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Details of charge: 

 

That you a Registered Nurse, during the night shift of 25/26 December 2016: 

 

1. Did not ensure you received an adequate handover from Colleague A when she 

went on her break. 

 

2. During Colleague A’s break, did not conduct clinical observations for: 

 

i) Patient A. 

ii) Any of the patients in Bay 1. 

 

3. Did not ensure that health care support workers carried out any observations during 

Colleague A’s break. 

 

4. Did not promptly commence cardiopulmonary resuscitation for Patient A when she 

was found to be unresponsive. 

 

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

misconduct. 
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Decision and reasons on application pursuant to Rule 31 
The panel heard an application made by Ms Caslin under Rule 31 of The Nursing and 

Midwifery Council (Fitness to Practise) Rules 2004 (as amended) (the Rules) to allow 

the written statement of Dr 1, a Foundation Year 2 Doctor at North Middlesex University 

Hospital NHS Foundation Trust (the Trust), into evidence. Whilst the Nursing and 

Midwifery Council (NMC) had made sufficient efforts to ensure that Dr 1 was present, 

and whilst she was willing to attend, due to very recent unforeseen personal 

circumstances, she was unable to attend the hearing and give evidence. Ms Caslin 

submitted that the witness statement of Dr 1 related primarily to the charges against 

Colleague A, and is therefore relevant and ought to be allowed into evidence.  

 

Mr Montford, on your behalf, submitted that Ms Caslin’s application related primarily to  

evidence and the related case brought by the NMC against Colleague A, another 

registered nurse on duty at the time of the relevant events. He did not oppose the 

application.  

 

The panel heard and accepted the legal assessor’s advice on the issues it should take 

into consideration in respect of this application. This included that Rule 31 of the Rules 

provides that, so far as it is ‘fair and relevant,’ a panel may accept evidence in a range 

of forms and circumstances, whether or not it is admissible in civil proceedings.  

 

The panel gave the application with regard to Dr 1’s evidence careful consideration. The 

panel noted that Dr 1’s statement had been prepared in anticipation of being used in 

these proceedings and contained the paragraph ‘This statement, consisting of 3 pages, 

is true to the best of my knowledge and belief.’ and was signed by her. 

 

The panel considered whether you or Colleague A would be disadvantaged by the 

change in the NMC’s position of moving from reliance upon the live testimony of Dr 1 to 

that of a written statement. The panel formed the view that as Dr 1’s statement primarily 
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related the charges against Colleague A, you would not be significantly disadvantaged 

by allowing the written statement of Dr 1 into evidence.  

 

The panel considered that as Colleague A had been provided with a copy of Dr 1’s 

statement and, as the panel had already determined that Colleague A had chosen 

voluntarily to absent herself from these proceedings, she would not be in a position to 

cross examine this witness in any case. There was also public interest in the issues 

being explored fully which supported the admission of this evidence into the 

proceedings. There was also public interest in the issues being explored fully which 

supported the admission of this evidence into the proceedings.  

 

Further, in light of the admissions made by Colleague A in the NMC’s case against her, 

the evidence of Dr 1 is for the most part uncontentious.  

 

In these circumstances, the panel came to the view that it would be fair and relevant to 

accept into evidence the written statement of Dr 1 but would give what it deemed 

appropriate weight once the panel had heard and evaluated all the evidence before it. 

 

Background 
The charges arose whilst you were employed as a Band 5 Registered Nurse at the 

Trust. They relate to a night shift on 25/26 December 2016 whilst you were working 

alongside Colleague A. It is alleged that when Colleague A took a break from 04:00 – 

06:00 you were left responsible for her patient’s care. It is alleged that you failed to carry 

out observations and provide appropriate patient care whilst Colleague A was on her 

break. At some time after 06:00 Colleague A returned from her break and found Patient 

A unresponsive, and asked you to review the patient with her. You alerted the crash 

team at 06:19 and, despite their efforts, at 06:43 the patient was pronounced dead. It is 

also alleged that you failed to promptly commence CPR after Patient A was found 

unresponsive.  

 

 



 5 

 
 
Findings of fact and reasons 
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 heard oral evidence from Ms 1 tendered on behalf of the NMC. In addition, 

the panel heard oral evidence from you. The written statement of Dr 1, a Foundation 

Year 2 Doctor at the Trust, was admitted into evidence.   

 

Witnesses called on behalf of the NMC were:  

 

Ms 1 – Matron for Discharge Services, employed by the Trust.  

 

The panel first considered the credibility and reliability of the witnesses. 

 

The panel considered Ms 1’s evidence to be clear and credible. The panel was of the 

view that she possessed a great deal of experience as a registered nurse and in 

conducting investigations. The panel noted how Ms 1 was fair to both you and 

Colleague A and did not try to embellish her evidence. The panel was of the view that 

Ms 1’s oral evidence was consistent with her written statement and when she was 

unsure or unable to remember something, she was honest and open about it.  

 

The panel considered your evidence to be confused and contradictory. The panel noted 

that your account of events during the night shift changed over time as you became 

more aware of the evidence against you. The panel considered that you repeatedly 

changed your account in attempts to make it fit the evidence. It considered your 

evidence to be inconsistent with your written statement and the interview notes from the 

local investigation. The panel formed the view that at times you sought to mislead it and 
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deflect responsibility to your colleagues and that your oral evidence was not credible in 

many respects.  

 

The panel considered that Dr 1’s written NMC statement was consistent with her earlier 

statement and the clinical records.  

 

At the start of this hearing you admitted the following charges; 

 

1. Did not ensure you received an adequate handover from Colleague A when she 

went on her break. 

 

2. During Colleague A’s break, did not conduct clinical observations for: 

 

i) Patient A. 

ii) Any of the patients in Bay 1. 

 

 

4. Did not promptly commence cardiopulmonary resuscitation for Patient A when 

she was found to be unresponsive. 

 

These were therefore announced as proved. 

 

The panel then went on to consider the remaining charge. 

 

Charge 3: 
 

3. Did not ensure that health care support workers carried out any observations 

during Colleague A’s break. 

 

 

This charge is found proved. 
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In reaching this decision, the panel took into account the oral evidence provided by both 

you and Ms 1, as well as the submissions made by Ms Caslin and Mr Montford. It also 

heard and accepted the advice of the legal assessor.  

 

The panel carefully considered the submission of Mr Montford. Particularly his 

submission that you delegated the task of carrying out patient observations to the health 

care support worker (HCSW). Mr Montford submitted that there are three aspects for 

consideration: your instruction to the HCSW to carry out the observations, feedback 

from the HCSW, and your checking that the observations had been completed.  

 

He submitted that the CCTV evidence between 04:35 and 05:00 shows a series of 

conversations between you and the HCSW which clearly indicated that you instructed 

the HCSW to carry out patient observations. He further submitted that at 05:03 the 

HCSW is seen “gathering bedside notes” from the nurse’s station with indications that 

she was intending to perform patient observations. He also submitted that the HCSW 

signed the Comfort Round Chart documenting that she carried out your instructions.  

 

The panel reviewed the CCTV evidence in real time for the time period given by Mr 

Montford. The CCTV evidence available has no audio. The CCTV shows both you and 

the HCSW seated at the nurses’ station. There is no clear evidence to suggest that any 

instructions were given as suggested by Mr Montford.  

 

When the HCSW leaves the nurses’ station and returns some moments later at 05:03, 

she collects from the counter what appears to be a folder. The panel has heard no 

evidence to suggest that this folder contains any information regarding patient 

observations. Indeed, the panel accepted the evidence of Ms 1 that both the NEWS 

score charts and the Comfort Round Charts are both kept at the end of each individual 

patient’s bed. 

 

The relevant HCSW admitted in interview with Ms 1 on 23 March 2017 that she did not 

conduct any observations on Patient A throughout the night of 25/26 December 2016. 
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Nor did she conduct any hourly comfort rounds, despite the fact that she had recorded 

that these had been completed.  

 

The panel also took into account your oral evidence to the effect that the HCSW drew 

your attention to her comfort round record relating to the 05:00 comfort round checks. 

The panel rejects your evidence on this point. The HCSW’s records of the comfort 

rounds were false and it is highly implausible that the HCSW, who had deliberately 

falsified her entries, would have specifically drawn such records to the attention of the 

nurse in charge of the ward, as you were during Colleague A’s break. The panel found 

that you took no steps to ensure that the HCSW conducted observations during 

Colleague A’s break.  

 

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

misconduct.  

 

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.  

 

Submissions 
Ms Caslin submitted that, in light of the facts found proved, the concerns in regard to 

your nursing practice related to four areas: 

 

1. Observation and patient care  

2. Delegation  

3. Communication  

4. Responding to an emergency.  
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Ms Caslin directed the panel to the following parts of The Code: Standards of practice 

and behaviour for nurses, midwives and nursing associates 2015 (“the Code”) and 

invited the panel to take the view that your actions amounted to serious breaches of the 

following sections of the code:  

 

1. Treat people as individuals and uphold their dignity 

1.1 treat people with kindness, respect and compassion  

1.2 make sure you deliver the fundamentals of care effectively 

 

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

responsible is delivered without undue delay 

 

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

 

3. Make sure that people’s physical, social and psychological needs are assessed and 

responded to 

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 

3.2 recognise and respond compassionately to the needs of those who are in the 

last few days and hours of life 

 

4. Act in the best interests of people at all times 

 

7. Communicate clearly 

 

8. Work cooperatively 

8.2 maintain effective communication with colleagues  

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

other healthcare professionals and staff  
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8.5 work with colleagues to preserve the safety of those receiving care  

8.6 share information to identify and reduce risk 

 

11. Be accountable for your decisions to delegate tasks and duties to other people 

11.3 confirm that the outcome of any task you have delegated to someone else 

meets the required standard. 

 

15. Always offer help if an emergency arises in your practice setting or anywhere else  

15.2 arrange, wherever possible, for emergency care to be accessed and 

provided promptly.  

 

19. Be aware of, and reduce as far as possible, any potential for harm associated with 

your practice 

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. Uphold the reputation of your profession at all times 

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

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

behaviour of other people 

20.8 act as a role model of professional behaviour for students and newly 

qualified nurses and midwives to aspire to 

 

25. Provide leadership to make sure people’s wellbeing is protected and to improve 

their experiences of the healthcare system  

25.1 identify priorities, manage time, staff and resources effectively and deal with 

risk to make sure that the quality of care or service you deliver is maintained and 

improved, putting the needs of those receiving care or services first… 
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Ms Caslin submitted that the first three limbs of the test set out in Council for Healthcare 

Regulatory Excellence v (1) Nursing and Midwifery Council (2) Grant [2011] EWHC 927 

(Admin) were satisfied. She submitted that you acted in such a way that placed patients 

at unwarranted risk of harm. She submitted that your misconduct has brought disrepute 

upon the nursing profession as a member of the public would be alarmed and appalled, 

in the particular circumstances of this case, at your prolonged inactivity whilst on duty.   

 

Ms Caslin submitted that there is a risk of repetition in spite of your reflective statement 

as it does not demonstrate the necessary level of insight into your behaviour. She 

submitted that your insight is not very well developed nor are you remorseful.  

 

With regard to section 4 of the Code, Ms Caslin submitted that there was CCTV 

evidence which shows you sitting at the nurses’ station for prolonged periods of time 

and not acting in the best interests of the patients in your care. Ms Caslin reminded the 

panel of Ms 1’s evidence in which she stated that it was the responsibility of both you 

and Colleague A to ensure that there was an effective handover of patients. Ms Caslin 

submitted that your failure to ensure the handover was effective breached section 8 of 

the Code.  

 

Ms Caslin submitted that you did not ensure that the HCSW carried out observations 

during Colleague A’s break. She submitted that your failure to carry out observations 

yourself or to ensure that observations were carried out at all increased the risk of harm 

to the patients in your care. Ms Caslin submitted that your conduct therefore breached 

sections 11 and 19 of the Code.  

 

Ms Caslin submitted that you failed to act as a role model for nurses and health care 

professionals and in this regard breached section 20 of the Code.    

 

Ms Caslin 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 
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which falls short of what would be proper in the circumstances.’ She submitted that your 

misconduct was wide ranging and spanned a number of nursing responsibilities. She 

submitted that your failures, individually and cumulatively, amounted to misconduct.  

 

Ms Caslin then moved on to the issue of impairment, and addressed the panel on the 

need to have regard to protecting the public and the wider public interest. This included 

the need to declare and maintain proper standards and maintain public confidence in 

the profession and in the NMC as a regulator. Ms Caslin referred the panel to the case 

of Grant. She invited the panel to find your fitness to practise impaired on the grounds of 

public protection and public interest.  

 

Mr Montford, on your behalf, submitted that when you went to work on the night of 25/26 

December 2016 you did so with the “best will in the world” to help patients. [PRIVATE] 

 

Mr Montford submitted that any contradictions in your oral evidence were because you 

felt confused and fearful. He told the panel that the handover received by Colleague A 

was wholly inadequate and that you were not made aware of the seriousness of 

Patients A’s condition. He submitted that a lot of misleading information had been 

passed onto you and you were acting ‘under false pretences’ having received a 

deficient handover. Mr Montford submitted that whilst you accept that clinical 

observations are an important part of nursing it was not Trust policy to observe every 

patient during a night shift.  

 

Mr Montford referred the panel to your reflective statement and submitted that you 

accepted that you made serious mistakes. He submitted that you are insightful into your 

failings and that your reflective statement outlines steps that you have undertaken to 

improve your practice. 

 

Mr Montford submitted that your fitness to practise is not impaired.   
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Decision on misconduct 
The panel has accepted the advice of the legal assessor.  

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

regard to the terms of 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 your actions did fall significantly short of the standards 

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

sections of the Code identified by Ms Caslin.  

 

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 in your case your failings 

demonstrated very serious and widespread breaches of the very basics of nursing 

practice. They demonstrated a very poor attitude towards vulnerable patients in your 

care when you were the nurse in charge.  

 

The panel accepted Ms Caslin’s submission that the concerns in regard to your nursing 

practice related to four areas: 

 

1. Observation and patient care  

2. Delegation  

3. Communication  

4. Responding to an emergency.  

 

[PRIVATE]   
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Given the concerns identified and your widespread breaches of the Code the panel was 

of the view that your serious misconduct was appalling and would be deplored by the 

public and the nursing profession. The panel therefore found that your actions did fall 

seriously short of the conduct and standards expected of a registered nurse and 

amounted to serious misconduct. 

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

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

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

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

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

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

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

Council (2) Grant [2011] EWHC 927 (Admin) in reaching its decision. In paragraph 74 

she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 

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

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

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. 



 15 

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. … 

 

The panel considered that you lack any real insight into the severity of your failings, 

their potential impact on your patients, upon the profession and the public’s confidence 

in it. Furthermore, you have displayed no meaningful remorse. Despite the contents of 

your reflective piece the panel found that when giving evidence you displayed no 

convincing remorse. 

 

The panel considered carefully your oral evidence and the submissions made on your 

behalf. You continued to attempt, in the face of overwhelming evidence, to mislead the 

panel and divert responsibility onto others or factors outside your control. The panel was 

of the view that any regret you expressed was solely the result of your being held to 
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account for your behaviour. The panel concluded that you have a serious attitudinal 

problem. It bore in mind that clinical failures are generally remediable especially if they 

occurred by oversight, mistake, or a lack of skill or training. However, the panel 

considered that your clinical failures were a consequence of an extraordinarily lazy and 

uncaring attitude.   

 

In its consideration of whether you have remedied your practice the panel also took into 

account your reflective statement and the testimonials you submitted. It also had regard 

to the training certificates that you submitted. It formed the view that you had made little 

effort to remediate your misconduct.  

 

Despite your evidence that you have worked successfully as a nurse both before and 

since the events in question, the panel is nevertheless of the view there is a very real 

risk of repetition. A finding of impairment is necessary on the ground 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 is also required.  

 

Having regard to all of the above, the panel was satisfied that your fitness to practise is 

currently impaired. 

 

 
Submissions on sanction:  
Ms Caslin submitted that the NMC’s sanction bid, communicated to you in the notice of 

this hearing, was that of a striking-off order. She submitted that your failings were due to 

laziness and that you simply could not be bothered to carry out basic nursing duties.  
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Ms Caslin submitted that the panel ought to have regard to the Sanctions Guidance 

(“SG”) published by the NMC and also referred the panel to an NMC document for case 

preparation titled ‘Serious concerns which are more difficult to put right’.  

 

Ms Caslin submitted that aggravating factors in your case include: 

 

• the failures span a broad range of basic nursing duties  

• a number of vulnerable patients were affected, including Patient A 

• you were the nurse in charge whilst Colleague A was on her break 

• you have a serious attitudinal problem  

• there is a lack of any meaningful or convincing remorse.  

 

Ms Caslin submitted that mitigating factors in your case include: 

 

• your early admission to a number of charges  

• your continued engagement with the NMC and these regulatory proceedings   

• your reflective piece and testimonials.  

 

Ms Caslin submitted that in light of the panel’s findings that there is a real risk of 

repetition, it would not be appropriate at this stage to take no further action. She also 

submitted that a caution order would not address the issues identified and therefore 

would not be appropriate as it would neither protect the public nor address the wider 

public interest.  

 

Ms Caslin submitted that your clinical failings were the consequence of an 

extraordinarily lazy and uncaring attitude. She submitted that in light of this attitude, a 

conditions of practice order would not be sufficient to address the real concerns in this 

case.  
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In relation to a suspension order, Ms Caslin submitted that although the charges stem 

from a single shift, the failings are serious and widespread. She again noted and 

emphasised the concerns surrounding your attitude, lack of insight, and the risk of 

repetition identified by the panel.  

 

Ms Caslin submitted that your behaviour and conduct on the night shift of 25/26 

December 2016 is fundamentally incompatible with remaining on the NMC register. She 

stated that, in taking this view, there are three things to consider:  

 

1. Do the regulatory concerns about the nurse raise fundamental questions about 

their professionalism? 

2. Can public confidence in nurses be maintained if the nurse is not removed from 

the register?  

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

members of the public, or maintain professional standards?  

 

Ms Caslin submitted that, having found your conduct appalling and deplorable, the 

panel must now consider whether a striking-off order is the appropriate sanction. She 

submitted that, in the NMC’s view, a striking-off order is the only appropriate sanction 

and is necessary to protect the public and the public interest.  

 
Mr Montford, on your behalf, made written submissions and informed the panel that you 

are almost 62 years of age. He submitted that if you are struck-off the NMC register 

then you will reach retirement age before you are able to apply for restoration.  

 

Mr Montford’s written submissions state that you now take full responsibility for your 

failings; wish to apologise to Patients A’s family, your colleagues, the NMC and the 

public; and want to address your failings.  

 
Determination on sanction:  
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The panel has considered this case and has decided to make a striking-off order. It 

directs the registrar to strike you off the register. The effect of this order is that the NMC 

register will show that you have been struck-off the register. 
 

In determining which sanction to impose, the panel has had regard to all the evidence 

that has been presented in this case, the oral submissions of Ms Caslin and the oral 

and written submissions of Mr Montford. 

 

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. 

 

The panel determined that the aggravating and mitigating factors in this case are those 

set out by Ms Caslin in her submissions.  

 

With regard to Mr Montford’s submissions at this stage, the panel took the view that 

these submissions were not wholly reflective of your attitude when you gave evidence 

during this hearing and placed little weight on them.  

 

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

inappropriate in view of the seriousness of the case and the particular concerns 

identified. The panel decided that it would not be proportionate, protect patients, nor 

would it be in the public interest to take no action. 

 

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

the panel took into account the SG, which states that a caution order may be 

appropriate where ‘the case is at the lower end of the spectrum of impaired fitness to 

practise and the panel wishes to mark that the behaviour was unacceptable and must 

not happen again.’ The panel considered that your misconduct was not at the lower end 

of the spectrum and that a caution order would be inappropriate in view of the 
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seriousness of the case and the particular concerns identified. The panel decided that it 

would not be proportionate, protect patients, nor would it be in the public interest to 

impose a caution order. 

 

The panel next considered whether placing conditions of practice on your registration 

would be a sufficient and appropriate response. The panel is mindful that any conditions 

imposed must be proportionate, measurable and workable. The panel took into account 

the SG, in particular: 

 

“Conditions may be appropriate when some or all of the following factors are 

apparent: 

 

• No evidence of harmful or deep-seated personality or attitudinal problems 

• Identifiable areas of the nurse’s practice in need of assessment and/or 

retraining  

• Patients will not be put in danger either directly or indirectly as a result of 

the conditions  

• Conditions can be created that can be monitored and assessed.”  

 

The panel is of the view that there are no practical or workable conditions that could be 

formulated, given the nature of the issues identified in this case. The panel bore in mind 

that this case relates primarily to your fundamentally poor attitude to basic nursing 

tasks. It determined that the risk you pose to patients as a result of your attitude cannot 

safely be controlled by a conditions of practice order. The panel also concluded that a 

conditions of practice order would not address the wider public interest.  

 

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

appropriate sanction. The SG indicates that a suspension order would be appropriate 

where (but not limited to): 
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• A single instance of misconduct but where a lesser sanction is not 

sufficient  

• No evidence of harmful or deep-seated personality or attitudinal problems 

• The Committee is satisfied that the nurse has insight and does not pose a 

significant risk of repeating behaviour. 

 
The panel acknowledged that your misconduct occurred on a single night shift. 

However, your failings included a wide range of breaches of the most basic aspects of 

nursing practice. The panel also bore in mind that your failings arose as a result of 

serious and harmful attitudinal issues, which put your patients at significant risk of harm.  

 

The panel determined that you put your own wants above the needs of the patients in 

your care. The conduct, as set out in the facts found proved, was a significant departure 

from the standards expected of a registered nurse. Despite the passage of time since 

the incident the panel finds that your attitude remains profoundly deficient and you 

would continue to put patients in your care at risk.  

 

Finally, in considering a striking-off order, the panel took note of the following from the 

SG: 

 

“Before imposing this sanction, key considerations the panel will take into 

account include:  

 

• Do the regulatory concerns about the nurse raise fundamental questions 

about their professionalism? 

• Can public confidence in nurses be maintained if the nurse 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?” 
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The panel recognises that a suspension order or a striking-off order may have serious 

financial and other implications for you. It has balanced this against the need to protect 

the public and the wider public interest.  

 

The facts found proved in this case are very serious. Anyone who views the CCTV 

images of your inactivity on the night of 25/26 December 2016 would be appalled at 

your behaviour as set out in the facts found proved.  The panel has no doubt that your 

behaviour raises fundamental questions about your professionalism. In the panel’s view, 

your behaviour, was the opposite of professional. It was selfish and uncaring. It was 

deliberate and showed that you had very little regard for the wellbeing or safety of the 

patients in your care. Any sanction lower than a striking-off order would severely 

undermine public confidence in the profession and in the NMC as its regulator. A 

striking-off order is also necessary to uphold proper standards of conduct and behaviour 

for nurses.  

 

The conjoined case brought by the NMC against Colleague A could arguable be said to 

be more serious than the present case. That fact cannot be allowed to affect this panel’s 

decision that your conduct was nevertheless of sufficient seriousness as to meet the 

threshold for a striking off order.  

 
Determination on Interim Order 
The panel has considered the submissions made by Ms Caslin that an interim order 

should be made on the grounds that it is necessary for the protection of the public and 

is otherwise in the public interest.  

 

The panel accepted the advice of the legal assessor.  

 

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

of the public and is otherwise in the public interest. The panel had regard to the 

seriousness of the facts found proved and the reasons set out in its decision for the 
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substantive order in reaching the decision to impose an interim order. To do otherwise 

would be incompatible with its earlier findings. 

 

The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 

 

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

days after you are sent the decision of this hearing in writing. 

 

That concludes this determination. 
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