adduced in 

this case. 

 

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. 

 

There has been no communication from Mr Pace regarding the charges, or any written 

submissions.  

 

The Panel read the substantive meeting bundle, which included witness statements, 

submitted on behalf of the NMC, from the following: 

 

Ms 1, Practice Development Nurse and Temp Nurse Bank Advisor  

Ms 2, Deputy Ward Manager on the Respiratory Unit 

Ms 3, Ward Manager in the Respiratory Unit 

Ms 4, Deputy Ward Manager in the Respiratory Unit 

Mr 5, Staff Nurse in the Respiratory Unit 

Ms 6, part-time Ward Manager in the Respiratory Unit 

Ms 7, Ward Sister on Trauma Ward 2A at the John Radcliffe Hospital 

Ms 8, Clinical Educator for the Trauma Service, at the John Radcliffe Hospital 

Ms 9, Deputy Sister, John Radcliffe Hospital 

Mr 10, Senior Staff Nurse in the Respiratory Unit 

 

The panel considered each charge and made the following findings: 

 

The main stem 
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That you between 8 October 2015 and 1 December 2016 failed to demonstrate the 

standards of knowledge, skill and judgement to practice without supervision as a 

Band 5 registered nurse in that; 

 

Ms 7 confirms that Mr Pace was employed by the first Trust from 8 October 2015 until 8 

March 2016. Ms 3 confirms that Mr Pace was employed by the second Trust from 11 

July 2016 until 1 December 2016. The Panel was satisfied on the balance of 

probabilities that the dates in the stem are accurate. The Panel was also satisfied on the 

balance of probabilities that Mr Pace had a duty to demonstrate the standards of 

knowledge, skill and judgment to practice without supervision as a Band 5 registered 

nurse (“his duty”).  The Panel read the charge as applying this duty to the lack of 

competence charges 1-6, and considered this duty in respect of each of those charges 

separately.  

 

Charge 1.1 

 

1. You did not meet the required standard for communication in that you; 

 

1.1 On 1 September 2016 indicated to your supervisor that you knew 

how to perform a spirometry test when you did not 

 

This charge is found proved 

  

Ms 2 confirms at para. 19 of her witness statement that when she asked Mr Pace on 1 

September 2016 if he was able to perform a spirometry test on a patient, he stated that 

this was “no problem”. However, at para. 20 she states that “it quickly became apparent 

that Niccolo had no clue what he was doing”. The Panel took into account that Ms 1 

produced a handwritten note after the shift which recorded the same concern. 

 

The Panel was satisfied that Mr Pace made this statement to Ms 2 and in acting in this 

manner Mr Pace fell below the standard for communication which requires that he be 
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truthful and accurate in speaking to Ms 2 as his supervisor. In so doing, he breached his 

duty as set out in the main stem.  

 

Charge 1.2.1 

 

1. You did not meet the required standard for communication in that you; 

 

1.2  On 1 September 2016 you;  

1.2.1 Attempted to administer medication to a patient without 

communicating your intentions.  

 

This charge is found proved  

 

Ms 2 states at para. 24 of her witness statement that on 1 September 2016, Mr Pace 

had to administer medication to a patient who was unable to move her arms or legs 

fully, and could not take her medication herself. Mr Pace “seemed completely unaware 

of this and kept pushing the medicine pot in front of her. He did this with no verbal 

communication whatsoever”.  

 

The Panel therefore found this charge proved.  

 

The Panel was satisfied that in acting in this way, Mr Pace fell below the required 

standard of communication which requires that he inform patients of what he is doing at 

all times. In so doing he breached his duty as set out in the main stem.  

 

Charge 1.2.2 

 

1. You did not meet the required standard for communication in that you; 

 

1.2 On 1 September 2016 you;  

1.2.2 Did not assist the Patient in taking her medication.  
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This charge is found proved.  

 

Ms 2 states at para. 24 that she told Mr Pace that the patient needed assistance with 

taking her medication. In her handwritten statement produced after the shift, Ms 2 states 

that Mr Pace was “trying to force patient to have medication without offering assistance 

this patient clearly needed help” [sic.] 

 

The Panel therefore found this charge proved.  

 

The Panel was satisfied that in acting in this way, Mr Pace fell below the required 

standard of communication which requires that he communicate with patients and ask if 

they need assistance. The Panel noted that Mr Pace was given specific information by 

Ms 2 that this patient required assistance.  In falling below the required standard, he 

breached his duty as set out in the main stem. 

 

Charge 1.3.1  

 

1. You did not meet the required standard for communication in that you; 

 

1.3 Conducted a care round without asking patients questions on 

their well-being on; 

1.3.1 1 September 2016 

 

This charge is found proved. 

 

Ms 2 states at paras 16-18 of her witness statement that Mr Pace conducted a care 

round on 1 September 2016 without asking patients about their well-being. He was not 

talking to them, and was just filling out the forms.  

 

The Panel therefore found this charge proved.  
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The Panel was satisfied that in acting in the manner set out in charges 1.3.1 Mr Pace 

fell below the required standard of communication which requires that he communicate 

with patients and ask about their well-being during a care round. In so doing he 

breached his duty as set out in the main stem. 

 

Charge 1.3.2 

 

1.You did not meet the required standard for communication in that you; 

 

1.3 Conducted a care round without asking patients questions on their 

well-being on; 

1.3.2 14 September 2016 

 

This charge is found proved.  

 

Ms 4 at para. 15 of her witness statement states that while working with Mr Pace on 14 

September 2016, she noticed that when undertaking care rounds, he “did not 

communicate with patients. He did not ask them any questions in order to find out, for 

example, whether they were in pain or needed anything.” After reminding him of the 

need to communicate with patients, Ms 4 states that on the next care round once again 

he did not communicate with patients.  

 

The Panel therefore found this charge proved.   

  

The Panel was satisfied that in acting in the manner set out in charges 1.3.2, Mr Pace 

fell below the required standard of communication which requires that he communicate 

with patients and ask about their well-being during a care round. In so doing he 

breached his duty as set out in the main stem. 

 

Charge 1.4 
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1. You did not meet the required standard for communication in that you; 

 

1.4  On 3 September 2016 pushed a nebuliser in a patient’s face 

without communicating your intentions. 

 

This charge is found proved. 

 

At para. 28 of her witness statement, Ms 2 states that on 3 September 2016, Mr Pace 

attempted to push a nebuliser in a patient’s face without any verbal communication. Ms 

2 expressed the same concern in her handwritten account written after the shift in 

question.  

 

The Panel therefore found this charge proved.  

 

The Panel was satisfied that in acting in this way, Mr Pace fell below the required 

standard of communication which requires that he communicate with patients and 

inform them of his intentions with regard to the administration of medication. In acting in 

this way, he breached his duty as set out in the main stem. 

 

Charges 1.5.1 and 1.5.2 

 

1. You did not meet the required standard for communication in that you; 

 

1.5 On 6 September 2016 while washing Patient A;  

1.5.1 Pulled off Patient A’s gown without any communication 

1.5.2 Applied crème to Patient A’s legs without any communication 

 

These charges are found proved. 
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In her witness statement at paras. 8 and 9 Ms 6 states that the patient needed 

assistance with washing, and Ms 6 had to prompt Mr Pace to explain to the patient what 

he was doing which he then did, but then proceeded to wash her face without any 

further communication. Without any further explanation, he proceeded to pull off her 

gown and this caused the patient distress. Para. 10 states that Mr Pace proceeded to 

apply cream to her legs again without communication.  The Panel took into account that 

Ms 6 referred to this incident in an undated note of events on that shift, and in that 

document she also states that Mr Pace pulled off the patient’s gown fully exposing her 

with no explanation or any form of communication, causing the patient distress. That 

note also makes clear that cream was applied to her legs without communication from 

Mr Pace. 

 

The Panel was satisfied that Mr Pace acted as set out in the charges.  In so acting, Mr 

Pace fell below the standard required for communication to patients to inform them of 

what he is doing and seeking consent. In this way, he breached the duty set out in the 

main stem.  

 

Charge 1.6 

 

1. You did not meet the required standard for communication in that you; 

 

1.6 Did not communicate with a patient who was having difficulty 

swallowing medication 

 

This charge is found proved.  

 

While there is no date in the charge, it is clear to the Panel that the witness statement of 

Ms 1 refers to this incident at para. 20. The patient was having difficulty swallowing 

medication, and was able to communicate but Mr Pace did not communicate with her 

and did not address the issue with her. Ms 1 referred to this incident in an email dated 

15 September 2016, and confirms that Mr Pace did not speak with the patient. 
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The Panel was satisfied that this charge is proved. Mr Pace fell below the standard 

required for communication to patients.  In this way, he breached the duty set out in the 

main stem. 

 

Charge 2.1 

 

2. You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.1 On or between the dates of 22-24 January 2016 demonstrated 

poor knowledge of how to administer subcutaneous injections 

 

This charge is found proved 

 

Ms 9 in her witness statement at para. 6 confirms that she worked with Mr Pace on 3 

consecutive night shifts on 22, 23 and 24 January 2016. At para. 19 she states that it 

was clear to her that Mr Pace did not know how to administer subcutaneous injections 

which, she states, is a part of core nursing training.  At para. 10 she states that when 

attending to a patient, Mr Pace brought an insulin pen without a needle. In her email 

dated 29 January 2016, Ms 9 elaborates stating that after the needle was obtained, 

when Mr Pace went to give the insulin he did not appear to know the correct procedure 

of pinching the flesh and inserting the needle at right angles.  

 

The Panel therefore found this charge proved and was satisfied that Mr Pace fell below 

the required standard for medication administration and knowledge and breached the 

duty in the main stem.  

 

Charge 2.2 
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2. You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.2 On 31 January 2016 attempted to administer Morphine to a patient 

in pain without considering regular analgesia  

 

This charge is found not proved 

 

Ms 9 at para. 28 of her witness statement, as well as an email from her dated 1 

February 2016 confirms that she was informed of an incident on 31 January 2016 when 

Mr Pace went to administer morphine to a patient who had been prescribed morphine 

on an “as required” basis, but had never had morphine before, and in Ms 9’s opinion, 

the pain could have been managed by paracetamol.  

 

The Panel found that Mr Pace attempted to administer morphine, but was not satisfied 

that he did not consider regular analgesia, there being no evidence to support this 

element of the charge. In addition, the administration of morphine in such circumstances 

is a clinical judgment. The Panel was therefore not satisfied that this action fell below 

the required standard for medication administration and knowledge.  

 

Charge 2.3 

 

2.You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.3 On 1 September 2016 prepared antibiotics without checking that they 

had fully dissolved   

 

This charge is found proved.  
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Ms 2 at para. 12 of her witness statement states that on 1 September 2016 she was 

checking the drugs which Mr Pace had mixed and found that some antibiotics which he 

had mixed had not fully dissolved. This incident is also referred to in her handwritten 

notes made after the shift. Ms 2 confirms that such a situation would result in a lower 

dose being given, and which may mean that an infection would remain and could have 

impeded recovery. 

 

The Panel was satisfied that Mr Pace’s action that fell below the required standard for 

medication administration and knowledge and breached the duty in the main stem.  

 

Charge 2.4 

 

2. You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.4 On 1 September 2016 mixed an antibiotic Tazocin rather than the 

prescribed antibiotic Clarithromycin 

 

This charge is found proved.  

 

Ms 2 at para. 13 of her witness statement states that on 1 September 2016 Mr Pace 

mixed Tazocin rather than Clarithromycin and therefore mixed the wrong antibiotic. Ms 

2 also documented this incident in her handwritten notes made after the shift. Ms 2 

states that they are prescribed for different infections. 

 

The Panel therefore found this charge proved and was satisfied that in preparing the 

wrong antibiotic for a patient, Mr Pace fell below the required standard for medication 

administration and knowledge and breached the duty in the stem.  

 

Charge 2.5 
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2.You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.5 On 1 September 2016 attempted to administer medication without first 

checking the patient’s identity.  

 

This charge is found proved. 

 

Ms 2 at para 11 of her witness statement, states that on 1 September 2016 during drug 

rounds Mr Pace had to be reminded to check ID bands before administering medication.  

 

The Panel therefore found this charge proved and was satisfied that checking ID bands 

is a core competency of medication administration. Mr Pace fell below the required 

standard for medication administration and knowledge and breached the duty in the 

main stem.  

 

Charge 2.6 

 

2.You did not meet the required standard for medication administration and 

knowledge in that you; 

 

2.6 On 1 September 2016 attempted to administer a nebuliser when the 

patient was too short of breath.  

 

This charge is found not proved. 

 

Ms 2 at para. 29 of her witness statement states that on 3 September 2016 Mr Pace 

attempted to administer an inhaler to a patient who was too short of breath to use it. The 

Panel noted that this refers to a different date than that in the charge, and also to an 

inhaler rather than a nebuliser. The Panel was of the view that it would not be fair to Mr 
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Pace to amend the charge in a substantive way at this late stage in proceedings, and 

therefore found this charge not proved.   

 

Charge 3.1 

 

3. You did not meet the required standard for record keeping in that you; 

 

3.1 On 1 September 2016 documented that a patient was not in pain when they 

were in pain  

 

This charge is found proved. 

 

Ms 2 states at para. 17 of her witness statement that on 1 September 2016 after Mr 

Pace had just filled in forms for, and redone the care round, Ms 2 asked the patient 

whether he was in pain and he said that he was in severe pain. Mr Pace had 

documented that the patient was not in any pain. Ms 2 had to raise the issue of 

communicating with patients with Mr Pace. 

 

The Panel was satisfied that such an action fell below the required standard for record-

keeping, in that Mr Pace recorded inaccurate information. Mr Pace therefore breached 

the duty in the main stem.  

 

Charge 3.2 

 

3. You did not meet the required standard for record keeping in that you; 

 

3.2 On 1 September 2016 did not record a patient’s blood pressure 

 

This charge is found proved. 
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Ms 2 at para. 14 of her witness statement states that on 1 September 2016, Mr Pace 

was failing to record patients’ observations, including blood pressure. This lack of 

recording of observations is recorded in Ms 1’s handwritten note made after the shift. 

Para. 15 of her statement states that she asked Mr Pace whether he had taken a 

particular patient’s blood pressure, and he stated that he had but when Ms 2 pointed out 

to him that he had not recorded it, he did not respond.  

 

In not recording the patient’s blood pressure, Mr Pace fell below the required standard 

for record-keeping and breached the duty in the stem.  

 

Charge 3.3 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.3 On 3 September 2016 did not record details of a patients PEG feed on a 

fluid chart 

 

This charge is found proved.  

 

Ms 2 at para. 32 of her witness statement states that on 3 September 2016, Mr Pace 

did not record the fluid in a patient’s PEG feed. Ms 2 knew this because when she 

looked at his paperwork after his care round it was empty. Ms 2’s handwritten note 

made after the shift also refers to this incident.  

 

The Panel was satisfied such an omission fell below the required standard for record-

keeping, in that Mr Pace did not record important information. Mr Pace therefore 

breached the duty in the main stem.  

 

Charge 3.4.1 

 

3.You did not meet the required standard for record keeping in that you; 
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3.4 On 3 September 2016;  

 

3.4.1 Did not keep clear records in relation to Patient B  

 

This charge is found proved. 

 

Ms 2 at para. 33 of her witness statement exhibits a patient record and states that Mr 

Pace wrote some barely legible notes on the right hand side and underneath. The Panel 

was satisfied that these were not clear records in respect of the patient.  

The Panel was satisfied such unclear records fell below the required standard for 

record-keeping, as they did not provide an accurate clinical representation of the patient 

and poses a risk to patient safety. Mr Pace therefore breached the duty in the main 

stem.  

 

Charge 3.4.2 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.4  On 3 September 2016; 

 

3.4.2 Did not record and/or notice that Patient B’s oxygen levels were 

deteriorating.  

 

This charge is found proved.  

 

Ms 2 in para. 33 states that Mr Pace failed to note that the patient was deteriorating; her 

oxygen levels had fallen to 60% and Ms 2 confirms that normal levels are between 94 

and 98%. The Panel could not be satisfied that Mr Pace failed to notice the deteriorating 

levels, however, the Panel was satisfied that he did not record them.   
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The Panel was satisfied such an omission fell below the required standard for record-

keeping, as it did not provide an accurate clinical representation of the patient and 

therefore placed the patient at risk of harm. Mr Pace therefore breached the duty in the 

main stem.  

 

Charges 3.5.1, 3.5.2 and 3.5.3 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.5 On 22 September 2016 filled in Patient C’s admission form without first 

speaking to Patient C and inaccurately recorded the following information 

in relation to the patient; 

 

3.5.1 Patient C had a Glasgow Coma score of 15 

3.5.2 Patient C was bed bound  

3.5.3 Patient C was diabetic 

 

These charges are found proved.  

 

Ms 2 in paras. 35 and 36 of her witness statement states that she witnessed that Mr 

Pace filled an admission form for an incoming patient without speaking to the patient, 

and that she did “not know where he was getting the information he was filling in from” 

[sic] (para. 34). Ms 2 states that he recorded a Glasgow Coma score of 15 which 

indicated full alertness, when the patient was drowsy and could not communicate.  

Further, Mr Pace filled in the form to say he was bed-bound, when in fact, after Ms 2 

assessed him, he was independent. Mr Pace also ticked on the form that the patient 

was diabetic when he was not. The Panel saw the form in question, exhibited as MK/6, 

which sets out the information completed by Mr Pace as stated by Ms 2. It is dated 22 

September 2016. Another handwritten note dated 22 September 2016 from Ms 2 

confirms that she worked with Mr Pace on 22 September 2016 when she witnessed this 

incident. 
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The Panel was satisfied that Mr Pace’s actions fell below the required standard for 

record-keeping, as they did not provide an accurate clinical representation and therefore 

placed the patient at risk of harm. Mr Pace therefore breached the duty in the main 

stem. 

 

Charge 3.6 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.6 On 14 September 2016 recorded that a patient had eaten porridge for 

breakfast without asking them 

 

This charge is found proved.  

 

Ms 1 at paras. 25-27 of her witness statement states that on 14 September 2016, Mr 

Pace recorded that a patient had eaten porridge for breakfast without asking her. The 

patient confirmed that she had in fact eaten Weetabix. Ms 1 states that she addressed 

the importance of communicating with patients with Mr Pace. The incident was set out 

by Ms 1 in an email dated 15 September 2016.  

 

The Panel was satisfied that Mr Pace’s actions fell below the required standard for 

record-keeping, because this record, like any other made about a patient, should have 

been accurate and based on evidence.  Mr Pace therefore breached the duty in the 

main stem. 

 

Charge 3.7 

 

3.You did not meet the required standard for record keeping in that you; 
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3.7On 14 September 2016 recorded that Patient D had been mobilising 

when the patient was bedbound 

 

This charge is found not proved.  

 

Ms 4 in para. 38 of her witness statement exhibits the relevant part of the patient’s 

notes. The Panel noted that Mr Pace recorded that the patient was bed bound and that 

an intervention was made to mobilise her which was refused by her and that she 

needed to be mobilised every 2 hours. The Panel noted that this did not reflect the 

wording of the charge. There is no suggestion in the notes that Mr Pace recorded that 

she “had been mobilising”. Instead, Mr Pace has recorded that, on the basis that she 

needs to be mobilised, he has tried to help her with this, and she refused. He had 

clearly recorded that she was bed-bound, and, in light of this, on the balance of 

probabilities, his record that she needs to be mobilised, suggested that she needs to be 

turned. 

 

The Panel was therefore not satisfied that the NMC has met the burden of proof in 

respect of this charge.    

 

Charge 3.8 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.8 On 14 September 2016 made inadequate entries Patient E who had 

complex needs.  

 

This charge was found not proved.  

 

Ms 4 in para. 39 states that Mr Pace ”barely documented anything” in respect of the 

patient and exhibits his notes at RX/4. The Panel considered this document and found it 

largely illegible. The Panel was therefore unable to determine what Mr Pace wrote and 
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whether it was inadequate. The witness statement did not make clear what was in fact 

written and why it was inadequate. The Panel therefore was not satisfied that the NMC 

has met the burden of proof in respect of this charge.  

 

Charge 3.9 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.9 On 14 September 2016 recorded a Patient E’s respiration rates as 12 

and 13  

 

This charge was found proved. 

 

Ms 4 states at para. 26 of her witness statement that on 14 September 2016, Mr Pace 

recorded respiration rates of 12 and 13 and she exhibited the patient’s chart at RX/2 

where the Panel could see these entries. 

 

Ms 4 was concerned as the patient in question had had respirations of 40 and above 

and had never been lower than 20. The Panel was able to see these other recordings 

on the chart. Ms 2’s evidence was that Mr Pace did not accurately check the respiration 

rate. On the balance of probabilities, having seen the patient’s chart, the Panel 

accepted that Mr Pace had recorded inaccurate information, and therefore fell below the 

required standard of record-keeping, and breached the duty in the main stem. 

 

Charge 3.10 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.10 On 22 September 2016 recorded that a patient was short of breath 

when they were not 
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This charge was found proved. 

 

At para. 40 of Ms 2’s witness statement, she states that on 22 September 2016, on one 

of the care plans completed by Mr Pace, he had recorded that a patient was short of 

breath when this was not the case. 

 

The Panel was therefore satisfied that Mr Pace had made such a record and that in 

being incorrect, he fell below the required standard for record-keeping, as the record did 

not provide an accurate clinical representation of the patient. Mr Pace therefore 

breached the duty in the main stem. 

 

Charge 3.11 

 

3.You did not meet the required standard for record keeping in that you; 

 

3.11 On 22 September 2016 did not record Patients temperatures  

 

This charge was found proved. 

 

Ms 2 at para. 43 of her witness statement states that on 22 September 2016, during 

observations Mr Pace did not record patients’ temperatures once he took them. When 

Ms 2 asked him about this he stated that he could remember them. 

 

Mr Pace did not dispute a lack of recording of the temperatures. However, the need to 

record them is a core aspect of the record-keeping of a nurse, so that such potentially 

important information is readily available for any health professional involved in the care 

of patients. Mr Pace fell below the required standard for record-keeping and breached 

the duty in the main stem.  

 

Charge 4.1 
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4. You did not meet the required standard for prioritisation and managing 

workload in that you;  

 

4.1On 24 August 2016 did not take appropriate action in an emergency 

situation involving a hypoglycaemic patient 

 

This charge was found not proved.  

 

Ms 3 at para. 15 of her witness statement referred to a handwritten record prepared by 

a Deputy Sister dated 24 August 2016, in which she set out concerns about Mr Pace’s 

failure to provide assistance when a patient became hypoglycaemic. Ms 3 purported to 

exhibit that record, but it was not in the bundle before the Panel, nor was it in the index 

to the exhibits. Taking into account Ms 3 was not an eye-witness to the event in 

question, in light of the absence of the Deputy Sister’s note, the Panel was not satisfied 

that the NMC had met the standard of proof in respect this charge.  

 

Charge 5.1  

 

5. You did not meet the required standard in treating patients with dignity in 

that you; 

 

5.1 On or between 22-24 January 2016 left a female patient fully exposed on 

the bed 

 

This charge was found proved. 

 

Ms 9 states at para. 17 of her witness statement that on one occasion during 22-24 

January 2016, Mr Pace came to her to ask for assistance in dressing a wound to a 

female patient’s groin. Ms 9 saw that he had left the female patient fully exposed on the 

bed while he came to find her. Ms 9 states that Mr Pace should have ensured that she 

was covered up, and that she had concerns about his lack of respect for the patient’s   
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dignity and privacy. The Panel noted that this incident was referred to by Ms 9 in an 

email dated 29 January 2016. 

 

The Panel was satisfied that Mr Pace acted in this way, and that his action fell below the 

required standard for treating patients with dignity. As such, he breached his duty as set 

out in the main stem.  

 

Charge 5.2 

 

5.You did not meet the required standard in treating patients with dignity in that 

you; 

 

5.2  On 6 September 2016 pulled off a patients gown  

 

This charge was found proved. 

 

The Panel noted that this is the same incident as set out in charge 1.5. The Panel has 

already found it proved that he pulled off the patient’s gown. The Panel was also 

satisfied that this action fell below the required standard in treating patients with dignity, 

and therefore breached the duty in the main stem.  

 

Charge 5.3 

 

5.You did not meet the required standard in treating patients with dignity in that 

you; 

 

5.3 On 22 September 2016 left a patients trouser down after changing 

their pad.  

 

This charge was found proved. 
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Ms 2 at para. 42 of her witness statement states that on 22 September 2016, she had 

witnessed Mr Pace leaving a patient’s trousers down after he had changed the patient’s 

pad. This incident was noted by her in a handwritten note on the same date.  

 

On the basis of her evidence, the Panel was satisfied that Mr Pace acted in this way, 

and that this action fell below the required standard in treating patients with dignity, and 

therefore breached the duty in the main stem. 

 

Charge 6.1 

 

6. Did not follow reasonable management requests in that you; 

 

6.1 On or between 22-24 January 2016 you did not directly supervise a patient 

when requested to do so 

 

This charge was found proved. 

 

Ms 9 at para. 22 of her witness statement states that on an occasion between 22 and 

24 January 2016, one of the patients became delirious and Ms 9 needed to identify a 

safe bed for the patient who was at the time in a side room and not very visible. In order 

to monitor the patient before an observation bed became free, Ms 9 asked Mr Pace to 

remain by the patient’s room while he wrote up his notes. Ms 9’s evidence is that it was 

important that the patient was closely supervised as there was a very high risk of falling. 

Ms 9 confirmed that Mr Pace did not do as he was asked, and instead went to wake all 

the patients to perform routine observations. 

 

The Panel was satisfied that Ms 9 gave Mr Pace a reasonable management request 

which he did not follow and therefore he breached his duty in the main stem.  

 

Charge 6.2 
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6. Did not follow reasonable management requests in that you; 

 

6.2 On 1 September 2016 you did not take observations when asked to do so 

 

This charge was found not proved. 

 

Ms 2 at para. 14 of her witness statement states that on 1 September 2016, Mr Pace 

was failing to record patient observations. The Panel noted that the charge relates to 

not taking observations, while in fact Ms 2’s concern was that Mr Pace was not 

recording them. The Panel was therefore not satisfied on the balance of probabilities 

that the NMC has met the standard of proof in respect of this charge.  

 

Charge 6.3 

 

6. Did not follow reasonable management requests in that you; 

 

6.3 On 1 September 2016 did not wash a male patient when asked to do so.  

 

This charge was found proved. 

 

Ms 2 at para. 22 of her witness statement states that on 1 September 2016, she asked 

Mr Pace three times to wash a patient, but he never did it.  Ms 2 recorded this concern 

in her handwritten note made after the shift.  

 

On the basis of the evidence, the Panel was satisfied that this was a reasonable 

management request which Mr Pace did not follow and therefore breached his duty in 

the main stem.  

 

Charge 6.4  

 

6. Did not follow reasonable management requests in that you; 
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6.4 On 1 September 2016 did not change patient’s bed sheets when asked to 

do so. 

 

This charge was found proved.  

 

Ms 2 in her witness statement at para. 23 states that on 1 September 2016, as part of 

the morning routine she asked Mr Pace to change patients’ bed sheets but he did not 

change the sheets. Ms 2 recorded this concern in her handwritten note made after the 

shift.  

 

On the basis of the evidence, the Panel was satisfied that this was a reasonable 

management request which Mr Pace did not follow and therefore breached his duty in 

the main stem.  

 

Charge 6.5 

 

6. Did not follow reasonable management requests in that you; 

 

6.5 On 1 September 2016 initiated a medication round when you were not 

competent to do so 

 

This charge was found proved. 

 

Ms 2 at para. 9 of her witness statement states that on walking into the ward on 1 

September 2016, she saw Mr Pace had started the drug round without any supervision, 

and confirmed that he needed to be supervised to dispense medication. This 

requirement for Mr Pace to be supervised had already been made known to him by way 

of a management instruction. In exhibit AG/2, a Probationary Period Assessment Form 

dated 24 August 2016, it is recorded that Ms 3 discussed with Mr Pace that until he was 



 34 

signed off with his drug competencies, he must not dispense medication without 

supervision. That document is signed by Ms 3 as well as Mr Pace.  

 

The Panel was therefore satisfied that the Mr Pace did not follow a reasonable 

management request and therefore breached his duty in the main stem.  

 

Charge 6.6 

 

6. Did not follow reasonable management requests in that you; 

 

6.6 On 10 September 2016 you did not complete the 10.00 hours observations 

for three patients  

 

This charge was found proved. 

 

Mr 5 at paras. 15 and 16 of his witness statement states that on 10 September 2016, he 

asked Mr Pace to do the 10.00 hours observations, but that Mr Pace did not do them for 

three patients.  

 

On the basis of this evidence the Panel was satisfied that Mr Pace did not follow a 

reasonable management request and therefore breached his duty in the main stem.  

 

Charge 6.7 

 

6. Did not follow reasonable management requests in that you; 

 

6.7 On 22 September 2016 did not check and/or record a patients bed sore 

 

This charge was found not proved. 
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Ms 2 states at para. 42 of her witness statement that on 22 September 2016, Mr Pace 

changed a patient’s pad. Ms 2 checked that patient’s skin and found a sore but when 

she checked his notes, Mr Pace had not documented seeing this sore. When she asked 

Mr Pace about this, he stated that he had checked the skin and thought it was intact.  

 

The Panel was not satisfied on the evidence that Ms 2 gave Mr Pace a management 

request to check the patient’s bed sore and/ or record it.  

 

On this basis the Panel was not satisfied that NMC has met the standard of proof in 

respect of this charge.  

 

Charge 6.8 

 

6. Did not follow reasonable management requests in that you; 

 

6.8 On 22 September 2016 did not connect a patient to heart monitor when 

asked to do so.  

 

This charge was found proved.  

 

Ms 2 at para. 45 of her witness statement states that on 22 September 2016 she asked 

Mr Pace to connect a patient to a heart monitor. She realised that he did not do this and 

when she questioned him he stated that he could not find the ECG dots. Ms 2’s 

evidence was that she had showed him where they were located during his induction 

period and that he could have asked another nurse to show him instead of putting the 

patent at risk. 

 

On the basis of this evidence the Panel was satisfied that Mr Pace did not follow a 

reasonable management request and therefore breached his duty in the main stem.  

 

Charge 6.9 
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6. Did not follow reasonable management requests in that you; 

 

6.9 On 6 September 2016 did not dress a patients wound after removing a 

cannula.  

 

This charge was found proved. 

 

Ms 6 stated at para. 14 of her witness statement that on 6 September 2016, she asked 

Mr Pace to remove a patient’s cannula which he did do, but he did not carry out any 

dressing on the site of the cannula, and instead left the patient holding a tissue to stem 

the bleeding, which Ms 6 then had to attend to. Ms 6 stated that Mr Pace explained that 

he had forgotten to attend to it.  Ms 6 wrote about this incident in her notes after the 

shift, reflecting what is said in her witness statement. 

 

The Panel is satisfied that Mr Pace did not dress the wound, and was also satisfied that 

the request to remove the cannula included an implied request to dress the site of the 

wound once it was removed. On the basis of this evidence the Panel was satisfied that 

Mr Pace did not follow a reasonable management request and therefore breached his 

duty in the main stem.  

 

Charge 7 

 

7. On 14 September 2016 recorded a Patient F’s temperature as 36.5 degrees 

when it had not been taken 

 

This charge was found proved.  

 

Ms 4 at para. 24 of her witness statement states that on 14 September 2016, Mr Pace 

recorded the patient’s temperature at 36.5C however the patient informed Ms 4 that Mr 
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Pace never took his temperature. The Panel had sight of the patient’s record, exhibit 

RX/1 where the temperature is recorded.  

 

The Panel also took into account Mr Pace’s answer when asked how he takes 

temperatures, during an investigatory meeting on 23 September 2016, minutes of which 

were in the bundle. Mr Pace replied: 

 

“Well I go round and take them while the BP is being taken for all the patients. They are 

normally 36 something so I write this on the chart and change it if it’s wrong.” 

 

Mr Pace in his interview admitted to a general practice of not taking temperatures and 

simply writing down a normal temperature. 

 

On the basis of all the evidence before it the Panel was satisfied that this charge was 

proved.  

 

Charge 8 

 

8. Your actions in Charge 7 above were dishonest in that you knew you had 

not taken Patient F’s temperature.  

 

This charge was found proved. 

 

The Panel considered the answer given by Mr Pace about how he takes temperatures. 

He was, on the balance of probabilities, fully aware that he did not take the 

temperatures and that his records did not reflect an actual reading. On this basis, the 

Panel was satisfied that the record of 36.5C was not the result of being distracted or 

careless. On the balance of probabilities Mr Pace wanted to give the misleading 

impression that he had taken the temperature when he had not. The Panel was satisfied 

on the balance of probabilities that according to the objective standards of ordinary 

decent people this was dishonest. 
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Charge 9 

 

9. On 14 September 2016 informed your supervisor that you were able to 

complete a tracheostomy suction unsupervised as you had completed one 

in the past month with a member of senior staff when you had not 

 

This charge was found proved. 

 

Ms 4 at paras. 30 - 32 of her witness statement states that on 14 September 2016 she 

noticed that Mr Pace attempted to suction a patient’s tracheostomy without supervision 

and when she asked him about it he told her that he had suctioned a tracheostomy on 

the ward about a month ago with Mr 10. Ms 4 knew that this was not correct as the last 

time a tracheostomy patient had been admitted was a year before. Mr 10 in his witness 

statement confirms that he did some training with Mr Pace relating to a tracheostomy 

and believed that this was after 14 September 2016. 

 

In light of the evidence, the Panel was satisfied that Mr Pace had not completed a 

tracheostomy suction a month prior to 14 September 2016, and was satisfied that the 

last tracheostomy patient had been a year prior to the incident.  

 

Charge 10 

 

10. Your actions in Charge 9 above were dishonest in that you knew you had 

not been supervised completing a tracheostomy suction.   

 

This charge was found proved. 

 

The Panel was satisfied on the basis of the evidence in relation to charge 9 that Mr 

Pace, on the balance of probabilities, knew he had not been supervised completing a 

tracheostomy prior to the incident on 14 September 2016. The Panel took into account 
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that the last tracheostomy suction patient had been on the ward a year ago, and that 

there was no likelihood of Mr Pace being confused or mistaken about having undergone 

supervision of the procedure in recent times. The Panel was satisfied on the balance of 

probabilities that Mr Pace knew he had not, and wished to give the misleading 

impression that he had. The Panel was satisfied on the balance of probabilities that 

according to the objective standards of ordinary decent people this was dishonest. 

  

Charge 11 

 

11. On 5 October 2016 falsified the temperature readings for two patients  

 

This charge was found proved.  

 

Ms 2 at para. 48 of her witness statement states that on 5 October 2016 she was 

watching Mr Pace closely and she asked him during care rounds if she could borrow the 

thermometer he was using. When he gave it to her she noticed it was the same one 

which she had previously set aside because it was not working. Ms 2 then came to the 

conclusion that he had falsified whatever temperatures he had recorded. When Ms 2 

asked him about it, he acknowledged the thermometer was broken and when asked by 

Ms 2 why he had documented two temperatures knowing it was not working he could 

not give an answer.  

 

When asked about this in an investigatory meeting on 10 October 2016, he admitted 

that he recorded one patient’s temperature by touch rather than with the thermometer 

and denied falsifying the records. He denied that he had recorded the second 

temperature. At his probation review meeting on 12 October 2016 he denied falsifying 

the records and stated he should have written normal as the patient’s temperature felt 

normal.  
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The Panel considered the evidence and was satisfied on the basis of the close 

supervision of Ms 2 that he wrote temperature readings for 2 patients that he had not 

actually taken and therefore falsified them. 

 

Charge 12 

 

12. Your actions in Charge 11 above were dishonest in that you knew you did 

not take the patients temperature readings  

 

This charge was found proved. 

 

The Panel was satisfied that on the basis of the evidence considered and accepted by 

the Panel in respect of charge 11, that Mr Pace knew that he did not take the patients’ 

temperature readings. He was fully aware that the thermometer was broken, as he 

admitted to Ms 2. The Panel was satisfied on the balance of probabilities that there was 

no mistake made by Mr Pace which led to the incorrect readings being recorded. The 

Panel was also satisfied that he wanted to give the misleading impression that he had 

taken the readings with a thermometer. The Panel was satisfied on the balance of 

probabilities that according to the objective standards of ordinary decent people this 

was dishonest. 

 

Charge 13 

 

13. On 5 October 2016 falsified a patients oxygen saturation levels  

 

This charge was found proved. 

 

Ms 2 at paras. 49 and 50 of her witness statement states that on 5 October 2016, a 

patient told her that his oxygen saturation levels had not been checked and asked 

whether he was supposed to have the probe on. Ms 2 saw that the probe, which 

collects the oxygen saturation data by being attached to the patient, was still wrapped 
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around the machine. Ms 2 looked at the patient’s chart and saw that Mr Pace had 

documented that the patient’s oxygen saturation level was 96%. When Ms 2 asked Mr 

Pace about this he stated that he had checked the saturation level. Ms 2 stated that the 

patient who was young and fully alert shouted that Mr Pace was a liar.  

 

Mr Pace was questioned about this in both the 10 and 12 October 2016 meetings. On 

10 October 2016 he accepted that he did not use the machine to check the saturation 

levels and stated that he assessed the patient visually and made a clinical judgment 

that the saturation was 96%. He denied that he lied, as he had checked it visually. On 

12 October 2016 he again admitted that he did not use the probe, but he used the 

previous reading of 96% in the records because he thought the patient looked well. Mr 

Pace apologised and stated that it was not his intention to falsify.  

 

The Panel considered all of the evidence and was satisfied that Mr Pace’s explanation 

that he did not intend to falsify was implausible. The Panel was satisfied that in 

recording a reading which he did not take he did falsify the saturation levels.  

 

Charge 14 

 

14. Your actions in Charge 13 above were dishonest in that you knew you did 

not take the patients oxygen saturation levels.  

 

This charge was found proved.  

 

The Panel considered the evidence in respect of charge 13 and was satisfied on the 

balance of probabilities that Mr Pace knew that he had not taken the recording 

according to correct procedure. The Panel is satisfied that his action was not a result of 

a mistake or being distracted, because his use of the previous reading was designed to 

add credibility to his falsification. In this way, the Panel is satisfied that he intended to 

give the misleading impression that he had taken the reading correctly. The Panel was 
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satisfied on the balance of probabilities that according to the objective standards of 

ordinary decent people this was dishonest. 

 

Decision on lack of competence and misconduct  

 

The Panel then went on to consider whether the facts found proved in charges 1-6 

amount to lack of competence and whether the facts found proved in charges 7-14 

amount to misconduct.  

 

The Panel had no submissions from, or evidence submitted by, Mr Pace. 

 

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

Roylance v General Medical Council (No 2) [2000] 1 A.C. 311.  

 

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

must determine whether the facts found proved amount to lack of competence and/ or 

misconduct. Secondly, only if the facts found proved amount to lack of competence and/ 

or misconduct, the Panel must decide whether, in all the circumstances, Mr Pace’s 

fitness to practise is currently impaired as a result of that lack of competence and/ or 

misconduct.  

 

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

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

professional judgement. 

 

When determining whether the facts found proved amount to lack of competence and/ 

or misconduct the Panel had regard to the terms of The Code: Professional standards 

of practice and behaviour for nurses and midwives (2015) as follows:  
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“1 Treat people as individuals and uphold their dignity  

To achieve this, you must:  

1.2 make sure you deliver the fundamentals of care effectively  

 

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

delivered without undue delay 

 

2 Listen to people and respond to their preferences and concerns  

To achieve this, you must:  

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

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

politely 

 

4 Act in the best interests of people at all times 

To achieve this, you must: 

4.1 balance the need to act in the best interests of people at all times with the 

requirement to respect a person’s right to accept or refuse treatment 

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

out any action  

 

5 Respect people’s right to privacy and confidentiality  

As a nurse…, you owe a duty of confidentiality to all those who are receiving care. This 

includes making sure that they are informed about their care and that information about 

them is shared appropriately.  
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To achieve this, you must:  

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

6 Always practise in line with the best available evidence 

To achieve this, you must: 

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

 

7 Communicate clearly 

8 Work cooperatively  

To achieve this, you must:  

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  

10 Keep clear and accurate records relevant to your practice  

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

not limited to patient records. 

To achieve this, you must: 

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

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

requirements 

 

13 Recognise and work within the limits of your competence 

To achieve this, you must, as appropriate: 

13.5 complete the necessary training before carrying out a new role 
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20 Uphold the reputation of your profession at all times 

To achieve this, you must: 

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

20.2 act with honesty and integrity at all times…” 

The NMC has defined a lack of competence as: 

 

A lack of knowledge, skill or judgment of such a nature that the registrant 

is unfit to practise safely and effectively in any field in which the registrant 

claims to be qualified or seeks to practice. 

 

In considering whether the facts in charges 1-6 found proved amount to a lack of 

competence, the panel concluded that Mr Pace breached the aforementioned 

paragraphs of the Code, which is the standard by which every registered nurse is 

measured. The panel bore in mind, when reaching its decision, that Mr Pace should be 

judged by the standards of the reasonable average band 5 Registered Nurse and not by 

any higher or more demanding standard. The Panel took into account that at the times 

of the incidents in charges 1-3 and 5- 6 Mr Pace had been subject to monitoring and 

supervision. However, the Panel is of the view that the matters found proved in charges 

1-3 and 5-6 relate to basic and fundamental skills required of a Band 5 Registered 

Nurse. Charge 1 relates to fundamental and basic requirements of communication with 

Mr Pace’s supervisor and with his patients. Charge 2 relates to basic elements of 

medication administration and knowledge, including some very basic mistakes such as 

not checking that medication had dissolved properly, mixing the wrong medication and 

attempting to administer medication without first checking the patient’s identity. Charge 

3 relates to a series of record-keeping errors in which Mr Pace either did not make 

records or they were inaccurate, demonstrating that he was not paying attention to his 

duties and patients. Charge 5 relates to a lack of respect and compassion for his 

patients which he should have been very aware were not acceptable. Charge 6 relates 



 46 

to failures to follow reasonable management requests in wide-ranging ways which were 

all important to patient care and which constituted basic nursing practice.  

  

Mr Pace received substantial monitoring and supervision over a significant period of 

time. He had been made aware of the problems with his practice, and had been given 

continuous opportunities to improve. However, despite this support, his performance 

remained unacceptably below required standards and was putting patients at a risk of 

harm. The Panel was satisfied that his performance was measured by a fair sample as 

set out in charges 1-3 and 5-6. 

 

The Panel has concluded that Mr Pace’s practice was below the standard that one 

would expect of the average Registered Nurse acting in the role that Mr Pace was in. In 

all the circumstances, the panel determined that Mr Pace’s performance demonstrated 

a lack of competence.  

 

The Panel next considered Charges 7-14 and considered whether the matters found 

proved amount to misconduct. Charges 7, 11, and 13 relate to the falsification of 

observation readings, and the Panel has found that Mr Pace was dishonest in those 

falsifications. The Panel had in mind the crucial standard in the Code of honesty and 

integrity, as well as the standard for keeping clear and accurate records. The Panel was 

of the view that Mr Pace’s actions did fall significantly short of the standards expected of 

a registered nurse, and that he therefore breached the Code in these respects, creating 

a risk to patient safety. The Panel also considered Charge 9 and 10 which involved Mr 

Pace dishonestly giving false information to his supervisor about his ability to perform a 

nursing procedure. Again, this breached the standards in the Code of honesty and 

integrity and practising within the boundaries of his competence. In all the incidents set 

out in Charges 7-14 Mr Pace failed to prioritise patient care and safety.  

 

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 for the reasons set out above, 
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Mr Pace’s actions and omissions did fall seriously short of the conduct and standards 

expected of a nurse and was sufficiently serious so as to amount to misconduct. 

 

Decision on impairment 

 

The Panel next went on to decide if as a result of this lack of competence and 

misconduct Mr Pace’s fitness to practise is currently impaired. 

 

There were no submissions from, or evidence submitted by, the Registrant.  

 

The Panel accepted the advice of the Legal Assessor who referred to Council for 

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

EWHC 927 (Admin). 

 

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

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

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

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

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

profession. 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.  

 

In this regard the Panel considered the judgement of Mrs Justice Cox in the case of 

Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery Council (2) 

Grant [2011] EWHC 927 (Admin) in reaching its decision, in paragraph 74 she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 

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

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

 

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

medical profession into disrepute; and/or 

 

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

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

 

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

dishonestly in the future. 
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The Panel took into account that Mr Pace has not submitted any material to the Panel 

for its consideration, and the only documents available were records of his responses to 

concerns put to him in Trust interviews. The Panel considered his answers carefully and 

was of the view that he sought to justify his actions or omissions without evidence of 

insight, no reflection into what occurred, and minimal evidence that he was aware of 

what steps are needed to address the concerns. There is no evidence before the Panel 

of any remediation or steps taken by Mr Pace to address the matters found proved. The 

panel is aware that Mr Pace resides in Italy, but apart from that, has no information 

before it of any training or work related to health-care undertaken by him which could 

indicate that he has attempted to develop his nursing knowledge or addressed the 

concerns found against him.  In this regard the panel took into account the supervision 

and support afforded to Mr Pace by the Trusts which employed him, and that he still 

was not achieving fundamental requirements. 

The Panel considered the questions formulated by Dame Janet Smith in the Fifth 

Shipman Report as set out in the case of CHRE v NMC and Grant [2011] EWHC 927. 

The Panel concluded that as a result of the matters found proved, the Registrant put 

patients at unwarranted risk of harm.  The Panel was also of the view that the 

Registrant brought the profession into disrepute and breached fundamental tenets. As 

found by the Panel, he acted dishonestly on a number of occasions. The Panel was of 

the view that there is a pattern of dishonest behaviour specifically related to his nursing 

practice: dishonestly falsifying patients observations on three occasions, as well as lying 

to his supervisor about his ability to carry out a procedure.  In the Panel’s view such 

dishonesty was not on the lower end of the spectrum of impaired fitness to practise. 

There is no evidence of insight from Mr Pace about the allegations of dishonesty or why 

these actions were wrong.   In the absence of any evidence of remediation, or insight, 

the Panel was of the view that the risk of continued lack of competence and repetition of 

the misconduct is high, and that there is a high risk of putting patients at unwarranted 

risk of harm bringing the profession into disrepute, breaching fundamental tenets, and 

acting dishonestly in the future.  
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The Panel took into account the wider public interest. The Panel was satisfied that Mr 

Pace’s lack of competence and serious misconduct struck at the heart of the 

fundamental purpose of a nurse’s role in prioritising patient safety and care. The Panel 

bore in mind that the overarching objectives of the NMC are to protect, promote and 

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

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

public confidence in the nursing profession and upholding the proper professional 

standards for members of that profession. The Panel had no doubt that a well-informed 

member of the public, in possession of all the facts and information about this case, 

would be appalled if no restriction was applied to Mr Pace’s practice. As such, the Panel 

was satisfied that the need to uphold proper professional standards and maintain public 

confidence in the profession would be undermined if a finding of impairment were not 

made in the circumstances of the case. 

 

For the reasons set out above, the Panel decided that Mr Pace’s fitness to practise is 

currently impaired on both public protection and public interest grounds.  

 

Determination on sanction:  

 

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

off order. It directs the registrar to strike Mr Pace off the register. The effect of this order 

is that the NMC register will show that Mr Pace has been struck-off the register. 

 

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

adduced in this case. The Panel accepted the advice of the legal assessor. The Panel 

has borne in mind that any sanction imposed must be appropriate and proportionate 

and, although not intended to be punitive in its effect, may have such consequences. 

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

It recognised that the decision on sanction is a matter for the Panel, exercising its own 

independent judgement.  
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The Panel was of the view that the following are aggravating features of this case: 

 

i. long period of lack of competence despite supervision and support; 

ii. repeated dishonesty relating to areas of nursing practice; 

iii. emotional distress caused to patients; 

iv. potential for harm to have been caused to patients as a result of the acts and 

omissions found proved; 

v. lack of insight by Mr Pace into his failings. 

 

The Panel was unable to identify mitigating features of this case. 

 

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

inappropriate in view of the seriousness of the case as well as the continuing risk to the 

public. 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 Mr Pace’s lack of competence and 

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 and the need to protect the public. 

The Panel decided that it would be neither proportionate nor in the public interest to 

impose a caution order. 

 

The Panel next considered whether placing conditions of practice on Mr Pace’s 

registration would be a sufficient and appropriate response. The Panel is mindful that 

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

took into account the SG, in particular: 
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“Conditions may be appropriate when some or all of the following factors are apparent 

(this list is not exhaustive): 

 no evidence of harmful deep-seated personality or attitudinal problems 

 identifiable areas of the nurse or midwife’s practice in need of assessment and/or 

retraining 

 no evidence of general incompetence 

 potential and willingness to respond positively to retraining 

 … 

 patients will not be put in danger either directly or indirectly as a result of the 

conditions 

 the conditions will protect patients during the period they are in force 

 conditions can be created that can be monitored and assessed.” 

The Panel was of the view that there is evidence of a harmful and deep seated 

attitudinal issue in this case as a result of Mr Pace’s repeated dishonesty relating to 

aspects of his nursing practice which spanned a number of weeks. This, coupled with a 

lack of evidence of insight into the dishonesty, led the Panel to conclude that no 

practical or workable conditions could be formulated, given the nature of the dishonesty 

charges in this case. In any event, due to the lack of improvement in his competence 

shown by Mr Pace despite supervision and support, and his lack of engagement with 

these proceedings, the Panel was not satisfied that Mr Pace has either the potential or 

willingness to respond to conditions and retraining. The Panel therefore concluded that 

the placing of conditions on Mr Pace’s registration would not adequately address the 

seriousness of this case and would not protect the public. 
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The Panel then went on to consider whether a suspension order would be an 

appropriate sanction. SG paragraph 68 indicates that a suspension order may be 

appropriate where some of the following factors are apparent but not limited to: 

 

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

 no evidence of harmful deep-seated personality or attitudinal problems  

 no evidence of repetition of behaviour since the incident  

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

pose a significant risk of repeating behaviour  

 in cases where the only issue relates to the nurse or midwife’s health, there is a 

risk to patient safety if they were allowed to continue to practise even with 

conditions” 

The aggravating factors that the Panel took into account, in particular, are the actual 

and potential patient harm, and the lack of evidence of insight by Mr Pace into his 

failings, creating a high risk of repetition.  

 

The conduct, as highlighted by the facts found proved, was a significant departure from 

the standards expected of a registered nurse in numerous and wide-ranging ways. 

Further, the Panel was of the view that there is a harmful and deep-seated attitudinal 

issue in respect of Mr Pace’s dishonesty. The Panel decided that the serious breach of 

the fundamental tenets of the profession evidenced by Mr Pace’s actions is 

fundamentally incompatible with his remaining on the register. 

 

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

not be an appropriate or proportionate sanction.  
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The Panel was aware that a striking-off order could only be imposed for the misconduct 

and not for the lack of competence in this case. In looking at a striking-off order, the 

panel took note of the following from the SG: 

 “Do the regulatory concerns about the nurse or midwife raise fundamental 

questions about their professionalism? 

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

midwife is not removed from the register? 

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

members of the public, or maintain professional standards?” 

The Panel also noted that the SG refers to the NMC’s “Guidance on Seriousness” which 

the Panel took into account. In the context of such guidance, the Panel noted the 

repeated dishonesty which included falsifying patient records. 

The lack of any evidence of insight or remediation, and the continuing lack of 

engagement indicate that Mr Pace is either unwilling or unable to address his 

misconduct. Furthermore there is an ongoing significant risk of repetition of the serious 

misconduct and therefore an ongoing risk to public safety. There is an attitudinal issue 

arising from repeated dishonesty specifically related to nursing practice. The Panel was 

of the view that such deliberate misconduct struck at the heart of the purpose of nursing 

and was fundamentally incompatible with being a registered professional. 

Mr Pace’s actions were significant departures from the standards expected of a 

registered nurse, and are fundamentally incompatible with Mr Pace remaining on the 

register. The Panel was of the view that the findings in this particular case demonstrate 

that his actions were serious and to allow him to continue practising would undermine 

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

was of the view that in the light of the particular circumstances of the case, as referred 

to above, a reasonable member of the public, fully informed of the facts, would lose 

confidence in the profession and the regulatory process if Mr Pace was permitted to 

remain on the Register. Balancing all of these factors and after taking into account all 
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the evidence before it during this case, the Panel determined that the appropriate and 

proportionate sanction is that of a striking-off order. All of these factors led the Panel to 

decide  that striking-off is the only way in which the public can be protected, and which 

will uphold the wider public interest.  

The Panel decided that a striking-off order was necessary to mark the importance of 

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

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

nurse. In coming to its decision, the Panel took into account the principle of 

proportionality, and the impact that such a sanction will have on Mr Pace’s right to 

practise his profession, as well as the likely reputational and financial impact. However, 

the Panel decided that the need to protect the public and uphold the public interest 

outweighed Mr Pace’s interests in this regard.  

The Panel therefore decided to impose a striking-off order.  

Determination on Interim Order 

 

The Panel took into account its previous findings in respect of impairment and sanction, 

and the need to protect the public and uphold the public interest.  

The Panel accepted the advice of the legal assessor.  

 

The Panel came to the conclusion that an interim order is necessary to protect the 

public and is also in the wider public interest in order to maintain public confidence in 

the profession and to uphold proper standards. The Panel had regard to the 

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

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

would be incompatible with its earlier findings. 

 

The Panel was mindful of its decision at the sanction stage that conditions were not 

appropriate. The Panel considered that not to impose an interim suspension order 

would be inconsistent with its finding that a striking-off order is required.  
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The Panel recognised that it must take into consideration the impact of such an interim 

order on Mr Pace as part of the principle of proportionality, and must balance the impact 

on Mr Pace with the need to protect the public and uphold the public interest. The Panel 

was satisfied that the need to protect the public and the public interest outweighed Mr 

Pace’s interests in this regard. 

The Panel decided to impose an interim suspension order for a period of 18 months, a 

duration which is appropriate and proportionate to allow any appeal which Mr Pace 

brings, to be concluded. 

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

days after Mr Pace is served with the decision of this hearing in writing. 

 

That concludes this determination. 

 


