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Fitness to Practice Committee 

Substantive Meeting  

1-2 April 2019  

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

 
Name of Registrant Nurse:  Mrs Karen Ann Boyle 
     
NMC PIN:     76Y0299S 
      
Part(s) of the register:   Registered Nurse – Sub Part 1 
 
      Adult Nursing – November 1983 
 
  
Area of Registered Address:    Scotland      
 
Type of Case:     Misconduct  
 
Panel Members: Andrew Harvey (Chair Lay member) 

Ken Arndt (Registrant member) 

Alex Forsyth (Lay member) 

 

Legal Assessor: John Donnelly  

 

Panel Secretary: Calvin Ngwenya 

 

Facts proved:                                          1a, 1c, 2, 3, 4a, 4b and 4c 

 

Facts not proved:               1b and 1d 
     
Fitness to practise:         Impaired 
 
 
Sanction:     Striking-off Order    
                                                                  
 
 
Interim Order:     Suspension Order (18 months) 
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Decision on Proof of Service: 

 

The panel was informed that the notice for this substantive meeting had been sent by 

recorded delivery and first class post to Mrs Boyle’s address on the NMC Register on 

21 February 2019.  The notice of meeting indicated that the meeting for her case would 

take place on or after 29 March 2019. 

  

The panel heard and accepted the legal assessor’s advice. 

  

In the light of the information available, the panel was satisfied that the notice of the 

meeting had been sent to Mrs Boyle no fewer than 28 days before the date of this 

meeting. The panel was satisfied that notice had been served in accordance with Rules 

11A and 34 of The Nursing and Midwifery Council (Fitness to Practise) Rules Order of 

Council 2004 (as amended February 2012) (‘the Rules’).  

 

Details of charges: 

 

 That you, a registered nurse: 

 

1) Between 25 January 2016 and 7 February 2018, in relation to up to 16 unidentified 

patients, failed to appropriately manage smear test samples which you had taken in that 

you: 

 

a) Failed to label one of more of the tests adequately or at all; and/or  

 

b) Failed to adequately seal one or more of the tests; and/or 

 

c) Failed to record entries accurately or at all on the clinical notes; and/or 

 

d) Failed to act on notifications from the laboratory that tests pots had not been 

received. 
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2) On an unknown date prior to 3 January 2018, telephoned an unknown patient to 

advise that a previous smear test had not obtained sufficient cells so a further test 

would be required. 

 

3) On an unknown date prior to 10 January 2018, telephoned an unknown patient to 

advise that a previous smear test had not obtained sufficient cells so a further test 

would be required. 

 

4) Your actions in charges 2 and/or 3 were dishonest in that: 

 

a) Whilst you had previously taken a smear test for both patients, no result had been 

provided by the laboratory, meaning your explanation to each patient was incorrect. 

 

b) You intended to conceal the fact that the first smear test for each patient had not 

been received by the laboratory. 

 

c) You intended to conceal your mismanagement of the smear test sample for each 

patient. 

 

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

misconduct. 

 

Background: 

 

Mrs Boyle was referred to the NMC by the Strathcalder Practice, Alison Lea Medical 

Centre (“the Practice”), where she worked as a registered practice nurse and Smear 

Taker (ST). The referral related to allegations that Mrs Boyle failed to appropriately 

manage smear test samples involving up to 16 unidentified patients between January 

2016 and February 2018. Prior to joining the Practice in 2016, Mrs Boyle had previously 

worked at a practice in the Greater Glasgow and Clyde Trust Health Board area for 

approximately 14 years. 

 



Page 4 of 24 

 

On 3 January 2018, when Mrs Boyle was on sick leave, a number of her patients were 

reappointed to another Practice Nurse at the Practice, Ms 1. One of Mrs Boyle’s 

patients, Patient A, told Ms 1 that she had been informed by Mrs Boyle that insufficient 

cells had been taken during a previous smear test, conducted by Mrs Boyle, to allow 

the sample to be properly analysed by the laboratory. Therefore, a further test was 

required. On 10 January 2018, another of Mrs Boyle’s patients, Patient B, also informed 

Ms 1 that she had been contacted by Mrs Boyle who informed her that there were not 

enough cells taken from her first smear test and a further test would therefore be 

required.  

 

Following a review of Mrs Boyle’s smear-taking process and results, Ms 1 noted that 

there were no appropriate results, nor any result, on the Practice's computer system to 

suggest insufficient cells had not been obtained following the initial tests undertaken by 

Mrs Boyle for Patient A and B. There were also no results in the Scottish Central Smear 

System (“SCCRS”), which is the centralised computer system for recording smear tests 

and results in Scotland. A review of 35 women led to a focus on 16 women whose 

clinical records appeared to suggest a smear had been taken, but no result was 

subsequently identified. The review concluded that 16 smear test samples taken by Mrs 

Boyle had either not been received by the Practice's laboratory or, alternatively, been 

received by the laboratory but without appropriate labelling to identify the patient to 

whom the sample related. 

 

On 7 February 2018, Ms 1 held a meeting with Mrs Boyle regarding the missing smear 

tests. It is alleged that during the meeting Mrs Boyle stated that she kept a book of 

smears but she could not account for the missing smear tests. When asked whether 

she had any difficulties with her use of the Practice’s IT systems, Mrs Boyle allegedly 

stated that she did not have any. On 8 February 2018, Mrs Boyle sent her resignation 

letter to the Practice.  

 

A full investigation into Mrs Boyle’s practice was under taken by Dr 2, a Consultant in 

Public Health Medicine at NHS Lanarkshire Health Board (“the Health Board”). 

 

 



Page 5 of 24 

 

Decision on facts: 

 

The panel carefully considered all the documentary evidence contained in the NMC 

meeting bundle. The panel noted that Mrs Boyle has positively disengaged with NMC’s 

regulatory process. However, the panel drew no adverse inference from Mrs Boyle’s 

disengagement in its findings of facts. 

 

The panel heard and accepted the advice of the legal assessor, which included 

reference to the case of Ivey v Genting Casinos (UK) Ltd [2017] UKSC 67 in respect of 

the test it should apply in determining the allegations of dishonesty at charge 4. The 

panel was aware that the burden of proof rests on the NMC, and that the standard of 

proof is the civil standard, namely the balance of probabilities. This means that the facts 

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

occurred as alleged.  

 

The panel then went on to consider each individual charge and made the following 

findings: 

 

Charge 1: 

 

1. Between 25 January 2016 and 7 February 2018, in relation to up to 16 unidentified 

patients, failed to appropriately manage smear test samples which you had taken 

in that you: 

 

a). Failed to label one of more of the tests adequately or at all; 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the witness statement evidence of 

Ms 1 and Dr 2. In her witness statement Dr 2 considered that there was evidence to 

suggest that Mrs Boyle was not using SCCRS correctly. In her email to Ms 1 dated 9 

February 2018, Dr 2 wrote: “I have managed to speak to the lab who have run a report 

for at least 12 months and have identified approx. 12 women who were entered as 
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having had a smear taken at the practice by KB [Mrs Boyle] but for whom no result was 

available. This ties in with the numbers you mentioned.”  

 

Dr 2 stated that there was a possibility that the missing samples could be linked to 

instances of leaking vials or non-labelled vials ("DATIXED samples") that had been 

received by the laboratory. However, Dr 2 was of the view that whilst “It is not possible 

to [be] absolutely certain where these samples originated from as by definition they are 

‘untraceable’ but given that the likelihood of leaking vials and DATIXED samples is 

relatively low at the Lanarkshire level, this makes it more likely that they could have 

been the missing samples from [Mrs Boyle]. This degree of problems with leakage and/ 

or labelling would be considered unusual for any ST.” 

 

The panel also had regard to Ms 1’s statement where she states: “On 10 January 2018 

[Mrs Boyle] was again sick so another of her patients attended my clinic for a smear 

test. On discussion with the patient, she said that she had been contacted by [Mrs 

Boyle] to attend for a repeat smear that had originally been taken on 17 November 

2017 as 'there wasn't enough cells'. I checked the central smear system (SCCRS) and 

no smear result was recorded meaning that no smear sample had arrived at the 

laboratory, nor had there been a notification letter sent by the laboratory to the patient.” 

 

 The panel took into account Dr 2’s evidence in relation to the process a ST should 

undertake when conducting a smear test, particularly that the ST should log on the 

SCCRS and open a Cervical Cytopathology Request Form (CCR) at the beginning of 

each test. Dr 2 confirms that it is the ST's responsibility to ensure that the vial 

containing the sample is appropriately labelled and placed in the appropriate place for 

collection by the relevant laboratory. The panel considered that Mrs Boyle had been 

working at the Practice for two years and that she had previously worked at a practice 

in the Greater Glasgow and Clyde Trust Health Board area for approximately 14 years. 

The panel noted that Mrs Boyle was considered to be an experienced ST and following 

a review by Dr 2 of her tests as a whole, she was considered to be competent. 
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Taking all of the evidence into account, the panel found on the balance of probabilities, 

that Mrs Boyle failed to label one of more of the tests adequately or at all. It therefore 

found charge 1a proved. 

 

Charge 1b: 

 

b) Failed to adequately seal one or more of the tests; 
 

This charge is found not proved. 

 

The panel noted the witness statement evidence of Dr 2 that there was a possibility that 

the missing samples could be linked to instances of leaking vials or non-labelled vials 

("DATIXED samples") that had been received by the laboratory. However, the panel 

concluded that it had not been presented with sufficient cogent evidence to support the 

assertion that Mrs Boyle had failed to adequately seal one or more of the tests. The 

panel therefore found charge 1b not proved. 

 

Charge 1c: 

 

c) Failed to record entries accurately or at all on the clinical notes; 
 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the witness statement of Ms 1 

where she stated: “I found that 11 of these 36 entries were duplicate entries. This 

suggests that [Mrs Boyle] has opened SCCRS system twice for each patient. The 

system records the first entry as 'opened in error' as no clinical details have been 

entered and has not been completed. The second entry has clinical details entered (e.g 

Appearance of cervix looks normal) and has been completed; these 11 patients all had 

a result recorded to the second entry. 

Of the remaining 25 patients that did not have a smear test result, seven of these were 

further duplicate entries. The SCCRS had two entries per patient recorded on it for 
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different appointment days. The first entry included clinical details, such as the 

appearance of the cervix, but no result recorded against it. The second entry included 

corresponding clinical details as the first as well as the patient's result.” 

 

The panel had regard to the witness statement of Ms 1 where she explains two 

particularly concerning incidents in relation to Mrs Boyle’s failure to accurately record 

entries on the clinical notes. Ms 1 states: “A patient attended at the Practice for a smear 

test but did not wait. Nevertheless, [Mrs Boyle] has put through on the SCCRS that a 

test was undertaken and included clinical details. The patient attended for another 

appointment two weeks later and [Mrs Boyle] records the same clinical details and 

undertakes a smear test…” In relation to a second patient Ms 1 stated: “The second 

patient attended for a postnatal smear but was told to return at the 12-week post-birth 

date. Nevertheless, [Mrs Boyle] makes an entry on the SCCRS that a smear was taken 

and clinical details added.” 

Taking all of the evidence into account, the panel found on the balance of probabilities, 

that Mrs Boyle failed to record entries accurately or at all on the clinical notes. The 

panel therefore found charge 1c proved. 

 

Charge 1d: 

 

  d) Failed to act on notifications from the laboratory that tests pots had not been 

received. 

 

This charge is found not proved. 

 

In reaching this decision, the panel had regard to the witness statement evidence of Ms 

1 that: “If a pot does not arrive at the laboratory the patient smear test record remains 

open and it will stay like that for about three months. An alert goes to the clinical 

person's SCCRS stating that the smear sample pot has not arrived. The smear taker 

then asks the patient to come back in for a repeat smear test.” 
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The panel considered that it had been presented with evidence relating to the 

notification process from the laboratory when tests posts had not been received.  

However, the panel concluded that there was insufficient evidence that Mrs Boyle had a 

duty or responsibility to act on notifications from the laboratory and that she failed to do 

so. The panel therefore found charge 1d not proved.  

 

 

Charge 2: 

 

2) On an unknown date prior to 3 January 2018, telephoned an unknown patient to 

advise that a previous smear test had not obtained sufficient cells so a further test 

would be required. 

 

This charge is found proved. 

 

The evidence in support of this charge came from the witness statement of Ms 1 where 

she stated: “On 3 January 2018 [Mrs Boyle] was sick so a number of her patients were 

reappointed to me…A patient attended as she said she had been phoned by [Mrs 

Boyle] and told that insufficient cells had been taken on the first smear and therefore 

the test had to be repeated. This in itself can happen on occasions through no fault of 

the smear taker…The patient did not appear to understand why she had been called 

back in. I looked on the patient's records on our system and I could not see note of [Mrs 

Boyle] phoning her nor any result from the smear test on SCCRS, which would have 

highlighted if insufficient cells had been taken at the test.”  

The panel noted the procedure to be undertaken in cases where insufficient cells are 

taken as outlined in Ms 1’s statement where she stated: “In the event that insufficient 

cells are taken the laboratory would send a letter to the patient explaining this. This is 

always the procedure and, for instance, I have not ever known a laboratory contact a 

smear taker directly to ask them to call the patient back in rather than send the 

notification letter…The notification letter should be noted on SCCRS but I recall there 

was no such notification. This fact, and that there was no result of the smear test, 

indicated that the pot had not arrived at the laboratory for some reason.” 
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Taking all of the evidence into account, the panel found on the balance of probabilities, 

that on an unknown date prior to 3 January 2018, Mrs Boyle telephoned an unknown 

patient to advise that a previous smear test had not obtained sufficient cells so a further 

test would be required. The panel therefore found charge 2 proved. 

 

Charge 3: 

 

3) On an unknown date prior to 10 January 2018, telephoned an unknown patient to 

advise that a previous smear test had not obtained sufficient cells so a further test 

would be required. 

 

This charge is found proved. 

 

The evidence in support of this charge came from the witness statement of Ms 1 where 

she stated: “On 10 January 2018 [Mrs Boyle] was again sick so another of her patients 

attended my clinic for a smear test. On discussion with the patient, she said that she 

had been contacted by [Mrs Boyle] to attend for a repeat smear that had originally been 

taken on 17 November 2017 as 'there wasn't enough cells'. I checked the central smear 

system (SCCRS) and no smear result was recorded meaning that no smear sample 

had arrived at the laboratory, nor had there been a notification letter sent by the 

laboratory to the patient….[Mrs Boyle] had entered on the SCCRS that she had taken 

the smears but there was not a result. If a pot does not arrive at the laboratory the 

patient smear test record remains open and it will stay like that for about three months. 

An alert goes to the clinical person's SCCRS stating that the smear sample pot has not 

arrived. The smear taker then asks the patient to come back in for a repeat smear test.”  

The panel noted the procedure to be undertaken in cases where insufficient cells are 

taken as outlined in Ms 1’s statement where she stated: “In the event that insufficient 

cells are taken the laboratory would send a letter to the patient explaining this. This is 

always the procedure and, for instance, I have not ever known a laboratory contact a 

smear taker directly to ask them to call the patient back in rather than send the 



Page 11 of 24 

 

notification letter…The notification letter should be noted on SCCRS but I recall there 

was no such notification. This fact, and that there was no result of the smear test, 

indicated that the pot had not arrived at the laboratory for some reason.” 

Taking all of the evidence into account, the panel found on the balance of probabilities, 

that on an unknown date prior to 10 January 2018, Mrs Boyle telephoned an unknown 

patient to advise that a previous smear test had not obtained sufficient cells so a further 

test would be required. The panel therefore found charge 3 proved. 

 

Charge 4a: 

 

Your actions in charges 2 and/or 3 were dishonest in that: 

 

4 a) Whilst you had previously taken a smear test for both patients, no result had been 

provided by the laboratory, meaning your explanation to each patient was incorrect. 

 

This charge is found proved. 

 

In reaching its decision, the panel considered that it had found the factual aspects of 

charges 2 and 3 proved as outlined above. 

 

The judgement in Ivey, states that: “When dishonesty is in question the fact-finding 

tribunal must first ascertain (subjectively) the actual state of the individual’s knowledge 

or belief as to the facts…once his actual state of mind as to knowledge or belief as to 

facts is established, the question whether his conduct was honest or dishonest is to be 

determined by the fact-finder by applying the (objective) standards of ordinary decent 

people. There is no requirement that the defendant must appreciate that what he has 

done is, by those standards, dishonest.” 

 

In determining the question of dishonesty, the panel ascertained Mrs Boyle’s knowledge 

or belief as to the facts and then went on to consider whether her conduct would be 

deemed dishonest by applying the standards of ordinary decent people.  
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The panel had regard to the evidence that Mrs Boyle had been working at the Practice 

for two years and that she had previously worked at a practice in the Greater Glasgow 

and Clyde Trust Health Board area for approximately 14 years. The panel noted that 

Mrs Boyle was considered to be an experienced ST and following a review by Dr 2 of 

her tests as a whole, she was considered to be competent. The panel considered that 

Mrs Boyle had previous knowledge and demonstrable experience as a ST and would 

have been familiar with the centralised SCCRS that was used in Scotland. The panel 

also considered that there was clear guidance, processes and procedures in relation 

the taking of samples which Mrs Boyle would have been familiar with given her 

extensive experience as ST.  

 

The panel considered the evidence of Ms 1 that the fact that there were no results for 

the smear tests indicated that the test pots had not arrived at the laboratory for some 

reason. Therefore no result had been provided by the laboratory, which gave positive 

confirmation that the samples for those patients had not been received. The panel 

considered that Mrs Boyle would have known if the smear tests had not been received 

by the laboratory as the results are sent electronically to the tester. The panel noted 

that the laboratory could not have informed Mrs Boyle that insufficient cells had been 

taken during the smear test as the relevant laboratory would have sent a letter directly 

to the patient. However, Mrs Boyle had given the misleading explanations that 

insufficient cells had been taken on the patients’ first smears and therefore the tests 

had to be repeated. Instead of being open and honest about the reasons for requiring 

the smear tests to be retaken, Mrs Boyle gave an incorrect rationale to the patients. In 

the panel’s view, by giving the incorrect rationale, Mrs Boyle sought to deflect from the 

fact that the tests never arrived at the laboratory.  

 

In the panel’s judgement, Mrs Boyle would have realised that she had made a mistake 

and instead of being honest and transparent with the patients, she fabricated a reason 

for recalling the patients. In the panel’s view, Mrs Boyle’s actions were not isolated, but 

represented a repeated and systematic course of conduct, over a period of time. The 

panel concluded that by circumventing the correct procedure, as outlined in the 

statement of Ms 1 above, to cover her errors, Mrs Boyle’s actions were dishonest.  
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The panel considered the standards of ordinary decent people. It determined that an 

ordinary decent person, with a full understanding of the circumstances and Mrs Boyle’s 

state of knowledge, would view her conduct as outlined in charges 2 and 3, in relation 

to the incorrect explanations she gave to the patients,  to be dishonest. Therefore, 

having considered all the evidence, and having applied the test set out in Ivey, the 

panel was satisfied that the NMC has shown, on the balance of probabilities, that Mrs 

Boyle acted dishonestly. It therefore found charge 4a proved.  

 

Charge 4b: 

 

Your actions in charges 2 and/or 3 were dishonest in that: 

 

4 b) You intended to conceal the fact that the first smear test for each patient had not 

been received by the laboratory. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the fact that Mrs Boyle was an 

experienced ST who had the skills and experience for the role and had knowledge of 

the centralised SCCRS. The panel considered that Mrs Boyle would have known if the 

smear tests had not been received by the laboratory as the results are sent 

electronically to the tester. The panel noted that the laboratory could not have informed 

Mrs Boyle that insufficient cells had been taken during the smear test as the relevant 

laboratory would have sent a letter directly to the patient. However, Mrs Boyle had 

given the misleading explanation that insufficient cells had been taken on the patients’ 

first smears and therefore the tests had to be repeated, giving the false impression that 

the patients’ first smear test had been received by the laboratory. The panel determined 

that the incorrect rationale given to the patients by Mrs Boyle was to conceal the fact 

that the first smear test for each patient had not been received by the laboratory.  

 

In the panel’s judgement, Mrs Boyle would have realised that she had made a mistake 

and instead of being honest and transparent with the patients, she fabricated a reason 
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for recalling the patients. In the panel’s view, Mrs Boyle’s actions were not isolated, but 

represented a course of conduct over a long period of time.  

 
The panel considered the standards of ordinary decent people. It determined that an 

ordinary decent person, with a full understanding of the circumstances and Mrs Boyle’s 

state of knowledge, would view her conduct as outlined in charges 2 and 3, in relation 

to concealing her errors, to be dishonest. Therefore, having considered all the 

evidence, and having applied the test set out in Ivey, the panel was satisfied that the 

NMC has shown, on the balance of probabilities, that Mrs Boyle acted dishonestly. It 

therefore found charge 4b proved.  

 

Charge 4c: 

 

Your actions in charges 2 and/or 3 were dishonest in that: 

 

4 c) You intended to conceal your mismanagement of the smear test sample for each 

patient. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the fact that Mrs Boyle was an 

experienced ST who had the skills and experience for the role and had knowledge of 

the centralised SCCRS. The panel considered that Mrs Boyle would have known if the 

smear tests had not been received by the laboratory as the results are sent 

electronically to the tester. The panel noted that the laboratory could not have informed 

Mrs Boyle that insufficient cells had been taken during the smear test as the relevant 

laboratory would have sent a letter directly to the patient. However, Mrs Boyle had 

given the misleading explanation that insufficient cells had been taken on the patients’ 

first smears and therefore the tests had to be repeated, giving the false impression that 

the patients’ first smear test had been received by the laboratory. The panel determined 

that the incorrect rationale given to the patients by Mrs Boyle was to conceal her 

mismanagement of the smear test sample for each patient. 
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In the panel’s judgement, Mrs Boyle would have realised that she had made a mistake 

and instead of being honest and transparent with the patients, she fabricated a reason 

for recalling the patients. In the panel’s view, Mrs Boyle’s actions were not isolated, but 

represented a course of conduct over a long period of time.  

 
The panel considered the standards of ordinary decent people. It determined that an 

ordinary decent person, with a full understanding of the circumstances and Mrs Boyle’s 

state of knowledge, would view her conduct as outlined in charges 2 and 3, in relation 

to concealing her mismanagement of the smear test sample for each patient, to be 

dishonest. Therefore, having considered all the evidence, and having applied the test 

set out in Ivey, the panel was satisfied that the NMC has shown, on the balance of 

probabilities, that Mrs Boyle acted dishonestly. It therefore found charge 4c proved.  

 

Decisions on misconduct and impairment: 

 

Having decided its finding on the facts, the panel then moved on to consider, whether 

the facts found proved amount to misconduct and, if so, whether Mrs Boyle’s fitness to 

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

suitability to remain on the register unrestricted. 

 

The panel heard and accepted the advice of the legal assessor, which included 

references to the cases of Roylance v General Medical Council (no. 2) [2000] 1 AC 311; 

Cohen v General Medical Council [2008] EWHC 581 (Admin) and Council for 

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

EWHC 927 (Admin), in relation to the factors the panel should into account when 

considering misconduct and impairment.   

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, Mrs Boyle’s fitness to practise is currently impaired as a result of that 

misconduct.  
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Decision on misconduct: 

 

When determining whether the facts found proved amount to misconduct the panel had 

regard to the terms of The Code: Professional standards of practice and behaviour for 

nurses and midwives (2015) (“the Code”).  

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. 

 

The panel was of the view that Mrs Boyle’s actions in relation to the matters found 

proved had engaged the following parts of the Code: 

 

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

delivered without undue delay 

 

3.1 pay special attention to promoting wellbeing, preventing ill health and meeting the  

changing health and care needs of people during all life stages 

 

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

if the notes are written some time after the event 

 

     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 

 

    14.2 explain fully and promptly what has happened, including the likely effects, and   

            apologise to the person affected and, where appropriate, their advocate, family   

            or carers… 

 

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

            appropriate so they can be dealt with quickly 
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  19.1 take measures to reduce as far as possible, the likelihood of mistakes, near  

          misses, harm and the effect of harm if it takes place 

 

   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 panel bore in mind that breaches of the Code do not automatically equate to a 

finding of misconduct. However, the panel determined that Mrs Boyle’s failure to 

appropriately manage smear test samples, particularly given her experience as a ST, 

were serious failings which fell far below the standards expected of a registered nurse.  

The panel determined that Mrs Boyle’s actions put patients at risk through the stress 

they could have endured in having to repeat smear tests and the delay in smear results. 

There was also the risk of possible harm in detecting pre-cancerous cells at an earlier 

date which could have delayed treatment to patients. The panel was also of the view 

that dishonesty in a clinical context is particularly grave and amounts to misconduct of a 

serious nature. The panel determined that fellow professionals would consider Mrs 

Boyle’s actions in relation to the charges found proved, deplorable. The panel 

concluded that Mrs Boyle’s actions fell significantly below the standard required of a 

registered nurse and therefore amounted to misconduct. 

 

Decision on impairment: 

 

The panel next went on to decide whether Mrs Boyle’s fitness to practise is currently 

impaired as a result of her misconduct.  

 

The panel had regard to the guidance given in the judgment of Mrs Justice Cox in the 

case of Grant. At paragraph 74 of that judgment, she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 

only whether the practitioner continues to present a risk to members of the 
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public in his or her current role, but also whether the need to uphold 

proper professional standards and public confidence in the profession 

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

particular circumstances.  

 

Mrs Justice Cox went on to say in Paragraph 76, quoting from Dame Janet Smith in her 

Fifth Shipman Report at 25.67: 

Do our findings of fact in respect of the doctor’s misconduct, 

deficient professional performance, adverse health, conviction, 

caution or determination show that his/her fitness to practise is 

impaired in the sense that s/he: 

 

a. has in the past acted and/or is liable in the future to act so as to 

put a patient or patients at unwarranted risk of harm; and/or 

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

medical profession into disrepute; and/or 

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

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

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

dishonestly in the future”. 

 

The panel determined that Mrs Boyle’s actions engaged all four limbs of the above 

guidance, in that she has in the past acted so as to put patients at unwarranted risk of 

harm, breached the fundamental tenets, brought the profession into disrepute and 

acted dishonestly. Mrs Boyle’s actions in respect of the charges found proved placed 

patients at unwarranted risk of harm. The panel had regard to the fact that patients and 

the public place trust in the nursing profession, and that nurses are expected to act in a 

way which justifies that trust. It is fundamental to maintaining that trust that nurses 

make it a priority to deliver the best possible care to their patients and act honestly. The 

panel considered that these were fundamental tenets of the profession. The panel 

therefore considered that Mrs Boyle’s actions breached the fundamental tenets of the 

profession identified above and her actions were also of such a nature as to bring the 

profession into disrepute.  
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The panel bore in mind that the issue it had to determine was that of current 

impairment. It therefore had to look to the future and consider whether Mrs Boyle is 

liable in future to act in such a way as to put patients at unwarranted risk of harm, 

breach fundamental tenets of the profession, bring the profession into disrepute or act 

dishonestly. The decision about the risk of repetition would be informed by 

consideration of the level of insight and remorse Mrs Boyle has demonstrated, and by 

whether the misconduct found in this case has been or is capable of being remedied.  

In light of Mrs Boyle’s disengagement with the regulatory proceedings, the panel had no 

evidence of insight, remorse or remediation. The panel determined that there was no 

acceptance or recognition of the seriousness of the misconduct on the part of Mrs 

Boyle. There was no evidence of reflection into the misconduct or the potential impact it 

had on patients, colleagues and the reputation of the nursing profession as a whole. 

The panel therefore concluded that Mrs Boyle has no insight or remorse into her 

misconduct. 

With regard to remediation, the panel determined that the clinical failings identified in 

Mrs Boyle’s practice were remediable. However, in light of Mrs Boyle’s positive 

disengagement with regulatory process, no evidence of remediation has been 

presented. In relation to Mrs Boyle’s dishonesty, the panel considered that, whilst 

remediable, dishonesty can be difficult to remediate. In this case, the panel had no 

evidence of reflection, insight, testimonials or evidence of how Mrs Boyle would act if 

faced with similar circumstances. The panel noted that Mrs Boyle’s dishonesty was not 

isolated and involved a pattern of behaviour over a period of time.  

The panel concluded that in the absence of insight, together with the fact that Mrs 

Boyle’s shortcomings have not been remedied, there is a high risk of repetition. The 

panel determined that in these circumstances, a finding of impairment is necessary on 

the grounds of public protection.  

The panel went on to consider whether a finding of impairment is also necessary to 

uphold proper professional standards and public confidence in the profession. The 

panel determined that a finding of dishonesty in a clinical setting is particularly serious. 
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Informed members of the public with knowledge of the circumstances of this case would 

be concerned if a finding of impairment were not made and public confidence would be 

undermined as a result. The panel therefore determined that a finding of impairment on 

public interest grounds was required to uphold public confidence in the profession, the 

NMC as regulator and mark Mrs Boyle’s behaviour as unacceptable.  

 

Having regard to all of the above, the panel was satisfied that Mrs Boyle’s fitness to 

practise is currently impaired.  

Determination on sanction:  

The panel has considered this case carefully and decided to make a striking-off order. 

The effect of this order is that the NMC register will show that Mrs Boyle’s name has 

been struck off the register. 

 

In reaching this decision, the panel had regard to all of the documentary evidence that 

had been presented to it.  

 

The panel heard and accepted the advice of the legal assessor in relation to the factors 

it should take into account at this stage. He referred the panel to the case of Parkinson 

v NMC [2010] EWHC 1898 (Admin) in relation to dishonesty and the case of Watters v 

NMC [2017] EWHC (Admin) 1888, for consideration of the types of dishonesty.   

 

The panel bore in mind that any sanction imposed must be reasonable, appropriate and 

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

consequences. The panel had regard to the Sanctions Guidance (SG) published by the 

NMC. It recognised that the decision on sanction is a matter for the panel, exercising its 

own independent judgement.  

 

The panel first considered the aggravating and mitigating factors in this case. 

 

The panel identified the following as aggravating factors in this case: 

 Mrs Boyle’s lack of insight or remorse into the impact of her misconduct;  
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 Mrs Boyle’s was an experienced ST who would have been familiar with the 

correct procedures, guidance and policies in relation to smear taking; 

 Mrs Boyle’s dishonesty was deliberate and involved a repeated and systematic 

course of conduct, over a period of time; 

 The high risk of repetition of her misconduct with the potential to place patients at 

risk of harm; 

  Mrs Boyle’s positive disengagement with the NMC’s regulatory process. 

 

With regard to mitigating factors, the panel was not aware of any personal mitigation but 

noted that there was no evidence of previous disciplinary or regulatory findings against 

Mrs Boyle.  

The panel next 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. The panel bore in mind that it had 

identified at the impairment stage that there remained a high risk of repetition in this 

case. Any repetition would bring with it a risk of harm to others. To take no action would 

therefore not provide protection to the public. In addition, the panel considered that to 

take no further action would be inadequate to mark the seriousness of Mrs Boyle’s 

misconduct and it would therefore not address the public interest considerations of this 

case.  

Next, in considering whether a caution order would be appropriate in the circumstances, 

the panel considered that Mrs Boyle’s impairment was not at the lower end of the 

spectrum of fitness to practise and that a caution order would be inappropriate in view 

of the seriousness of the matters found proved. In light of the risk of repetition identified 

at the impairment stage, it would offer no protection to the public, as it would not restrict 

Mrs Boyle’s practice. Therefore, the panel decided that it was not proportionate nor in 

the public interest to impose a caution order. 

  

The panel next considered whether placing conditions of practice on Mrs Boyle’s 

registration would be a sufficient and appropriate response. The panel was mindful that 
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any conditions imposed must be proportionate, measurable and workable. The panel 

considered that as Mrs Boyle had disengaged from the regulatory process and there 

was no evidence that she was practising as a nurse, it was not possible to formulate 

workable conditions of practice. The panel further determined that it was not possible to 

formulate conditions which would address the serious concerns emanating from its 

findings of dishonesty. The panel therefore concluded that placing conditions on Mrs 

Boyle’s registration would not adequately address the seriousness of this case, protect 

the public nor address the public interest. 

 

The panel then went on to consider whether a suspension order would be an 

appropriate sanction. The panel had regard to the SG where it states:  

“Key things to weigh up before imposing this order include: 

 whether the seriousness of the case require temporary removal from the 

register? 

 will a period of suspension be sufficient to protect patients, public confidence in 

nurses and midwives, or professional standards? 

[…] 

 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.” 

The panel considered that Mrs Boyle’s misconduct had placed patients at unwarranted 

risk of harm. It bore in mind its findings that there is a high risk of Mrs Boyle’s 

misconduct, which involved deliberate dishonesty, being repeated due to her lack of 

insight, remorse and remediation. The panel considered that Mrs Boyle’s misconduct 

was not isolated but involved a repeated and systematic course of conduct, over a 

period of time. Having carefully considered the guidance on the seriousness of 

dishonesty in the SG and the factors highlighted in the case of Watters, the panel 

concluded that Mrs Boyle’s dishonesty involved:  
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 Deliberately breaching the professional duty of candour to cover up when things 

have gone wrong, especially if it could cause harm to patients; 

 Direct risk to patients; 

 Systematic or longstanding deception. 

The panel was of the view that Mrs Boyle’s misconduct, as highlighted by the facts 

found proved, was a significant departure from the standards expected of a registered 

nurse. The panel concluded that the serious breaches of the fundamental tenets of the 

profession, evidenced by Mrs Boyle’s misconduct, are fundamentally incompatible with 

her name remaining on the register. The panel determined that a suspension order 

would therefore not be a sufficient, appropriate or a proportionate sanction to satisfy the 

public interest considerations of this case. In the panel’s judgement, public confidence 

in the profession and the NMC as a regulator would be undermined by the imposition of 

a suspension order even for a maximum period of 12 months. 

In considering a striking-off order, the panel took note of the following paragraphs of the 

SG: 

“This sanction is likely to be appropriate when what the nurse or midwife has done is 

fundamentally incompatible with being a registered professional. Before imposing this 

sanction, key considerations the panel will take into account include: 

 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?” 

Balancing these factors and after taking into account all of the evidence before it, the 

panel determined that the only appropriate and proportionate sanction is that of a 

striking-off order. The panel noted that Mrs Boyle’s misconduct was very serious and 

related to multiple breaches of fundamental tenets of the profession and to allow her to 

continue practising would undermine public confidence in the profession and in the 
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NMC as a regulatory body.  The panel concluded that a striking off order is the only 

order sufficient to protect the public, mark the severity of Mrs Boyle’s misconduct and 

meet the public interest. 

 

Accordingly, the panel directs that Mrs Boyle’s name be removed from the Register. 

 
 

Decision on Interim Order: 

 

Having imposed a striking-off order, the panel then considered whether to impose an 

interim order to cover the period until the substantive order takes effect, and any appeal 

period.  

 

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

 

The panel determined that an interim order is necessary for the protection of the public 

and the maintenance of public confidence in the nursing profession.  

 

The panel concluded, for the same reasons as set out above, an interim conditions of 

practice order would not be appropriate or sufficient.  

 

The panel determined that an interim suspension order was necessary in this case for 

the protection of the public and is otherwise in the public interest for the same reasons 

as set out for the substantive order. To do otherwise would be inconsistent with its 

earlier findings. 

 

This order will be for a period of 18 months to cover the period until the substantive 

order takes effect and any possible appeal period. 

 

 

That concludes this determination.  

 


