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Fitness to Practise Committee 

Substantive Hearing 

14-18 May 2018 and 21 May 2018 

& 

04-07 September 2018 

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

 

Name of Registrant Nurse: Mr David Gerard Bonner 

NMC PIN: 02C0093W 

Part(s) of the register: Registered Nurse – Sub Part 1 

 Mental Health Nursing - March 2005 

 

Area of Registered Address: Wales 

Type of Case: Misconduct 

 

Panel Members:  David Boden (Chair Lay member) 

 Terry Shipperley (Registrant member) 

 Claire Gill (Registrant member) 

 

Legal Assessor: Christopher McKay 

Panel Secretary: Calvin Ngwenya -14-18 May 2018 and 21 May 

2018 

 Luke Stockmans - 04-07 September 2018 

 

Nursing and Midwifery Council: Represented by Kim Elcoate-May, Case 

Presenter 

 

Mr David Bonner: Present and represented by Phillip Morris, 

Counsel instructed by Everett Tomlin Lloyd & 

Pratt Solicitors 

Facts not proved: 3 (in relation to Det 1) 4.1.1, 4.2.2, 4.2.3, 4.2.5, 

4.3.1, 4.3.2, 4.3.3, 4.3.4, 4.4.1, 4.4.3, 4.5, 4.6 
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Facts proved: 1.1, 1.2, 1.3, 1.4, 1.5.1, 1.5.2, 2, 3 (in relation 

to Det 2), 4.1.2, 4.1.3, 4.2.1, 4.2.4, 4.3.5, 4.4.2, 

4.4.4 

 

Fitness to practise: Impaired  

 

Sanction:      A 5 year caution order  

 

Interim Order:     N/A 
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Decision and reasons on application to amend charge: 

 

The panel heard an application made by Ms Elcoate-May, on behalf of the NMC, to 

amend the wording of charge 1.3 under Rule 28(1) of the Nursing and Midwifery Council 

(Fitness to Practise) Rules 2004, as amended (“the Rules”). Charge 1.3 reads: “In 

respect of Detainee 3, who presented with fractures to his right tibia and fibula, PTSD 

and a history of self-harm, you did not examine or speak to the Detainee.” The 

proposed amendment was to delete the words “or speak to” in the charge so that the 

charge reads: “In respect of Detainee 3, who presented with  fractures to his right tibia 

and fibula, PTSD and a history of self-harm, you did not examine the Detainee”. Ms 

Elcoate-May submitted that the amendment was being made to properly reflect the 

NMC’s witness evidence in relation to the allegation. 

 

Mr Morris on your behalf did not object to the application. 

 

The panel accepted the advice of the legal assessor and had regard to the provisions of 

Rule 28, which states: 

 

28 (1) At any stage before making its findings of fact … 

 

(i) … the Conduct and Competence Committee, may amend 

 

(a) the charge set out in the notice of hearing … 

 

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

proceedings, the required amendment cannot be made without injustice. 

 

The panel determined that the proposed amendment to charge 1.3 could be made 

without injustice. The panel noted that the proposed amendment, which was being 

made to reflect the NMC’s witness evidence was not opposed and it did not materially 

alter the substance of the charge. The panel was therefore satisfied that there would be 
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no prejudice or injustice caused to you by the proposed amendment being allowed. It 

was therefore appropriate to allow the amendments, as applied for, to ensure accuracy. 

 

Charges (as amended): 

 

That you, a registered nurse, whilst employed by Gwent Police as a custody nurse 

during a night shift on 31 October 2015/1 November 2015: 

 

1. Having been notified that your attendance was required for a detainee 

assessment, you failed to provide an adequate standard of care, in that: 

 

1.1  In respect of Detainee 1 who presented as an alcoholic of 5 years, was 

intoxicated and was taking prescription only medication, you did not examine 

or speak to the Detainee;   

 

1.2  In respect of Detainee 2, who was suspected of having taken drugs before 

arrest and was intoxicated, you did not examine or speak to the Detainee;   

 

1.3  In respect of Detainee 3, who presented with  fractures to his right tibia and 

fibula, PTSD and a history of self-harm, you did not examine the Detainee;   

 

1.4  In respect of Detainee 7, who presented with a history of depression and 

anxiety and who was intoxicated, you did not examine or speak to the 

detainee; 

 

1.5  In respect of Detainee 10 who presented as intoxicated and who had facial 

and arm injuries which may have been the result of an assault, you: 

 

1.5.1 you did not examine or speak to the detainee; 

 

1.5.2 Did not triage the detainee as a priority to exclude an underlying 

head injury. 
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2. In respect of one or more of the detainees in charge 1 above, you failed to 

document your rationale for not examining or speaking to the detainee(s), despite 

the request for a healthcare assessment being made;  

 

3. In your handover to Colleague A, you failed to mention that you had not yet 

assessed or seen either Detainee 1 or Detainee 2. 

 

4. In respect of one or more of the detainees seen by you, you failed to adequately 

assess the detainee and/or adequately record your assessment, more 

specifically:  

 

4.1  In respect of a fitness to release assessment of Detainee 4, a juvenile: 

 

4.1.1 The assessment took 1 minute when this would have been an 

inadequate amount of time to conduct the assessment; 

 

4.1.2 You did not discuss and/or record having discussed or consider 

and/or record having considered, safeguarding issues; 

 

4.1.3 You did not discuss and/or record having discussed or consider 

and/or record having considered, any social history or social issues; 

 

 

4.2  In respect of Detainee 5 who was alcohol dependent, intoxicated and on anti-

psychotic medication, you: 

 

4.2.1 recorded that the detainee was too intoxicated to assess; 

 

4.2.2 did not provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be 

managed; 
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4.2.3 did not record that there was potential for this detainee to suffer 

withdrawal symptoms; 

 

4.2.4 did not take and/or record that you had taken clinical observations; 

 

4.2.5 did not conduct a review prior to the detainee’s release;     

 

4.3  In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.1 did  not conduct a visual assessment when this would have been  

preferable to a full assessment  in light of the detainee’s level of 

non-compliance; 

 

4.3.2 did not provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be 

managed; 

 

4.3.3 did not provide medical advice and/or document that you had 

provided medical advice as to head injury warning flags; 

 

4.3.4 did not treat the detainee as a medical emergency when he 

vomited, suspected blood stained vomit, at approximately 01:41; 

 

4.3.5 having been sent to hospital and then returned back to custody, did 

not conduct a medical review of this detainee; 

 

4.4  In respect of detainee 8, a juvenile who presented as intoxicated, extremely 

aggressive, was in restraints and who had both medical and mental health 

issues, you: 
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4.4.1 undertook a cell triage assessment lasting 1 minute when this 

would have been an inadequate amount of time to conduct the 

assessment; 

 

4.4.2 did not undertake clinical observations and/or record that you had 

undertaken clinical observations; 

 

4.4.3 offered the detainee nicotine gum when it was inappropriate to do 

so; 

 

4.4.4 despite this detainee being in custody for 8 hours of your shift, did 

not conduct a proper assessment; 

 

4.5  In respect of Detainee 9 who presented as intoxicated and disclosed that she 

suffered depression and self-harm, you did not provide medical advice and/or 

document that you had provided medical advice as to how the intoxication 

was to be managed; 

 

4.6  In respect of Detainee 11 who presented as intoxicated and who had asthma 

and bowel problems, you did not provide medical advice and/or document 

that you had provided medical advice as to how the intoxication was to be 

managed; 

 

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

misconduct. 
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Decision on adjourning the hearing: 

 

Following your cross examination by Ms Elcoate May on behalf of the NMC, the panel 

decided that it would be appropriate to adjourn the hearing before moving on to its 

questions. The panel determined that there would not be sufficient time for it to 

formulate and ask any questions of clarification in relation to the evidence you have 

given in the time left for these proceedings. 

 

The panel therefore decided to adjourn the hearing at this stage. 

 

The dates of 4 - 7 September 2018 have been proposed and agreed by the parties for 

the resuming hearing. The resuming hearing dates will be confirmed in writing to all of 

the parties in due course. 

 

Resuming 4 September 2018 

 

Background: 

 

You were referred to the NMC by Gwent Police, where you were employed from July 

2014 as a Custody Nurse (CN) covering Newport Central and Ystrad Mynach custody 

suites (“the custody units”). The referral alleged that you did not properly assess, treat 

or provide an adequate standard of care to several detainees on the night shift of 31 

October/1 November 2015, exposing them to significant health risk. You were required 

to be physically present and rotate between both sites, subject to demand from the 

custody staff. There was also an on call Forensic Medical Examiner (FME) to assist 

CNs when required. You were the only designated Healthcare Professional (HCP) 

providing a nursing service to the custody units on the night shift in question. However, 

you spent the entirety of your shift at the Ystrad Mynach unit.  The allegations against 

you were investigated by a Detective Constable as the Investigating Officer in the 

Professional Standards Department of Gwent Police. 

As a CN, you were responsible for checking, assessing and maintaining the health and 

well-being of the individuals detained in the custody units.  
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When a detainee came into the custody units, custody sergeants would undertake a risk 

assessment in order to identify any medical or mental health issues. If any issues were 

identified, the custody sergeants would then flag (with a red cross) the detainee’s 

electronic custody record that they should or need to be seen by a HCP. As a CN, you 

would get a list of detainees on your computer record and would be required to assess 

them and complete Gwent Police’s standard Health Care Professional Assessment form 

(HCPA form) whenever a red cross is flagged by the custody sergeants .   

The HCPA form had a variety of questions regarding the health and wellbeing of a 

detainee, such as medical history, current medication, alcohol history, detox symptoms 

drug history, mental health issues, self-harm issues and basic blood pressure checks 

and a fitness to detain assessment. In addition, if a detainee was flagged by custody 

staff as suffering from or suspected to be suffering from alcohol dependence, the CN 

would be required to complete a specific Alcohol withdrawal assessment form and score 

the form using a scale rating of 0 to 7, with 0 being the lowest and 7 being the highest. 

It is alleged that in the 12 hour shift from 7pm to 7am, you undertook 7 initial 

assessments, 3 reviews and 5 triage assessments each lasting 1 minute. At the end of 

the shift 4 detainees had not received initial assessments despite custody staff flagging 

that the detainees needed to be assessed. It is alleged that the time you spent directly 

clinically assessing detainees in the course of the night shift was 110 minutes. 

It is alleged that at 02:29 on 1 November 2015, following a risk assessment of Detainee 

1, the custody sergeant on duty requested your attendance to assess the detainee. 

Detainee 1 who was suffering from depression, was on prescription only medication and 

had allegedly consumed half a bottle of Vodka and presented as an alcoholic for the last 

5 years. However, it is alleged that you did not examine or speak to the detainee, 

complete a HCPA form or make an entry in the detainee’s custody record as to why you 

had not seen them. 

With regard to Detainee 2, who was identified as very intoxicated and suspected of 

having taken drugs, a request was made for you to assess him. Detainee 2 was 

considered to be particularly high risk due to the suspicion that he had taken drugs prior 

to his arrest. Therefore, he was considered to be a potential risk of overdose and his 

assessment should have been prioritised. However, it is alleged it that you did not 
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examine or speak to him, and you did not complete a HCPA form or make an entry in 

the Detainee 2’s custody record as to why you had not seen them. 

With regard to Detainee 3, who was intoxicated and presented with fractures to his right 

tibia and fibula and described as having post-traumatic stress disorder (PTSD), with a 

history of self-harm, it is alleged that you did not examine or speak to him following a 

request from custody officer. You did not complete a HCPA form, record any medication 

or pain relief offered or make an entry in the Detainee 3’s custody record as to why you 

had not seen him. Detainee 3 had recently returned from hospital, therefore it was 

considered crucial that an assessment was undertaken. 

Following Mr 1’s investigation in respect of Detainees 1, 2 and 3, a Clinical Practice 

Matron at Mountain Health Care (MHC) was instructed to provide a report on her clinical 

view in relation to the incidents. MHC had clinical governance over Gwent Police 

healthcare. After the initial report, she was asked by Gwent Police, at your request, to 

undertake a complete review of all the detainees on the night shift of 31 October/1 

November 2015.  She undertook her clinical review by analysing the information in the 

computerised entries contained in the Niche system.  Niche is a computer record 

system which stores a record of all contact between custody staff and detainees.  

Following her review of the Niche records, she identified similar concerns of your failure 

to adequately assess or record your assessments in respect of eight other detainees. In 

respect of Detainee 7, who presented with a history of depression and anxiety and who 

was intoxicated, you allegedly did not examine or speak to the detainee. With regard to 

Detainee 10, who had facial and arm injuries from a suspected assault, it is further 

alleged that you did not triage him as a priority to exclude any underlying head injury.  

In respect of Detainee 4, you were requested to undertake a ‘Fitness to Release’ 

assessment and allegedly took 1 minute to complete it. Whilst no issues where 

identified in relation to Detainee 4, it is alleged that you did not discuss or record any 

social, social history, clinical or safeguarding issues that should have been considered 

in assessment.  The view was that one minute was inadequate to properly undertake a 

pre-release assessment on a juvenile, and given their age, it was important to know 

where the detainee was going after release, who was looking after them and what their 

social history was. As the assessment took one minute, this would have been an 

inadequate amount of time to conduct such an assessment. 
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With regard to Detainee 5, who was described as alcohol dependent, intoxicated and on 

anti-psychotic medication with significant medical issues, your assessment is said to 

have lasted one minute when such an assessment would take at least 10 minutes to 

complete. You allegedly failed to undertake clinical observations in respect of this 

detainee and recorded that the detainee was too intoxicated to assess. However, it is 

alleged that you did not provide medical advice, document that you had provided 

medical advice as to how the intoxication was to be managed or that there was potential 

for this Detainee 5 to suffer withdrawal symptoms. It is further alleged that you did not 

conduct a review prior to the Detainee 5’s release. 

With regard to Detainee 6, who was intoxicated and had suffered a head injury whilst in 

custody but was non-compliant with assessment, it is alleged that you did not conduct a 

visual assessment in light of the detainee’s non-compliance with a full assessment. You 

did not provide medical advice or document that you had provided medical advice as to 

how Detainee 6’s intoxication was to be managed. Nor did you provide medical advice 

or document that you had provided medical advice as to the head injury warning flags 

that had been raised by custody staff. It is further alleged that you did not treat Detainee 

6 as a medical emergency when he vomited what was thought to be blood stained 

vomit. Detainee 6 had been sent to hospital due to his head injury. However, upon his 

return it is alleged that you did not conduct a medical review to assess whether he was 

fit to detain. 

In respect of Detainee 8, who was a juvenile in restraints and presented as intoxicated, 

extremely aggressive, with both medical and mental health issues, it is alleged that you 

undertook a cell triage assessment lasting 1 minute when this would have been an 

inadequate amount of time to conduct such an assessment. You allegedly failed to 

undertake clinical observations and/or record that you had undertaken clinical 

observations. Due to the fact that Detainee 8 had been restrained in custody, he was 

considered to be at high risk of harm. Therefore, some basic observations such as heart 

and respiratory rate should have been undertaken to ensure that his airway wasn’t 

restricted. However, despite Detainee 8 being in custody for 8 hours of your shift, you 

allegedly did not conduct a proper assessment but offered him nicotine gum when it 

was inappropriate to do so.  
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In respect of Detainee 9 who presented as intoxicated and disclosed that she suffered 

depression and self-harm, it is alleged that you did not provide medical advice or 

document that you had provided medical advice as to how her intoxication was to be 

managed. 

With regard to Detainee 11 who presented as intoxicated and who had asthma and 

bowel problems, you allegedly failed to provide medical advice or document that you 

had provided medical advice as to the intoxication to be managed. 

 
It is further alleged that during your telephone handover to the next CN (Colleague A), 

starting duty at 0700hrs on 1 November 2015, you failed to mention that you had not yet 

assessed or seen either Detainee 1 or Detainee 2. You only informed Colleague A that 

the night shift had been very busy and that simple pain relief was required for one 

detainee at Ystrad Mynach and for Colleague A to expect receipt of a fax from the 

hospital in respect of that detainee. You also told her to start her shift at the Newport 

custody unit as you were already at Ystrad Mynach and had not spent any time at 

Newport.  

Concerns were expressed that on the night shift in question you had not undertaken any 

form of triage to prioritise the assessment of detainees in order of the level of care they 

required, with stable detainees being seen before those with potentially more significant 

health issues. There was no explanation as to why detainees that were low priority were 

seen ahead of detainees that should have been prioritised. Although the shift was 

relatively busy, the workload on that nightshift was deemed to be manageable.  

 

Decision on the findings on facts and reasons: 

 

In reaching its decisions on the facts, the panel considered all the evidence both oral 

and documentary adduced in this case, together with the submissions made by Ms 

Elcoate-May and those made by Mr Morris on your behalf. 

 

The panel heard and accepted the advice of the legal assessor.  
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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 is satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

The panel heard oral evidence from six witnesses called on behalf of the NMC: 

 

Mr 1, Investigating Officer in the Professional Standards Department of Gwent Police; 

Ms 1, Lead Custody Nurse at Gwent Police; 

Ms 2, Colleague A, an Agency nurse working at Gwent Police at the time of the 

incidents;  

Ms 3, an expert witness for the NMC who works in clinical health care. A lead officer for 

training and education in relation to custodial care.  

Mr 2, Custody Sergeant at Gwent Police at the time of the incidents; 

Mr 3, a Sergeant at Gwent Police asked to contribute to the Police Investigation  

  

The panel also heard oral evidence on oath from you and heard evidence from one 

expert witness called on your behalf and also took into account two letters from other 

clinicians. The witness who gave expert evidence was Dr 1.  

 

Dr 1, a Forensic Medical Examiner who had worked with Gwent Police in the past; 

 

The panel began by considering the credibility of the witnesses it had heard.  

 

The panel was of the view that Mr 1’s evidence was credible, helpful, honest and 

professional. He accepted the limitations placed on his evidence that he was not 

clinically qualified. His role was to conduct the Police’s internal investigation.  

 

Ms 1’s evidence was credible, clear, balanced and fair. She spoke of her good working 

relationship with you within the custody suite.  

 

Ms 2’s evidence was credible and clear. She accepted when she couldn’t remember but 

was clear in her recollection of what she was told by you during handover.  
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Ms 3’s evidence was helpful and professional regarding what best practise should look 

like, however the panel considered that she had not taken into account the pressures 

and stresses that may have occurred working over Halloween in the specific custody 

suite environment mentioned in the allegations. Her ability to comment was limited by 

the information made available to her. She had not seen all the custody records relating 

to all the detainees. She had not requested your account of the allegations against you. 

She stated that the clinical investigation should have been carried out before the police 

investigation took place. The panel considered that her evidence was limited by the 

extent to which she was able to access all the information, some but not all of which has 

since become available to the panel.  

 

Mr 2’s evidence was limited in relation to the clinical care you provided but helpful as to 

describing the busy shift in question. He told the panel what his expectations would be 

of a custody nurse and the processes to be followed.  

 

Mr 3’s evidence assisted in explaining the documentation relating to the incidents in 

question. 

 

Dr 1’s evidence was limited. She was not a direct witness to the incidents alleged.  

 

The panel next considered your evidence.  Although the panel found your evidence 

defensive at times it decided that you did not attempt to mislead it. The panel 

acknowledged that in the absence of a clinical investigation at the time of the events, 

this was the first time you had been able to vocalise your response to the allegations 

against you in front of clinical colleagues. The panel noted that you genuinely believed 

your performance on the night of the allegations to be satisfactory.  

 

The panel concluded that the statement below that you had made during your police 

interview for the internal investigation on 3 February 2016 was helpful when assessing 

how you would usually go about your duties.  
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“Well I look at all the people that are flagged up for me. I look at the custody at 

handover from the previous nurse and I prioritise what I think and who needs to be seen 

first, sometimes I’d do like a ward round if you like, I’ll go around the cells and look at 

each individual … obviously I cannot see everybody at the same time. I have to put 

them in a pecking order so to speak. “ 

 

The panel next went on to consider the charges and made the following findings: 

 

Charge 1.1: 

 

1. That you, a registered nurse, whilst employed by Gwent Police as a custody 

nurse during a night shift on 31 October 2015/1 November 2015: 

 

Having been notified that your attendance was required for a detainee 

assessment, you failed to provide an adequate standard of care, in that: 

 

1.1  In respect of Detainee 1 who presented as an alcoholic of 5 years, was 

intoxicated and was taking prescription only medication, you did not examine 

or speak to the Detainee;   

 

This charge is found proved. 

 

The panel noted your evidence was that you did not examine or speak to Detainee 1. 

You said that this was reasonable due to the busy nature of the shift in question.  

  

However, the panel noted from the Niche records that A HCP flag had been raised at 

02:29.  The keystrokes information, Exhibit 5, (which identifies when you were using a 

computer and for what purpose) suggests that you were undertaking other work at the 

time and that an assessment of Detainee 1 was requested and could have been 

undertaken subsequently.  
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The panel concluded that as a HCP flag was raised there was a need for an 

assessment and in the circumstances there was a duty on you to carry out the best 

assessment possible. 

 

Charge 1.2: 

 

1.2  In respect of Detainee 2, who was suspected of having taken drugs before 

arrest and was intoxicated, you did not examine or speak to the Detainee;   

 

This charge is found proved  

 

In reaching its decision the panel noted that your evidence was that you did not 

examine or speak to Detainee 2 as you were seeing to Detainee 3 at the time. You 

further stated that you did not see the HCP flag and that you were not aware of 

Detainee 2 and did not notice that flag during the rest of your shift as such he was not 

included in the handover. You said that you had been on the phone and had been 

occupied with other tasks.  

 

The panel noted the evidence it heard from CM that given Detainee 2’s presentation a 

prioritisation for assessment was needed.  You stated that you considered the usual 

procedure in the circumstances to have been for a police sergeant to call for a HCP 

straight away and that if this was not possible for a police sergeant to send the Detainee 

to hospital.  

 

However, the panel concluded that as the HCP flag was raised there was a need for an 

assessment. Given the circumstances of Detainee 2’s presentation there was a duty on 

you to carry out the best assessment possible in the circumstances.  Further the panel 

also noted that you had not highlighted the need for Detainee 2 to be assessed at the 

handover, when completing your shift.   
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Charge 1.3 

 

1.3  In respect of Detainee 3, who presented with fractures to his right tibia and 

fibula, PTSD and a history of self-harm, you did not examine the Detainee;   

 

This charge is found proved  

 

The panel noted that your evidence was that you had not examined Detainee 3 beyond 

a brief conversation at the custody desk. You also accepted as part of the police 

investigation that you had been asked to look at Detainee 3.  

 

The panel noted that Detainee 3 can be distinguished from the others as no HCP flag 

had been raised. Detainee 3 had come from hospital and had been seen upon his 

arrival in custody. 

 

The panel noted that Detainee 3 had presented with his leg in a back slab plaster cast 

and that a need for further examination would therefore be essential, even if this was 

limited to circulatory and other checks.  

 

The panel noted the evidence of Ms 1. The panel considered that as soon as you had 

been made aware of Detainee 3 you should have undertaken a more detailed and 

appropriate assessment than merely the conversation you had at the custody desk. 

 

 

Charge 1.4: 

 

1.4  In respect of Detainee 7, who presented with a history of depression and 

anxiety and who was intoxicated, you did not examine or speak to the 

detainee; 

 

This charge is found proved. 
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In reaching its decision the panel considered your evidence was that you had not 

assessed Detainee 7. You said that an assessment wasn’t possible whilst the Detainee 

was intoxicated.  

 

The panel noted that Detainee 7 had a history of depression and intoxication.  

 

The panel considered the evidence of Ms 3 that it would have been appropriate for you 

in the circumstances to rule out any other reason for Detainee 7’s intoxication.  It noted 

that Detainee 7 was on 30-minute observations and had been documented as being 

capable of being roused and fit for discussion by others attending him. 

 

The panel noted that a HCP flag was raised midway into the shift (solely on the basis of 

Detainee 7’s depression and anxiety) therefore there was a need for an assessment 

before the end of the shift. It therefore considered that you had an opportunity for you to 

do this.  

 

  

Charge 1.5.1: 

 

1.5  In respect of Detainee 10 who presented as intoxicated and who had facial 

and arm injuries which may have been the result of an assault, you: 

 

1.5.1 you did not examine or speak to the detainee; 

 

This charge is found proved. 

 

In reaching its decision the panel noted that you had accepted in your evidence that you 

did not examine or speak to Detainee 10. You said that Detainee 10 had arrived whilst 

you were on your break.  

 

The panel further noted that Detainee 10 had injuries, including bruising to an eye, as a 

result of an assault. It noted the evidence of Ms 1 that assessment of Detainee 10 was 

a high priority to rule out the possibility of a head injury.  You stated in your evidence 
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that any Detainee with a head injury should have been sent to A&E by the custody 

sergeant.  

 

The panel considered that given the presentation of Detainee 10 an assessment was 

urgently needed to assess Detainee 10 for a head injury. You had adequate time to do 

this after you had returned from your break. The panel noted that an HCP flag had been 

raised for an assessment. The panel concluded that as there was a need for an 

assessment there was a duty on you to carry out the best assessment possible. 

 

  

Charge 1.5.2: 

 

1.5  In respect of Detainee 10 who presented as intoxicated and who had facial 

and arm injuries which may have been the result of an assault, you: 

 

1.5.2 Did not triage the detainee as a priority to exclude an underlying 

head injury. 

 

This charge is found proved. 

 

Given its findings above and your admission that you did not assess Detainee 10, the 

panel found this charge proved.  

 

Charge 2: 

 

2. In respect of one or more of the detainees in charge 1 above, you failed to 

document your rationale for not examining or speaking to the detainee(s), despite 

the request for a healthcare assessment being made;  

 

This charge is found proved. 

 

The panel noted that in your evidence that you accepted (in general) that you did not 

document when a detainee had not been seen. You said that this was your usual 

process. The panel had regard to the handover document which you emailed to 
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Colleague A at the end of your shift. In this document you record a limited explanation 

as to why you did not assess Detainees 1 and 7.  

 

However, the panel noted that you had failed to provide any rationale as to why you had 

not responded to a request for a healthcare assessment in respect of Detainees 2, 3 

and 10. The panel noted that there was no explanation as to why you had not 

responded.  

 

The panel considered that you were under a duty to assess and examine all Detainee’s 

referred to you or were under a duty to provide your rationale as to why you had not 

examined them. 

 

Charge 3: 

 

3. In your handover to Colleague A, you failed to mention that you had not yet 

assessed or seen either Detainee 1 or Detainee 2. 

 

This charge is found not proved in relation to Detainee 1 but proved in relation to Detainee 2. 

 

The panel noted that you had recorded on the handover note to Colleague A in relation 

to Detainee 1 “alcoholic to asses when sober”.   The panel concluded that on the 

evidence of this handover note you had indicated that Detainee 1 needed to be 

assessed. 

 

The panel further noted your assertion that Detainee 2 had not been listed in the 

medical handover email. You explained that Detainee 2 had not come to your notice 

because of this. You told the panel that you had told Ms 2 on the verbal handover about 

Detainee 2.   

 

However, the panel concluded that you had not made it clear that you had not seen 

Detainee 2. It had no evidence of the conversation you had at the handover and despite 

your assertion the panel considered that more appropriate documentation/escalation 

was required in the circumstances.  
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Charge 4.1.1: 

 

4. In respect of one or more of the detainees seen by you, you failed to adequately 

assess the detainee and/or adequately record your assessment, more 

specifically:  

 

4.1  In respect of a fitness to release assessment of Detainee 4, a juvenile: 

 

4.1.1 The assessment took 1 minute when this would have been an 

inadequate amount of time to conduct the assessment; 

 

This charge is found not proved. 

 

In reaching its decision the panel noted the timeline presented. It noted that in your 

evidence you had stated that you had seen Detainee 4 for more than a minute.  The 

panel noted that you had documented on his Niche record “DP settled in mood. Jovial in 

manner. Fit for release.” 

 

The panel considered it had insufficient evidence to show that on the balance of 

probabilities that you had only been with Detainee 4 for just a minute. The assessment 

of Detainee 4 took place during the early part of the shift in question and you therefore 

would have had more time for an assessment.  It concluded that the records showed 

that your assessment of Detainee 4 had taken place over a maximum of two minutes 

which could have been sufficient time.  

 

Charge 4.1.2: 

 

4.1  In respect of a fitness to release assessment of Detainee 4, a juvenile: 

4.1.2 You did not discuss and/or record having discussed or consider 

and/or record having considered, safeguarding issues; 

 

This charge is found proved. 
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In reaching its decision, the panel noted it had no evidence before it to show you had 

discussed or recorded safeguarding issues with Detainee 4. You said in your evidence 

that when meeting Detainee 4 you had discussed safeguarding issues but that this was 

something that would also be the responsibility of the police. You said a fitness to 

release assessment does not have a standard form and that you would only raise 

safeguarding issues if you had a specific concern.   

 

However, the panel noted that whilst you may have had a conversation with Detainee 4 

ultimately deciding that ‘no issues’ in relation to safeguarding existed. The panel 

considered that this should have been part of your assessment and you had a duty to 

make a better record in order that others could determine what you had assessed.  

 

Charge 4.1.3: 

 

4.1 In respect of a fitness to release assessment of Detainee 4, a juvenile: 

 

4.1.3 You did not discuss and/or record having discussed or consider 

and/or record having considered, any social history or social issues; 

 

This charge is found proved. 

 

As above the panel noted that whilst you may have had a conversation with Detainee 4 

ultimately deciding that there were ‘no issues’ in relation to social history or social 

circumstances, this should have been part of your assessment and that you had a duty 

to make a better record in order that others could determine what you had assessed. 

 

Charge 4.2.1 

 

4.2  In respect of Detainee 5 who was alcohol dependent, intoxicated and on anti-

psychotic medication, you: 

 

4.2.1 recorded that the detainee was too intoxicated to assess; 

 

This charge is found proved. 
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The panel noted that you had recorded in relation to Detainee 5 “too intoxicated to 

assess” at 19:25 at the beginning of your shift but failed to assess for withdrawal 

symptoms by the end of your shift when you had a duty to do so.  

 

Charge 4.2.2: 

 

4.2. In respect of Detainee 5 who was alcohol dependent, intoxicated and on 

anti-psychotic medication, you: 

 

4.2.2 did not provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be 

managed; 

 

This charge is found not proved  

 

The panel has no evidence that you had a duty to advise and/or document in relation to 

Detainee 5. The panel considered that to do so would be more than would have been 

reasonably expected of you at that time.   

 

Charge 4.2.3: 

 

4.2  In respect of Detainee 5 who was alcohol dependent, intoxicated and on anti-

psychotic medication, you: 

 

4.2.3 did not record that there was potential for this detainee to suffer 

withdrawal symptoms; 

 

This charge is found not proved  

 

The panel has no evidence that there was a duty on you to record the potential for 

Detainee 5 to suffer withdrawal symptoms. The panel considered that to do so would be 

more than would have been reasonably expected of you at that time.   
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Charge 4.2.4: 

 

4.2. In respect of Detainee 5 who was alcohol dependent, intoxicated and on 

anti-psychotic medication, you: 

 

4.2.4 did not take and/or record that you had taken clinical observations; 

 

This charge is found proved. 

 

In reaching its decision, the panel noted your evidence was that you would not have 

taken or recorded clinical observations whilst Detainee 5 was intoxicated. 

 

However, the panel noted the evidence of Ms 3 in which she stated that Detainee 5 had 

significant mental issues and that alcohol withdrawal could have been fatal in such 

circumstances. She also told the panel that best practice would have been at least take 

base line observations. It also noted Ms 2 had commented that a full assessment 

should have been carried out as soon as possible, followed by ongoing monitoring.  

 

The panel considered that once you had made the initial assessment that Detainee 5 

was ‘too drunk to assess’ you had time within the shift to have re-checked Detainee 5. 

By not doing so and by not performing basic observations Detainee 5 was left at risk of 

suffering alcohol withdrawal symptoms.  The panel noted that Detainee 5 had a high-

risk profile and that at 19:56 Detainee 5 had been recorded as awake in his cell and at 

that time could have been assessed. The panel also accepted your evidence that 8 

hours following the last intake of alcohol could be a critical time for symptoms to arise 

and therefore you had a duty to assess for such during your shift.  

 

 

Charge 4.2.5: 

 

4.2. In respect of Detainee 5 who was alcohol dependent, intoxicated and on 

anti-psychotic medication, you: 
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4.2.5 did not conduct a review prior to the detainee’s release;     

 

This charge is found not proved. 

 

In reaching its decision, the panel considered that you would not be required to conduct 

a pre-release review of Detainee 5. You were not on duty at that time. Detainee 5 was 

released at 16:49 on 1 November 2015. 

  

Charge 4.3.1: 

 

4.3 In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.1 did not conduct a visual assessment when this would have been 

preferable to a full assessment  in light of the detainee’s level of 

non-compliance; 

 

This charge is found not proved. 

 

The panel noted the entry you had made detailed that you had undertaken a visual assessment 

of Detainee 6. It noted that the NMC had not provided any evidence on this charge.  

 

Charge 4.3.2: 

 

4.3  In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.2 did not provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be 

managed; 

 

This charge is found not proved.  
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The panel has no evidence that there was a duty on you to provide medical advice 

and/or document that you had provided medical advice as to how the intoxication was to 

be managed. The panel considered that to do so would be more than would have been 

reasonably expected of you at that time.   

 

Charge 4.3.3: 

 

4.3  In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.3 did not provide medical advice and/or document that you had 

provided medical advice as to head injury warning flags; 

 

This charge is found not proved. 

 

In reaching its decision, the panel noted that Detainee 6 had returned from the hospital 

with a letter from the hospital. The panel concluded that because of this, medical advice 

was already in place and therefore there was no duty to provide further advice unless 

the Detainee’s condition altered.  

  

Charge 4.3.4: 

 

4.3  In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.4 did not treat the detainee as a medical emergency when he 

vomited, suspected blood-stained vomit, at approximately 01:41; 

 

This charge is found not proved. 

 

The panel noted that a request for an HCP was raised at 1:59 in relation to Detainee 6. 

It noted from the records that at that time you were attending to another Detainee. The 

panel was not provided with any information regards the needs of that Detainee.  The 

panel does not know when exactly you were made aware of Detainee 6 or when the 
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information was written in the log that an assessment was required. The panel therefore 

concluded that it had no evidence when you were told of the medical emergency in 

relation to Detainee 6 or what your priorities were in relation to other Detainee’s at that 

time.  

 

Charge 4.3.5: 

 

4.3  In respect of Detainee 6 who had suffered a head injury whilst in custody, 

who was intoxicated and non-compliant with any assessment, you: 

 

4.3.5 having been sent to hospital and then returned back to custody, did 

not conduct a medical review of this detainee; 

 

This charge is found proved. 

 

In reaching its decision, the panel noted that Detainee 6 had been released from 

Hospital and was therefore considered by other medical practitioners to be fit for 

custody. However, the panel considered that there remained a duty on you to reassess 

Detainee 6 following his journey from the Hospital and his arrival at the custody suite. It 

noted that an HCA was required at this point given the severity of Detainee 6’s past 

injury and the risks his presentation still posed.  

 

Charge 4.4.1: 

 

4.4. In respect of Detainee 8, a juvenile who presented as intoxicated, 

extremely aggressive, was in restraints and who had both medical and mental 

health issues, you: 

 

4.4.1 undertook a cell triage assessment lasting 1 minute when 

this would have been an inadequate amount of time to 

conduct the assessment; 

 

This charge is found not proved. 
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In reaching its decision, the panel noted that your evidence that you had conducted a 

visual observation of Detainee 8. You said that a ‘full’ assessment was not possible due 

to his presentation. The panel considered that it could not be satisfied that the cell triage 

assessment in the cell had only lasted a minute. The panel agreed that it may have 

been difficult for you to do more, given the presentation of Detainee 8.   

 

The panel found that in the circumstances you had adequately assessed Detainee 8.  

 

Charge 4.4.2: 

 

4.4.2 did not undertake clinical observations and/or record that you had undertaken 

clinical observations 

 

This charge is found proved. 

 

In reaching its decision the panel noted the presentation of Detainee 8 who was under restraint, 

which made him very difficult to assess, other than determining that his behaviour indicated that 

he was conscious and breathing.   

 

The panel determined that you had a duty to record why it was not possible to undertake further 

clinical observations.  

 

Charge 4.4.3 

 
4.4.3 offered the detainee nicotine gum when it was inappropriate to do so; 

 

This charge is found not proved. 

 

The panel accepted your explanation that you had offered nicotine gum to Detainee 8 

as a de-escalation technique. There was no evidence that you had intended to supply 

the nicotine gum and further noted that you would have needed a prescription to do so.  
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Charge 4.4.4. 

  

4.4.4 despite this detainee being in custody for 8 hours of your shift, did not conduct a 

proper assessment; 

 

This charge is found proved. 

 

The panel noted that Detainee 8 had remained aggressive and shouting for the 8-hour 

period he had been in custody. It also noted the evidence before it that the attending 

custody officers had also been unable to engage with Detainee 8 after you had finished 

your shift at 7:11am.  However, you still had a duty to attempt assessment of Detainee 8 

later in your shift in view of the risk presented in restraint.  

 

Charge 4.5  

 

4.5  In respect of Detainee 9 who presented as intoxicated and disclosed that she 

suffered depression and self-harm, you did not provide medical advice and/or document 

that you had provided medical advice as to how the intoxication was to be managed; 

 

This charge is found not proved. 

 

The panel considered that to provide medical advice and/or document that you had 

provided medical advice in relation to Detainee 9 would have been more than could 

have been reasonably expected of you at the time.  The panel noted that the 

documentation you had provided in the Niche computer system was adequate. You had 

stated that Detainee 9 was mildly intoxicated and dealt with all of the medical issues 

present.  

  

Charge 4.6 

 

4.6  In respect of Detainee 11 who presented as intoxicated and who had asthma 

and bowel problems, you did not provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be managed; 
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This charge is found not proved. 

 

The panel considered that to provide medical advice and/or document that you had 

provided medical advice in relation to Detainee 11 would have been more than could 

have been reasonably expected of you at the time.   

 

The panel noted that you had adequately recorded on the niche system that Detainee 

11 was intoxicated and how this was to be managed. The panel has no evidence that 

there was a duty on you to provide medical advice and/or document that you had 

provided medical advice as to how the intoxication was to be managed. The panel 

considered that to do so would be more than would have been reasonably expected of 

you at that time. 

 

 

Submission on misconduct and impairment:  

 

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

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

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

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

on the register unrestricted.  

 

In her submissions Ms Elcoate-May invited the panel to take the view that your actions 

amounted to breaches of The Code: Professional standards of practice and behaviour 

for nurses and midwives (2015). She then directed the panel to specific paragraphs and 

identified where, in the NMC’s view, your actions amounted to misconduct.  

 

Ms Elcoate-May referred the panel to the case of Roylance v GMC (No. 2) [2000] 1 AC 

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

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

 

She then moved on to the issue of impairment, and addressed the panel on the need to 

have regard to protecting the public and the wider public interest. This included the 
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need to declare and maintain proper standards and maintain public confidence in the 

profession and in the NMC as a regulatory body. Ms Elcoate – May referred the panel to 

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

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

 

In terms of remediation, Ms Elcoate- May said that the issues raised in this case had not 

been addressed by you and therefore a risk of repetition remains. In terms of insight, 

she said that was limited at this time as you had failed to recognise the risk of harm your 

actions may have caused.  

 

You gave evidence again at this stage. You said a few days after the shift in question 

you received a phone call from a Police Inspector, who said you would not be allowed to 

come into work and that you were now required to work in an office. You worked in an 

office based role for 12 months while the internal investigation was undertaken and you 

did not return to work as a custody nurse. You were later dismissed.  

 

In September 2016 you found a role as a full time Band 6 Community Psychiatric Nurse. 

You explained what your current role entails. You said that your health had not affected 

your current role but you had had some periods of sickness. You told the panel that you 

love your current role and that you like to see people get well again.  Since being in this 

role you said no complaints or disciplinary action had been taken against you. You said 

that you would never return to work as a custody nurse again. You cited a lack of 

clinical organisation and that you had hoped things would get better but, they got worse. 

You said that you considered the role to be an unsafe role. You said that in your current 

role you get proper training and supervision and you are allowed to work to the best of 

your ability.  You took the panel through the references you had provided.  

 

Mr Morris on your behalf submitted that the failings the panel had identified, were 

essentially prioritisation and record keeping.  He reminded the panel that context is 

everything. He submitted to the panel that until the events in question there had been 

no cause for concern. He submitted that your fitness to practice is not currently 

impaired.  He told the panel that you were not seeking to deflect responsibility on to 

others and that the role of a custody nurse was collaborative in nature. He said that it is 
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clear in his submission that you are not a reckless or carefree practitioner. You 

explained the importance you place on patient care. You are acutely aware of mental 

health issues.   

 

Mr Morris asked the panel to keep in mind your mental health background and how the 

shift in question could not have been easy for you. He said the failings that the panel 

had found were not serious enough to amount to misconduct.  In terms of impairment 

Mr Morris reminded the panel that this was one shift over an unblemished career. He 

said that the chance of you returning to the custody setting was extremely low.  He 

referred the panel to the references you had provided from your current colleagues, he 

said all of them were glowing references and were of the highest praise. He said that by 

this process and by losing your job, you had learnt your lesson.  

 

The panel has accepted the advice of the legal assessor. 

 

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

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

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

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

misconduct.  

 

Decision on misconduct 

 

The panel considered all the evidence before it, in reaching its decision the panel took 

into account the submissions of Ms Elcoate-May and the submissions of Mr Morris on 

your behalf.  

 

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 misconduct the panel had 

regard to the terms of the 2015 Code.  
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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 the following 

breaches of the Code in relation to the charges.  

 

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 (charges 1, 4.2.4, 4.4.2, 

4.4.4) 

 

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

delivered without undue delay (charges 1, 4.2.4, 4.4.4) 

 

8 Work cooperatively  

To achieve this, you must:  

8.6 share information to identify and reduce risk (charges 4.1.2, 4.1.3, 2 and 3) 

 

10 Keep clear and accurate records relevant to your practice  

This includes but is not limited to patient records. It includes all records that are relevant 

to your scope of practice.  

To achieve this, you must: 

10.1 complete all records at the time or as soon as possible after an event, recording if 

the notes are written sometime after the event (charges 2, 3, 4.1.2, 4.1.3, 4.4.2)  

 

 

13 Recognise and work within the limits of your competence 

To achieve this, you must: 

13.1 accurately assess signs of normal or worsening physical and mental health in the 

person receiving care (charges 1.3, 4.3.5) 

 

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 
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The panel found that your failings on the shift in question, when taken individually and 

collectively did fall far below the standards of what would be expected of a registered 

nurse. The panel took into account your evidence that you had not been supported in 

your role and that you considered organisational failings led to your inability to function 

to the best of your abilities. However the panel also took into account that you had not 

made the full and proper assessment of many of the Detainees in your care and that 

your record keeping in turn had been inadequate.  

 

The panel concluded that your failures to carry out and record proper assessments 

(specifically in relation to Detainees 1, in relation to assessment and 5, 8) had the 

potential to cause actual harm to those in your care.  

 

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 when taken 

collectively did fall seriously short of the conduct and standards expected of a nurse and 

amounted to misconduct. 

 

Decision on impairment 

 

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

is currently impaired. 

 

Nurses occupy a position of privilege and trust in society. Patients and their families 

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

make sure that their conduct at all times justifies both their patients’ and the public’s 

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

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

Midwifery Council (2) Grant [2011] EWHC 927 (Admin) in reaching its decision, in 

paragraph 74 she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 
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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 

 

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. ... 
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The panel finds that your actions engage limbs a, b and c of the Grant criteria.  

You actions did breach fundamental tenets of the profession in that you did not make 

the care and safety of the Detainees your main concern on the shift in question in as 

much that their needs are recognised and responded to.  

 

Your failings in the past did put the Detainees at unwarranted risk of harm.  

 

Regarding insight, the panel considered that you have not shown that you understand 

fully the impact that your actions and inactions had or might have had on the Detainees 

in your care, your colleagues or on the profession.  

 

The panel is of the view that your attempts to reflect on your actions were simply an 

analysis of the organisational failings and lack of support you had been given rather 

than a personal, genuine understanding of the potential consequences your own 

behaviour had. Particularly, how your failings may have impacted on the Detainees in 

your care and the skills and abilities that you may have lacked at that time. The panel 

noted that you genuinely believed that your performance that night, on the shift in 

question was satisfactory.  

 

The panel did take into consideration that you were working on an extremely busy shift, 

covering two custody suites which you were responsible for. The shift also included 

caring for some of the physical and mental healthcare needs of some very challenging 

Detainees. It also noted your complaints in relation to the organisational failings and the 

inadequate clinical support you were provided with as part of your role.  

 

However, in its consideration of whether you had remedied the shortcomings in your 

practice the panel was of the view that you have not fully recognised your failings. There 

is no evidence of remediation and you have not undertaken any training in record 

keeping, the importance of documentation and prioritization of patient care, particularly 

in physical healthcare needs.  In light of its findings that you did not have insight into the 

impact of your actions on the Detainee’s in your care, the panel was of the view that 

there was a risk of repetition of your failings should you return to practise in a 

environment where the skill that you lacked in a custody nurse role were required.  
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The panel therefore decided that a finding of current impairment is necessary on the 

grounds of public protection.  

 

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

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

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

public confidence in the nursing and midwifery professions and upholding the proper 

professional standards for members of those professions. The panel determined that, in 

this case, a finding of impairment on public interest grounds was also required. It was of 

the view that the public would be concerned if your fitness to practice was considered 

not to be found impaired after the panel’s findings which related to both documentation, 

assessment and prioritisation of the care needs of the Detainees. 

 

Having regard to all of the above, in the panel’s judgement, your fitness to practise is 

currently impaired. 

 

Determination on sanction 

 

The panel has considered this case carefully and has decided to make a caution order 

for period of 5 years.  

 

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

adduced in this case, together with the submissions of Ms Elcoate-May on behalf of the 

NMC and by Mr Morris, on your behalf. 

 

You again gave evidence at this stage.  You took the panel through a recent appraisal 

that had taken place in your current role and also a document relating to your use of an 

electronic recording system you work with. You said that you have had time to reflect on 

the times you had recorded and documented care in your current role and how your 

recording skills had improved. You said in hindsight you would have acted differently on 

the shift in question. On reflection, you agreed that you could have done much better.  
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You said that you found working as a mental health and a general nurse together to be 

difficult in a custody suite environment.  

 

The panel heard and 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 SG. It recognised that the decision 

on sanction is a matter for the panel, exercising its own independent judgment.  

 

The panel first considered the aggravating and mitigating factors in this case, as follows: 

 

The panel identified the following aggravating factors: 

 

 Your failings involved numerous Detainees some of whom were 

vulnerable  

 You made multiple failings in relation to recording keeping, 

documentation and prioritisation of patient care.  

 Your conduct put Detainees at unwarranted risk of harm  

 You demonstrated a lack of insight and personal accountability, prior to 

giving evidence today.  

 

The panel identified the following mitigating factors: 

 

 Your failings occurred over a single shift on a very busy night, when 

normally there would have been an additional member of staff on duty 

and therefore you had no peer support 

 There were no prior regulatory findings.  

 There were no issues since the incident.  

 You are currently working without issue. There is strong evidence of 

observance of good practice in your current field where you have worked 

successfully for two years.  
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 There are numerous very positive testimonials from peers and senior 

staff in relation to your current role. 

 You recognised that you had attempted to practice outside your skillset in 

a custody setting and wouldn’t do so again without proper training.  

 

The panel then turned to the question of which sanction, if any, to impose. It considered 

each available sanction in turn, starting with the least restrictive sanction and moving 

upwards. 

 

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

inappropriate in view of the seriousness of the case. The panel determined 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 Sanctions Guidance, 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 based on the evidence you had given today, you had now 

demonstrated emerging insight into your past failings. This included acknowledging the 

skills in general nursing that you lacked and also that you would undertake retraining if 

you returned to a clinical environment that required those skills.  The panel noted that 

you had stated on oath that this was highly unlikely.  

 

The panel was reassured that you now understood the dual nature of your past role in 

the custody environment and how your failings in general nursing skills had contributed 

to the mistakes that you had made.  

 

The panel noted that you have provided very strong and positive references relating to 

your current role and had given oral evidence in which you had spoken clearly and 

positively about your approach to mental health nursing and how you now maintained 

clear and accurate records, undertake full and proper assessments as well as prioritise 
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those in your care. The panel considered that although your fitness to practice is 

impaired in a role such as a custody nurse it is not impaired in your current role as a 

mental health nurse. It noted the strong evidence of observance of good practice in your 

current field, where you have worked successfully for two years. 

 

The panel considered that these proceedings have been a salutary experience for you. 

 

The panel next considered whether it would be proportionate to impose a more 

restrictive sanction and looked at conditions of practice.  

 

The panel noted that you have been working for the last two years as a mental health 

nurse without restriction or further incident. The panel also noted that you are currently 

working well in an autonomous setting where you deal with vulnerable people and are 

highly thought of and valued by your colleagues.  

 

For the reasons above the panel concluded that no useful purpose would be served by 

a conditions of practice order and that it is not necessary to protect the public. The 

panel considered that a conditions of practice to address the particular areas of concern 

would be unworkable in your current working environment and to require such would be 

unduly punitive in terms of your time and potential financial commitments.   

 

The panel further considered that a suspension order would be disproportionate in your 

case as the public interest requirements can be satisfied by the imposition of a caution 

order.  

 

You are a skilled and competent mental health nurse and are currently working with no 

further issues or concerns. It considered that it would not be in the public interest to 

deprive the public of a highly skilled and competent mental health nurse even if only for 

a limited period.  

 

The panel has decided that a caution order would adequately serve the public interest.  
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For the next 5 years your employer or any prospective employer will be on notice that 

your fitness to practise had been found to be impaired. The panel has determined that 

to impose a caution order for a period of 5 years would be the appropriate and 

proportionate response. It would mark not only the importance of maintaining public 

confidence in the profession, but also send the public and the profession a clear 

message about the standards required of a registered nurse.  

 

At the end of this period the note on your entry in the register will be removed. However, 

the NMC will keep a record of the panel’s finding that your fitness to practise had been 

found impaired. If the NMC receives a further allegation that your fitness to practise is 

impaired, the record of this panel’s finding and decision will be made available to any 

practice committee that considers the further allegation. 

 

This decision will be confirmed in writing. 

 

 

 

 


