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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

Monday, 19 November 2018 – Monday, 26 November 2018 

Monday 4 February 2019 – Tuesday 5 February 2019 

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

Name of registrant: Kewalpatee Boodhun 
 
NMC PIN:  75Y0162W 
 
Part(s) of the register: Registered Nurse – Sub-part 1 
 Adult Nursing – 29 July 1976 
 
Area of Registered Address: England 
 
Type of Case: Misconduct 
 
Panel Members: Michael Murphy (Chair, Registrant member) 

Janis Fowler (Registrant member) 
Gill Mullen (Lay member) 

 
Legal Assessor: David Swinstead 
 
Panel Secretary: Philip Austin/Maya Hussain 
 
Mr Boodhun: Not present on Days 1, 5 and 6, but present on 

days 2, 3 and 4. Not represented throughout. 
 
Nursing and Midwifery Council: Jeremy Loran, Case Presenter 
 
Facts proved: Charges 1b, 1c, 1d, 2a, 2b in its entirety, 2c, 3c 

and 3d 
 
Facts proved by admission: Charge 1a 
 
No case to answer: Charges 3a and 3b 
 
Fitness to practise: Impaired 
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Sanction: Striking off order 
 
Interim Order: Interim suspension order – 18 months 
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Details of charge: (Before amendments) 

 

That you, a registered nurse: 

 

1) On 9 July 2017, at Neville Hill Hospital: 

 

a) did not properly dispose of one or more needles which you had used to take 

blood from patient(s); 

b) having not properly disposed of one or more needles which you had used to take 

blood from patients, did not take any/any appropriate action to make said 

needles safe; 

c) became aggressive and/or raised your voice when challenged by a colleague 

about your sharps practice; 

d) referred to the colleague referenced at charge 1c) in the terms indicated at 

Schedule 1 or used words to that effect when discussing her having challenged 

you with other colleagues. 

 

2) In or around August 2017, at University Hospital of Wales: 

 

a) did not provide a patient with safe footwear in that you provided said patient with 

normal socks as opposed to non-slip socks;  

b) became aggressive when challenged by a colleague about the footwear you 

were providing to the patient referred to at charge 2a) in that you: 

i) said ‘don’t talk to me like that, little girl’ or words to that effect; 

ii) indicated that you wanted to continue the conversation with said colleague in 

a bathroom by saying ‘get in there’ or words to that effect; 

c) did not provide supervision a patient with mobility issues whilst they showered. 

 

3) On 6 August 2017, at Princess Wales Hospital: 

 



 4 

a) did not take the blood pressure of a patient with hypertension before 

administering medication; 

b) refused to explain the medication you were giving to a patient when asked to do 

so; 

c) did not ensure a patient at risk of falls had a ‘steady’ to hand whilst he used the 

toilet; 

d) did not provide supervision to the patient referred to at 3c) whilst he used the 

toilet. 

 

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

misconduct. 

 

Schedule 1 

 

1. A fucking cunt. 
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Day 1 – Monday, 19 November 2018 

 

The panel noted that Mr Boodhun was not in attendance at this hearing at 09:30 hours. 

 

Enquiries were made as to Mr Boodhun’s attendance at this hearing as he had 

previously indicated to the NMC that he would be in attendance.  

 

The panel had sight of a telephone log dated 19 November 2018 where Mr Boodhun 

was recorded as stating that he had made a mistake as to the date of the hearing, and 

that he would not be able to attend until the following day, namely, 20 November 2018. 

Furthermore, he had asked the panel not to proceed in his absence on that day. 

 

Mr Loran, on behalf of the NMC, informed the panel that there had been good service of 

the notice of hearing in relation to this case. He invited the panel to adjourn for the day 

in light of the clear indication from Mr Boodhun that he would be able to attend the 

hearing the following day. Mr Loran submitted that this would be fair to Mr Boodhun as 

he wished to challenge some of the NMC’s evidence. However, Mr Loran submitted that 

the NMC witnesses that have been warned for that day would have been 

inconvenienced by this delay, and that he intended to make an application for one 

witness to give evidence via WebEx or telephone as she would not be able attend to 

give live evidence. 

 

The panel decided not to sit on day 1 of the hearing in taking account of Mr Boodhun’s 

clear indication that he would be in attendance on the following day. The panel directed 

the NMC to inform Mr Boodhun that he would be expected to attend the hearing centre 

by 09:00 hours at the very latest to allow for discussions as to the hearing process to 

take place. 
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Background 

 

The NMC received a referral in relation to your nursing practice on 14 August 2017, in 

respect of the care you provided as a registered agency nurse at three separate 

hospitals. 

 

It is alleged that on 9 July 2017, whilst working at the Nevill Hall hospital (Aneurin Bevan 

University Health Board), you did not properly dispose of one or more needles which 

you had used to take bloods from patient(s), and that you did not take any/any 

appropriate action in making said needles safe. It is alleged that when Ms 1, a fellow 

nursing colleague, spoke to you in relation to the needles being exposed, you became 

aggressive and/or raised your voice when questioned as to your sharps practice. 

Furthermore when Ms 1 had finished discussing this issue with you, it is alleged that 

you used unprofessional and inappropriate language by referring to Ms 1 as ‘a fucking 

cunt’, which was overheard by Ms 2 and Ms 3. 

 

In or around August 2017, whilst employed at University Hospital Wales (Cardiff and 

Vale University Hospital Trust), it is alleged that you did not provide a patient with 

appropriate footwear in that you gave the patient normal socks as opposed to non-slip 

socks. When Ms 4 spoke to you about this incident, it is alleged that you became 

aggressive towards her and stated ‘don’t talk to me like that, little girl’ or words to that 

effect. In relation to the same incident, it is also alleged that you proposed to continue 

the discussion with Ms 4 in a bathroom by saying ‘get in there’ or words to that effect. 

Furthermore, you allegedly left an elderly and vulnerable patient, who was at risk of 

falling, unsupervised in the shower where he required supervision as was directed by 

his care plan. 

 

It is alleged that on 6 August 2017, whilst employed at Princess Wales Hospital 

(Abertawe Bro Morgannwg University Hospital Trust), you did not take the blood 

pressure of a patient with hypertension before administering medication. It is also 

alleged that you refused to tell a patient what medication they were being given when 
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you were asked to do so. These incidents were allegedly brought to the attention of Ms 

6 by a healthcare assistant and a patient respectively. 

 

It is further alleged that you did not ensure that a patient who was at risk of falls had a 

‘steady’ available when using the toilet. It is alleged that you left the patient 

unsupervised, who subsequently suffered a fall in the toilet. 
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Decision and reasons on application to amend the charge 

 

The panel heard an application made by Mr Loran, on behalf of the NMC, to amend the 

stem of charge 1. He submitted that this was a typographical error as the hospital 

specified in charge 1 is called ‘Nevill Hall Hospital’, and not ‘Neville Hill Hospital’. He 

further submitted that the proposed amendment would provide clarity and more 

accurately reflect the evidence. 

 

You agreed with the application made by Mr Loran. 

 

The panel accepted the advice of the legal assessor that Rule 28 of the Rules states: 

 

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

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

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

may amend 

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

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

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

proceedings, the required amendment cannot be made without injustice.  

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

consider any representations from the parties on this issue. 

 

Further, the panel of its own volition, proposed to amend charge 2c as it noted that 

there was another typographical error contained within this charge. It proposed to insert 

the word ‘to’ after the word ‘supervision’, and it invited submissions from the parties as 

to this amendment being made, to which neither party raised any objection. 
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The panel was of the view that the proposed amendments were in the interests of 

justice. The panel was satisfied that there would be no prejudice to you and no injustice 

would be caused to either party by the proposed amendments being allowed. It noted 

that these amendments did not affect the matters being alleged in the charges, and that 

these were merely typographical amendments. The panel therefore determined that it 

was appropriate to allow the amendments to ensure clarity and accuracy. 

 

The stem of charge 1 now reads: 

 

1) On 9 July 2017, at Nevill Hall Hospital 

 

Charge 2c now reads: 

 

2) In or around August 2017, at University Hospital of Wales: 

 

c) did not provide supervision to a patient with mobility issues whilst they showered. 
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Details of charge: (after amendments) 

 

That you, a registered nurse: 

 

1) On 9 July 2017, at Nevill Hall Hospital: 

 

a) did not properly dispose of one or more needles which you had used to take 

blood from patient(s); 

b) having not properly disposed of one or more needles which you had used to take 

blood from patients, did not take any/any appropriate action to make said 

needles safe; 

c) became aggressive and/or raised your voice when challenged by a colleague 

about your sharps practice; 

d) referred to the colleague referenced at charge 1c) in the terms indicated at 

Schedule 1 or used words to that effect when discussing her having challenged 

you with other colleagues. 

 

2) In or around August 2017, at University Hospital of Wales: 

 

a) did not provide a patient with safe footwear in that you provided said patient with 

normal socks as opposed to non-slip socks;  

b) became aggressive when challenged by a colleague about the footwear you 

were providing to the patient referred to at charge 2a) in that you: 

i) said ‘don’t talk to me like that, little girl’ or words to that effect; 

ii) indicated that you wanted to continue the conversation with said colleague in 

a bathroom by saying ‘get in there’ or words to that effect; 

c) did not provide supervision to a patient with mobility issues whilst they showered. 

 

3) On 6 August 2017, at Princess Wales Hospital: 
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a) did not take the blood pressure of a patient with hypertension before 

administering medication; 

b) refused to explain the medication you were giving to a patient when asked to do 

so; 

c) did not ensure a patient at risk of falls had a ‘steady’ to hand whilst he used the 

toilet; 

d) did not provide supervision to the patient referred to at 3c) whilst he used the 

toilet. 

 

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

misconduct. 

 

Schedule 1 

 

1. A fucking cunt. 

 

 

Admissions 

 

At the outset of the hearing, you made an admission to charge 1a. You made it 

clear in your admission that you accepted that you did not properly dispose of one 

needle which you had used to take blood from a patient.  

 

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

 

The panel therefore found charge 1a proved by admission. 
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Decision and reasons on application pursuant to Rule 31 

 

The panel heard an application made by Mr Loran, under Rule 31 of the Rules to permit 

hearsay evidence contained within Ms 6’s witness statement to be admitted. 

 

Mr Loran submitted that the hearsay evidence his application related to was the 

evidence that supported the allegation in charge 3b. He submitted that the patient 

involved in this charge was a vulnerable patient who had not been called to give live 

evidence at this hearing, nor was asked to provide a witness statement on behalf of the 

NMC. Furthermore, Mr Loran submitted that the Princess Wales Hospital also did not 

take a witness statement from this patient internally. However, Mr Loran submitted that 

there was no good reason for the patient to have fabricated these events. He informed 

the panel that the incident reported to Ms 6, who would be attending to give live 

evidence, and her evidence could be tested as to its reliability. 

 

Mr Loran referred the panel to the case of Thorneycroft v NMC [2014] EWHC 1565 

(Admin) and invited it to consider the issue of fairness before admitting this hearsay 

evidence. 

 

Furthermore, Mr Loran submitted that there was a strong public interest in the NMC 

being able to investigate allegations made by vulnerable patients. Mr Loran stated that 

whilst the hearsay evidence was the sole and decisive evidence in relation to charge 3b, 

in the particular circumstances of this case, it would be appropriate to admit the hearsay 

evidence in applying the appropriate weight. 

 

You told the panel that you did not see how the hearsay evidence was relevant to these 

proceedings. You stated that permitting this evidence would be unfair to you, as you 

would be unable to question the patient who had made this allegation against you which 

was reported to Ms 6 but not witnessed by her. 
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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 a reference to Rule 31 of 

the Rules which 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 considered the hearsay evidence of Ms 6 was clearly relevant to charge 3b, 

and it noted that it was the only evidence in support of that charge. The panel accepted 

Mr Loran’s explanation as to the non-attendance of the patient involved. However, the 

panel noted that Ms 6’s evidence was a report to her by a patient who had overheard a 

conversation between another patient and you, and that she would be unable to provide 

any further direct evidence as to what had occurred. On this basis, the panel 

determined that it would be unfair to you to admit the evidence in respect of charge 3b, 

noting as it did, that you would not be able to challenge directly any witness as to what 

was said. 

 

Mr Loran drew the panel’s attention to the fact that the circumstances with regard to 

charge 3a were similar to that alleged in charge 3b, in that, Ms 6 was reporting 

something that she had been told by a healthcare assistant, who was herself reporting 

what she had been told by a patient. Mr Loran submitted that the same principle would 

apply to this evidence, as applied to the evidence with regard to charge 3b. The panel 

having found as it did with regard to the evidence concerning charge 3b, there was 

nothing further he could submit with regard to the evidence concerning charge 3a. 

 

You agreed with Mr Loran’s submission. 

 

The panel determined that it would not admit the evidence of Ms 6 in respect of charge 

3a.  
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Request for disclosure 

 

Mr Loran, on behalf of the NMC, informed the panel that you had made a request for 

disclosure before this hearing commenced. He indicated that you and the NMC had 

been corresponding by email and by letter on this issue. 

 

Mr Loran referred the panel to your undated letter which you had sent to the NMC case 

coordinator, requesting that a number of documents should be disclosed as soon as 

possible. These included: 

 

 All correspondence between Ms 7 and University Hospital of Wales Nursing 

Bank. 

 All correspondence between Ms 7 and Nevill Hall Hospital (Bank Nursing) 

 All correspondence between Ms 7 and Ms 1. 

 Correspondence between Your World Nursing Agency and Nevill Hall Hospital, 

particularly an email dated 7 August 2017 which you suggest shows you were 

cleared of any wrong doing and allowed to return to work at Nevill Hall Hospital. 

 Correspondence between Ms 6 and Ms 7. 

 Your work file from Your World Nursing Agency. 

 

The NMC responded to your request in a letter dated 7 November 2018 informing you 

that it would not be able to assist you with the majority of your requests.  

 

Mr Loran submitted that you had not been able to explain what you were specifically 

looking for by making this request, why you wanted the information, what steps you had 

taken to obtain the information, and why the NMC would be in a better position to obtain 

the information. 

 

Mr Loran submitted that in asking for all correspondence between University Hospital 

Wales and Ms 7, you would potentially be asking for a large quantity of documents 

which might well have no relevance to this hearing. Further, you have not provided a 
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timescale for ‘all correspondence between Ms 7 and Ms 1’, or explained why the NMC 

would be in a better position to obtain this information than yourself. He submitted that it 

is also not clear as to why you need this information in support of your case. 

 

Mr Loran submitted that you are the best person to obtain your own work file from Your 

World Nursing Agency. 

 

In summary, Mr Loran submitted that the NMC are not able to assist with your wide-

ranging requests for disclosure due to logistical difficulties. He submitted that the NMC 

is not under a duty to obtain information for you, in support of your case. 

 

Mr Loran submitted that this was a ‘fishing expedition’ by you in trying to find information 

which may or may not assist your case. 

 

Mr Loran stated that the impact of acceding to these requests would render it difficult for 

the NMC to be able to bring its case efficiently, and that this would have a detrimental 

effect on the way cases are dealt with. He submitted that there was no justification for 

the inferences you were trying to make, and that questions could be put by you to the 

witnesses that are attending to give evidence. Furthermore, Mr Loran reminded you that 

you would be able to call your own witnesses in support of your case if you wish to do 

so. 

 

Mr Loran concluded by saying that there must be an equality of arms between the two 

parties. 

 

You submitted that the NMC witnesses called to give evidence in this case did not 

report you independently, and were coerced into doing so by Ms 7. You told the panel 

that this information is crucial to your case, and that you would be able to prove this 

coercion if you were in receipt of this information. 
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You told the panel that you had written to Ms 7 on numerous occasions requesting the 

Your World Nursing Agency file they hold for you, and that she has refused to respond 

to you or provide you with it. You told the panel that Ms 7 has been completely 

dismissive of you. 

 

You stated that this was meant to be a ‘fair and transparent’ hearing. You submitted that 

without this information, you could not see how it could be claimed to be fair and 

transparent. 

 

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

 

The panel determined that the NMC would not stand a greater chance than you in 

obtaining this information should it make a request for disclosure. It considered your 

lack of specificity to be the real issue in that the requests are far too broad and wide-

ranging. It considered you to be attempting to look for any information that might 

corroborate your view that witnesses were coerced into referring you to the NMC. The 

panel concluded that the NMC was not under a duty to obtain this information on your 

behalf in any event. 

 

The panel considered it appropriate for you to ask your questions of the witnesses 

during cross-examination, and that this was the most practical approach in the 

circumstances. However, the panel noted that you are not represented at this hearing, 

and that you had expressed concern that Ms 7 had orchestrated complaints against you 

in respect of your referral to the NMC. Therefore, the panel directed the NMC to take 

further supplementary witness statements from Ms 1, Ms 2, Ms 4 and Ms 6, as to 

whether there had been any correspondence between them and Ms 7 in respect of your 

referral to the NMC. It considered this to be the most pragmatic approach which would 

assist you in the conduct of your case. 
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WebEx application: 

 

Mr Loran made an application for the panel to hear the evidence of Ms 3 by WebEx 

video link. 

 

Mr Loran submitted that Ms 3 was in attendance on day 1 of this hearing, however, she 

was not able to attend on day 2 to give live evidence to the panel due to other ongoing 

commitments. 

 

You raised no objection to Ms 3 giving her evidence by way of WebEx. 

 

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

 

In the circumstances, the panel determined to hear the evidence of Ms 3 via WebEx. 
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Day 4 – Thursday, 22 November 2018 

 

The panel convened on day 4 after the close of the NMC’s case. The panel noted that 

Mr Boodhun was not in attendance. 

 

Mr Loran provided a telephone log dated 22 November 2018 to the panel, describing a 

conversation between the NMC case coordinator and Mr Boodhun. In this telephone 

log, Mr Boodhun is recorded as stating that he “will not be attending the hearing until 

11:30”. Mr Loran submitted that steps were being taken by the NMC to contact Mr 

Boodhun in order for him to attend this hearing as soon as possible. He further 

submitted that as it was now Mr Boodhun’s opportunity to present his case, the panel 

should wait for him to attend the hearing before proceeding in his absence. 

 

The panel considered it had been clear with Mr Boodhun the previous day that he was 

expected to be in attendance at 09:30 hours at the latest, and that if he required more 

time to prepare his case, he could make such a request of the panel at that time. 

However, the panel decided that it should wait for Mr Boodhun to attend the hearing, 

noting as it did, that it was now Mr Boodhun’s opportunity to present his case. 
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Decision and reasons on application of no case to answer 

At the close of the NMC’s case, the panel, of its own volition, considered whether you 

have a case to answer in respect of charges 3a and 3b in accordance with Rule 24 (7) 

of the Rules. This rule states: 

 

24 (7) Except where all the facts have been admitted and found proved under 

paragraph (5), at the close of the Council’s case, and – 

 

(i) either upon the application of the registrant, or 

(ii) of its own volition 

 

the Committee may hear submissions from the parties as to whether 

sufficient evidence has been presented to find the facts proved and shall 

make a determination as to whether the registrant has a case to answer. 

 

The panel invited submissions from you and Mr Loran. 

 

Mr Loran, on behalf of the NMC, conceded that there was no evidence to support 

charges 3a and 3b. 

 

You agreed with Mr Loran’s submission. 

 

The legal assessor advised the panel that the NMC has brought these proceedings and 

it is for the NMC to prove its case. He further advised the panel that, on the basis that 

Mr Loran conceded that there was no evidence to support charges 3a and 3b, whilst it 

remained a matter for the panel, there was effectively no case for you to answer with 

regard to either charge. 

 

The panel determined that there was no evidence to suggest that you did not take the 

blood pressure of a patient with hypertension before administering medication, or that 

you refused to explain medication to a patient when you were asked to do so. It noted 
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that these incidents had been brought to the attention of Ms 6, but that this was merely 

hearsay evidence, as she was not a direct witness to either event. 

 

In taking account of all the evidence before it, the panel determined that there was not a 

realistic prospect that it would find the facts of charges 3a and 3b proved, and it 

therefore decided that you had no case to answer in respect of charges 3a and 3b. 
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Decision on the findings on facts and reasons 

 

In reaching its decisions on the facts, the panel considered all the evidence adduced in 

this case together with the submissions made by Mr Loran, on behalf of the NMC and 

those made by you, in support of your case. 

 

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

 

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

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

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

incidents occurred as alleged. 

 

The panel heard oral evidence from seven witnesses tendered on behalf of the NMC.  

 

Witnesses called on behalf of the NMC were, at the time of the events, employed in the 

following roles:  

 

Ms 1 – Registered Nurse at Nevill Hall Hospital  

Ms 2 – Care Support Worker at Nevill Hall Hospital  

Ms 3 – Health Care Support Worker at Nevill Hall Hospital  

Ms 4 – Band 5 Physiotherapist at University Hospital Wales  

Ms 5 – Physiotherapy Technical Instructor at University Hospital Wales  

Ms 6 – Staff Nurse on Ward 9 at Princess Wales Hospital  

Ms 7 – Registered Nurse and Clinical Advisor for Your World Recruitment Group 

(“YWRG”) 

 

The panel first considered the overall credibility and reliability of all of the witnesses it 

had heard from called by the NMC. It also considered your handwritten statement at this 

stage. 
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In the round, the panel considered all of the NMC witnesses to be clear, straightforward, 

credible and reliable when giving their evidence. It further considered all of the NMC 

witnesses to be measured and balanced, as they were willing to concede points that 

they could not recall, but were also unwavering as to the oral evidence they could 

provide to the panel. It considered them to be largely consistent with their NMC witness 

statements. The panel was of the view that the NMC witnesses had tried to assist it to 

the best of their knowledge and belief.  

 

The panel noted that you decided not to give evidence under oath or to affirm, but to 

make a statement to the panel. The panel received a handwritten copy of your 

statement. The panel concluded that, as you had not given evidence on oath or 

affirmed, it could give some weight to the contents of your statement, but that weight 

was limited. 

 

The panel had regard to the contents of your statement. It noted that most of your 

statement was taken up with your experience of the racism that you have suffered over 

the last 40 years. In particular, it noted that you suggested that certainly two of the 

witnesses, Ms 1 and Ms 6, were motivated by racism in making the complaints against 

you. It also noted that you considered that Ms 7 had referred you to the NMC out of 

revenge because you had accused her of racism. 

 

Whilst the panel had no reason to doubt that you have suffered from racism during your 

time in the UK, it noted that you had produced no evidence to support your allegations 

of racism against these witnesses. In the circumstances, whilst the panel recognised the 

genuine hurt you obviously feel about this, in coming to its decision on the facts alleged 

in the charges, as you have produced no evidence to support your allegations, the 

panel could not rely upon them.  

 

 

At the outset of this hearing, you admitted charge 1a. The panel had therefore found 

this charge proved by way of admission. 



 23 

 

The panel had, of its own volition, determined that you had no case to answer in respect 

of charges 3a and 3b. 

 

The panel then went on to consider the remaining charges. 

 

The panel considered each charge and made the following findings: 

 

 

 

Charge 1b: 

 

That you, a registered nurse: 

 

1) On 9 July 2017, at Nevill Hall Hospital: 

 

b) having not properly disposed of one or more needles which you had used to take 

blood from patients, did not take any/any appropriate action to make said 

needles safe; 

 

This charge is found proved. 

 

In reaching this decision, the panel took account of Ms 1’s evidence, together with the 

contents of your statement. 

 

The panel noted that you had admitted to not properly disposing of one needle which 

you had used to take a patient’s blood, as identified in charge 1a. You submitted that 

you believed you had disposed of all the needles properly but subsequently realised 

that you had missed one.  
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The panel had regard to the Sharp’s Policy document at Nevill Hall Hospital, and 

considered it to have been your responsibility to dispose of needles properly as soon as 

possible after use. During cross-examination, you put to Ms 1 that the treatment room 

was locked, and as such, there would have been no risk to patient safety as no patient 

would have access to the treatment room. 

 

You also submitted that after Ms 1 had spoken to you in respect of not disposing of a 

needle properly, you disposed of it in the sharps box. The panel heard evidence from 

Ms 1 that she did not go and check to see whether the needle had been disposed of 

after discussing this issue with you, and therefore had no evidence to suggest that this 

was not done. 

 

However, the panel noted the terms in which this charge is framed. It noted that the 

allegation is that having not disposed of the needle, you did not take any action to make 

the needle safe. The panel took account of Ms 1’s evidence that the needle was 

exposed and was lying over the edge of the tray, rather than being within the tray and 

covered and was therefore a risk to members of staff. On the basis of this evidence, the 

panel was satisfied that you had not taken any, or any appropriate action to make the 

needle safe.  

 

Therefore, the panel found charge 1b proved as a failure in respect of one needle. 

 

 

Charge 1c: 

 

c) became aggressive and/or raised your voice when challenged by a colleague 

about your sharps practice; 

 

This charge is found proved. 
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In reaching this decision, the panel took account of Ms 1’s, Ms 2’s and Ms 3’s evidence, 

together with the contents of your statement. 

 

During her oral evidence, Ms 1 stated that you ‘started to become aggressive’ towards 

her, your ‘voice became raised’ and she did ‘feel threatened’. Ms 2 and Ms 3 

corroborated Ms 1’s account in their evidence by stating that you became aggressive, 

raised your voice to Ms 1, and they gave consistent and clear evidence in relation to 

where they were at the time.  

 

The panel noted that Ms 2 had stated during her oral evidence that she was standing by 

the lifts at Nevill Hall Hospital, returning to her own ward, when she heard you raise 

your voice. 

 

Ms 2 did not know you at the time as she worked on a separate ward at Nevill Hall 

Hospital, and it therefore considered her to have borne no ill-will towards you.  

 

In considering the evidence before it, the panel preferred the clear evidence of Ms 1, Ms 

2 and Ms 3, as opposed to the submissions you made in support of your case for 

charge 1c. 

 

Therefore, the panel found charge 1c proved. 

  

 

Charge 1d: 

 

d) referred to the colleague referenced at charge 1c) in the terms indicated at 

Schedule 1 or used words to that effect when discussing her having challenged 

you with other colleagues. 

 

 

This charge is found proved. 
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In reaching this decision, the panel took account of Ms 2’s and Ms 3’s evidence, 

together with the contents of your statement. 

 

The panel noted that Ms 2 and Ms 3 were both clear and consistent in respect of the 

language you had used to describe Ms 1 after your conversation with her, and that they 

were adamant that you had called her ‘a fucking cunt’, or words to that effect. 

 

The panel noted that you offered no other explanation for this charge, other than to say 

that other staff members had previously described you as ‘eloquent’. It was your 

submission that you would not have called Ms 1 ‘a fucking cunt’ because of this.  

 

In considering the evidence before it, the panel preferred the clear evidence of Ms 2 and 

Ms 3, as opposed to the submissions you made in support of your case for charge 1d. 

 

Therefore, the panel found charge 1d proved. 

 

 

Charge 2a: 

 

2) In or around August 2017, at University Hospital of Wales: 

 

a) did not provide a patient with safe footwear in that you provided said patient with 

normal socks as opposed to non-slip socks;  

 

 

This charge is found proved. 

 

In reaching this decision, the panel took account of Ms 4’s evidence, together with the 

contents of your statement. 
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The panel had regard to Ms 4’s evidence and considered her to have demonstrated a 

good understanding of the risks the patient was exposed to, noting as it did, that she 

would have been the lead professional with regard to safe mobilisation of the patient as 

she was a Band 5 Physiotherapist. Ms 4 had a good recollection of the patient, she 

came across as knowledgeable and credible, and explained in detail why it was 

dangerous to have provided the patient with normal socks as opposed to non-slip 

socks, taking into account the fact that his shoes were not available. Ms 4 stated during 

her oral evidence that you could and should have taken steps to obtain non-slip socks 

for this patient and she also explained to you the procedure for doing so. 

 

The panel considered your submissions in respect of this charge to have been 

confused. The panel noted that you did not deal with this point, and drew the inference 

that you were saying that this had not happened. 

 

In these circumstances, the panel preferred the clear evidence of Ms 4, as opposed to 

the submissions you made in support of your case for charge 2a. 

 

Therefore, the panel found charge 2a proved as a failure. 

 

 

Charge 2b: 

 

b) became aggressive when challenged by a colleague about the footwear you 

were providing to the patient referred to at charge 2a) in that you: 

i) said ‘don’t talk to me like that, little girl’ or words to that effect; 

ii) indicated that you wanted to continue the conversation with said colleague in 

a bathroom by saying ‘get in there’ or words to that effect; 

 

These charges are found proved. 
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In reaching this decision, the panel took account of Ms 4’s evidence, together with the 

contents of your statement. 

 

The panel considered Ms 4 to have been extremely clear on the words you had said to 

her when she challenged you about the footwear you had provided to a patient. Ms 4 

stated that she felt intimidated by your behaviour and that she also felt disrespected by 

your choice of language towards her.  

 

In considering the evidence before it, the panel preferred the clear evidence of Ms 4, as 

opposed to the submissions you made in support of your case for charge 2b. 

 

Therefore, the panel found charge 2b proved in its entirety. 

 

 

Charge 2c: 

 

c) did not provide supervision to a patient with mobility issues whilst they showered. 

 

This charge is found proved. 

 

In reaching this decision, the panel took account of Ms 4’s evidence, together with the 

contents of your statement. 

 

Ms 4 and Ms 5 were clear in their oral evidence that you were supposed to be providing 

supervision to the patient whilst they showered. You submitted that you did not 

supervise the patient in the shower as you prioritised the patient’s respect and dignity, 

and that you had made a judgment call based on your nursing experience not to 

supervise them. 

 

The panel had regard to the evidence of the document referred to by Ms 4 which stated 

that the patient required a ‘Zimmer frame +1’, indicating that the patient was to use a 
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Zimmer frame and be supported by a member of staff. The panel understood from the 

evidence that this would mean that the patient should be supervised when showering 

due to their mobility issues. 

 

The panel was concerned that you had made a judgment call to not supervise the 

patient, who was at risk of falling, and who had not long returned from the High 

Dependency Unit (“HDU”), despite being under an obligation to do so in the 

circumstances, as you were responsible for providing care to this patient. 

 

The panel determined that the patient had been exposed to a risk of unwarranted harm 

as a result of your actions not to supervise them as they showered. 

 

Therefore, the panel found charge 2c proved as a failure. 

 

 

Charge 3c: 

 

3) On 6 August 2017, at Princess Wales Hospital: 

 

c) did not ensure a patient at risk of falls had a ‘steady’ to hand whilst he used the 

toilet; 

 

This charge is found proved. 

 

In reaching this decision, the panel took account of Ms 6’s evidence, together with the 

contents of your statement. 

 

The panel noted that Ms 6 gave evidence to the extent that the patient in question 

required a ‘steady’ whilst he used the toilet. 
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You accepted in your submissions that you had removed the ‘steady’ in order to provide 

the patient with more room to move as he used the toilet. 

 

The panel was satisfied on the evidence of Ms 6 that the ‘steady’ should have remained 

with the patient as he used the toilet as part of their care requirements, as it was 

documented in the patient’s care plan. 

 

The panel considered the patient to have been exposed to a risk of unwarranted harm 

by you removing the ‘steady’. The panel noted that the patient also suffered actual harm 

as a result of you removing the ‘steady’ as they did suffer a fall. 

 

Therefore, the panel found charge 3c proved as a failure. 

 

 

Charge 3d: 

 

d) did not provide supervision to the patient referred to at 3c) whilst he used the 

toilet. 

 

This charge is found proved. 

 

In reaching this decision, the panel took account of Ms 6’s evidence, together with the 

contents of your statement. 

 

The panel noted that Ms 6 accepted in her oral evidence that the nurse in charge of the 

care of a patient would have needed to have conducted an assessment to establish 

whether or not supervision of the patient was necessary whilst they used the toilet. 

 

You submitted that you did nothing wrong in the circumstances, and that you had left 

the patient on the toilet whilst you went to help another patient.  
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The panel noted the evidence of Ms 6 that the patient was identified as being cognitively 

impaired, and it therefore considered there to have been a reasonable expectation for 

you to have remained with/close to the patient in the circumstances, especially given 

the fact that you had removed the ‘steady’ from the patients reach. The panel 

determined that, in having removed the ‘steady’, you had increased the risk to the 

patient’s safety, and as such, there would have been a clear obligation for you to have 

remained with/close to the patient should they have required assistance. As such, the 

panel considered the supervision of the patient to have been necessary whilst he used 

the toilet. 

 

Therefore, the panel found charge 3d proved as a failure. 
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Day 6 – Monday, 26 November 2018 

 

The panel noted that the determination on facts had been finalised and sent 

electronically to Mr Loran and Mr Boodhun on day 5 of the hearing, 23 November 2018, 

together with information that there was a clear expectation that this hearing was to 

resume at 09:00 hours on day 6, 26 November 2018. 

 

On receiving this determination, Mr Loran then sent his submissions on behalf of the 

NMC to Mr Boodhun to assist him with preparing his own submissions for the next stage 

of the hearing, namely, misconduct and impairment. The panel noted that this stage had 

been explained to Mr Boodhun by Mr Loran and the legal assessor, in the presence of 

the panel secretary on day 4 of the hearing, 22 November 2018, with Mr Loran 

informing Mr Boodhun that, should the panel find the facts of this case proved, he would 

have the weekend to prepare submissions in relation to whether his actions amounted 

to misconduct, and, if so, whether his fitness to practise is currently impaired. 

 

The panel was informed by Mr Loran at the beginning of day 6 that Mr Boodhun was not 

in attendance at this hearing, however, he had attended the hearing centre at 

approximately 08:00 hours and handed two letters in to reception staff. Mr Boodhun 

then left the premises and did not return. 

 

 

Decision on proceeding in the absence of the Registrant 

 

In the circumstances, the panel considered whether it should proceed in the absence of 

Mr Boodhun. 

  

The panel had regard to Rule 21 (2) states: 

 

(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 
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(a) shall require the presenter to adduce evidence that all reasonable 

efforts have been made, in accordance with these Rules, to serve the 

notice of hearing on the registrant; 

(b) may, where the Committee is satisfied that the notice of hearing has 

been duly served, direct that the allegation should be heard and 

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions. 

 

Mr Loran invited the panel to continue in the absence of Mr Boodhun on the basis that 

he had voluntarily absented himself. Mr Loran submitted that Mr Boodhun had been 

informed in an email dated 23 November 2018 that this hearing was to resume at 09:00 

hours on 26 November 2018, and this was also reiterated to him in a telephone call with 

an NMC Case Coordinator. Mr Loran drew the panel’s attention to the telephone log 

dated 23 November 2018, in which it is recorded “He said that as a result of the way 

that the NMC has conducted itself throughout this case, he will be seriously considering 

whether or not to attend the hearing on Monday. He asked me to convey this message 

to Mr Loran…I confirmed that I would. I asked him to consider the emails we have sent 

and if possible, could he email us to confirm his position”. 

 

Mr Loran submitted that Mr Boodhun attended the NMC hearing centre and handed two 

letters to reception staff, addressed for the attention of the legal assessor and the panel 

secretary. He informed the panel that reception staff then asked Mr Boodhun if he was 

going to be attending the hearing, to which Mr Boodhun replied “it’s all in the letter”. Mr 

Loran provided an email from reception staff outlining what had happened, and 

confirmed that Mr Boodhun had not returned to the hearing centre after leaving at 

approximately 08:10 hours.  

 

The panel accepted the advice of the legal assessor.  
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The panel noted that its discretionary power to proceed in the absence of a registrant 

under the provisions of Rule 21 is not absolute and is one that should be exercised “with 

the utmost care and caution” as referred to in the case of R. v Jones (Anthony William), 

(No.2) [2002] UKHL 5. The panel further noted the case of R (on the application of 

Raheem) v Nursing and Midwifery Council [2010] EWHC 2549 (Admin) and the ruling of 

Mr Justice Holman that:  

 

“...reference by committees or tribunals such as this, or indeed judges, to 

exercising the discretion to proceed in the person's absence "with the utmost 

caution" is much more than mere lip service to a phrase used by Lord Bingham 

of Cornhill. If it is the law that in this sort of situation a committee or tribunal 

should exercise its discretion "with the utmost care and caution", it is extremely 

important that the committee or tribunal in question demonstrates by its language 

(even though, of course, it need not use those precise words) that it appreciates 

that the discretion which it is exercising is one that requires to be exercised with 

that degree of care and caution.” 

 

The panel had regard to the telephone log between an NMC Case Coordinator and Mr 

Boodhun, dated 23 November 2018. It noted that Mr Boodhun, at that point, was 

considering not attending the resumption of this hearing, and had asked what the 

consequences were of not doing so.  

 

In the circumstances, the panel concluded that Mr Boodhun had decided to voluntarily 

absent himself. It was of the view that an adjournment would not necessarily result in Mr 

Boodhun’s attendance, as he appeared to be attempting to disengage from the process. 

 

Furthermore, the panel considered there to be a strong public interest in the expeditious 

disposal of this case.  

 

In these circumstances, the panel has decided that it is fair, appropriate and 

proportionate to proceed in the absence of Mr Boodhun.  
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Determination on Interim Order 

 

During the panel’s consideration of misconduct and impairment, it became apparent that 

this matter was not going to conclude within the allotted listing of this case. Therefore, 

the panel invited submissions from Mr Loran as to whether an interim order is 

necessary in the circumstances under the provisions of Rule 32(5) of the Rules. 

 

Mr Loran submitted that there are four occasions identified in the charges in which Mr 

Boodhun has put patients and colleagues at a risk of unwarranted harm. He submitted 

that, in respect of charges 3c and 3d, the patient suffered actual harm as a result of Mr 

Boodhun’s actions. 

 

Mr Loran submitted that, in finding the facts found proved, there is a material change of 

circumstance in this case. He submitted that there is a high likelihood of repetition of the 

charges found proved. 

 

Mr Loran submitted that Mr Boodhun represents a real and present risk to public safety 

if he were permitted to continue practising as a registered nurse. 

 

Mr Loran submitted that Mr Boodhun has demonstrated a lack of insight in respect of 

the charges found proved, and that they predominantly relate to attitudinal concerns. In 

light of this, Mr Loran submitted that it may be difficult to formulate an interim conditions 

of practice order which would adequately address the concerns identified. Further, Mr 

Loran submitted that Mr Boodhun does not accept any responsibility for the charges 

found proved, save for charge 1a, and that he is unlikely to engage with an interim 

conditions of practice order if one were imposed on his registration. 

 

Mr Loran invited the panel to impose an interim suspension order for 18 months, on the 

grounds of public protection and in the public interest. 

 

The panel accepted the advice of the legal assessor.  
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The panel considered whether an interim order was necessary in the circumstances of 

this case. 

 

The panel noted that an interim order was being sought to cover the period of 

adjournment before this matter resumes on 4 and 5 February 2019. 

 

The panel had regard to the facts found proved and considered there to have been a 

material change of circumstances in this case. 

 

The panel noted that it had found that Mr Boodhun had exposed colleagues and 

patients to a risk of unwarranted harm, and that a patient had suffered actual harm as a 

result of Mr Boodhun’s actions. 

 

In light of the above, the panel concluded that an interim order was necessary on the 

grounds of public protection and is in the wider public interest. 

 

The panel then went on to consider whether an interim conditions of practice order was 

the appropriate and proportionate response to the findings it had made. 

 

The panel first considered the imposition of an interim conditions of practice order. 

 

The panel noted that Mr Boodhun works as an agency nurse, and that his nursing 

practice is not confined to one workplace environment. Therefore, the panel considered 

the imposition of an interim conditions of practice order to be unworkable and 

impracticable, noting as it did, that Mr Boodhun’s conduct relates to both clinical and 

attitudinal failings. The panel was of the view that it would be difficult to formulate 

conditions with which Mr Boodhun would be able to comply, given the level of 

supervision that would be required in the circumstances of this case. 
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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 period of this interim order is for 12 months to cover the period of any unexpected 

delays in bringing this matter to its conclusion. 

 

That concludes this determination. 
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Application for panel to recuse itself 

 

At the beginning of day 6, 26 November 2018, NMC reception staff confirmed that Mr 

Boodhun had been in attendance at the hearing centre at approximately 08:00 hours, 

and provided two letters marked for the attention of the legal assessor and the panel 

secretary. Upon delivering these letters, Mr Boodhun left the premises and did not 

return. 

 

The panel had sight of the two letters provided by Mr Boodhun. 

 

In the letter addressed to the panel secretary, Mr Boodhun states “I am supposed to 

have had an email on Friday…NO EMAIL!!!...Please can you post it urgently…”.  

 

In the letter addressed to the legal assessor, Mr Boodhun states “The panel of the NMC 

are meant to be impartial, independent and therefore should show no bias…This whole 

hearing is flawed as I was ambushed when [Ms 7] was asked to come to the hearing 

without my prior knowledge…Video witnesses are only allowed on exceptional cases. 

This is hardly what we call exceptional. For this reason this hearing is flawed. He 

brought carefully prepared uniform[sic] form to get all the witness’s to sign – Reminds 

me of the question program[sic] in[sic] TV…This whole hearing is a complete and utter 

sham…As I said this was all about racism and not fitness to practice[sic]…Non[sic] of 

the hospital claimed that they brought this case against me. This was orchestrated by 

[Ms 7] who quite clearly was motivated by vengeance and spite as I called her a 

racist…This whole hearing is quite clearly farcical…I request a new hearing with 

different panel…”. The panel took the last sentence of this letter as an application made 

by Mr Boodhun for the panel to recuse itself. It invited submissions from Mr Loran in 

respect of this application made by Mr Boodhun. 

 

Mr Loran submitted that both him and Mr Boodhun were sent the facts determination at 

the end of day 5, 23 November 2018, after the panel had finalised the determination on 

facts. Upon receiving this determination, Mr Loran informed the panel that he had sent 
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Mr Boodhun his written submissions for misconduct and impairment, in order to assist 

him with his preparation at the next stage of the hearing. 

 

Mr Loran submitted that the NMC had been clear in its correspondence with Mr 

Boodhun prior to the hearing starting that it was going to call Ms 7 to give evidence at 

this hearing. Mr Loran submitted that Mr Boodhun was aware of this, as he had made a 

disclosure requests based on the suggestion that Ms 7 had incited others to give 

evidence against him. Furthermore, Mr Loran submitted that there have been 

discussions throughout the hearing as to what witnesses were being called by the NMC, 

and when they were due to be in attendance to give their evidence to the panel. Mr 

Loran submitted that there is no real basis for Mr Boodhun’s suggestion that he was 

‘ambushed’ by Ms 7 giving oral evidence to this panel. 

 

Mr Loran submitted that Mr Boodhun has also suggested that the panel are biased 

because of the colour of his skin and has invited the panel to recuse itself. He drew the 

panel’s attention to Mr Boodhun’s comments in his letter to the legal assessor, in which 

he states “How can foreign nurses have any justice when the panel all consists of white 

people…I request a new hearing with different panel”. Mr Loran submitted that, in his 

view, the panel has been scrupulously fair at every stage of the hearing to both parties. 

He submitted that the panel did not proceed on day 1 of the hearing out of fairness to 

Mr Boodhun, who had stated that he had made a mistake as to the start date of this 

hearing. Witnesses were inconvenienced as a result of this; and had to be asked to 

attend on a different day in order to give their evidence, one of which was via video link, 

as other commitments meant that she could not be physically present at the hearing 

centre the following day. Mr Loran reminded the panel that, at the close of the NMC’s 

case, the panel permitted Mr Boodhun to take extra time to prepare his case, prior to 

submissions at the facts stage of the hearing, and that this took half a day.  

 

Mr Loran submitted that the legal assessor has taken a significant amount of time and 

effort to explain the process of these proceedings to Mr Boodhun, in the presence of 

himself and the panel secretary. Mr Loran submitted that Mr Boodhun had been 
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interrupted at times during witness evidence by the Chair of the panel, as he was 

making statements to the witnesses, as opposed to asking them questions. He 

therefore submitted that Mr Boodhun had been interrupted for a good reason, and that 

every effort was then made to assist Mr Boodhun in putting his case to the witnesses.  

 

Mr Loran referred the panel to the case of Porter v Magill [2001] UKHL 67, and 

submitted that this is a matter for the panel’s consideration as to whether to recuse 

itself. 

 

Mr Loran submitted that whilst the panel may be in receipt of remuneration from the 

NMC, it is independent from the regulator. 

 

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

 

The panel had regard to an email containing the facts determination which was sent by 

an NMC Case Coordinator to an email address that Mr Boodhun had been using to 

communicate with the NMC on previous occasions. It also noted that Mr Loran, upon 

being in receipt of the determination on facts, had sent Mr Boodhun his submissions on 

misconduct and impairment by email to the same address. 

 

The panel considered it to have accommodated Mr Boodhun in the fairest way possible. 

It noted that it did not start the hearing until Mr Boodhun was present on day 2, and it 

had given more time to Mr Boodhun in order for him to familiarise himself with the 

process, as well as prepare his case at the facts stage of the hearing. Mr Boodhun also 

had the opportunity to prepare any submissions for the misconduct and impairment 

stage over the weekend. 

 

The panel noted that all of the participants involved in this hearing are white, including 

all of the NMC witnesses, apart from Mr Boodhun. The panel determined that in 

preferring the NMC’s witness evidence to the statements of Mr Boodhun throughout the 

course of this hearing does not necessarily make the panel biased. It considered itself 
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to be a vastly experienced, independent and trained panel which mitigates bias, 

however, should any panellist have had a concern about any aspect of bias, it would 

have been raised by the panellist and addressed appropriately at the time. 

 

The panel was of the view that the interruptions made by the Chair during witness 

evidence was explained clearly to Mr Boodhun at the time, and on numerous occasions 

outside of the NMC hearing room by the legal assessor and case presenter, as Mr 

Boodhun had consistently been making statements and declarations to the witnesses, 

as opposed to asking them questions in respect of their evidence. The panel considered 

the interruptions at the time to be helpful to all parties in the hearing, as they were made 

on the basis of focusing Mr Boodhun’s questions in helping him put his case to the NMC 

witnesses. 

 

The panel had regard to Mr Boodhun’s statement in which he claims to have been 

‘ambushed’ by the NMC calling Ms 7 to give evidence at this hearing. It noted that Mr 

Boodhun had made multiple disclosure requests prior to the hearing commencing, 

asking the NMC to obtain information from Ms 7 and any other witnesses she may have 

been in contact with. The panel also noted that changes had to be made to the witness 

order to facilitate him in being able to question the NMC witnesses. It did not consider 

Mr Boodhun’s argument to hold any weight. Mr Boodhun did not appear to have made 

any attempt to prepare his case along with what questions he wanted to ask of the 

witnesses prior to the start of the hearing.  

 

The panel considered there to be no evidence of any bias towards the NMC. It was of 

the view that the legal assessor, case presenter and panel secretary had all tried to 

assist Mr Boodhun at every stage of the hearing. The panel determined that a 

reasonable, well-informed, fair-minded member of the public, would not have 

considered the panel to have displayed any bias towards the NMC in this case.  
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Therefore, the panel did not grant Mr Boodhun’s application for the panel to recuse 

itself. It decided to proceed to the next stage of the hearing, namely, misconduct and 

impairment. 

 

Submissions 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 Mr Boodhun’s 

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.  

 

Mr Loran invited the panel to take the view that Mr Boodhun’s acts and/or omissions 

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

for nurses and midwives (2015) (“the Code”). He then directed the panel to specific 

paragraphs and identified where, in the NMC’s view, Mr Boodhun’s actions amounted to 

misconduct.  

 

Mr Loran 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.’ 

 

Mr Loran submitted that Mr Boodhun appears to have taken an unprofessional and 

indifferent approach towards patient care as identified by the facts found proved. 

 

Mr Loran submitted that Mr Boodhun appears unable to accept feedback in respect of 

his conduct. He submitted that this is evidenced by the way that Mr Boodhun speaks to 

colleagues, as he conducts himself in an unprofessional, aggressive and intimidating 

manner. Mr Loran further submitted that this has not only been demonstrated in the way 

that he has behaved towards his colleagues, but also in the way that he has behaved 

during this regulatory process. 
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Mr Loran submitted that in adopting these approaches, Mr Boodhun’s conduct plainly 

reaches the threshold of misconduct.  

 

He 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 regulatory body. 

 

Mr Loran referred the panel to the cases of Council for Healthcare Regulatory 

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

and Cohen v GMC [2008] EWHC 581 (Admin). He invited the panel to consider whether 

Mr Boodhun’s conduct is remediable, whether the conduct has been remedied, and 

whether it is likely to be repeated. 

 

Mr Loran also referred the panel to the case of Pillai v GMC [2009] EWHC 1048 

(Admin) and submitted that Mr Boodhun’s attitude to this substantive hearing can be 

taken into account by the panel, when considering impairment, and/or sanction. 

 

Mr Loran submitted that Mr Boodhun has demonstrated absolutely no insight into the 

nature and seriousness of his misconduct. He submitted that Mr Boodhun had remained 

steadfast in his belief that he has done nothing wrong, he knows best, and that other 

members of the multi-disciplinary team have no right to challenge him due to his 

knowledge and experience.  

 

Mr Loran submitted that there is no real prospect of Mr Boodhun remedying his 

behaviour given his lack of insight into the charges found proved. He further submitted 

that Mr Boodhun’s poor judgment and decision-making has the potential to cause harm 

to patients and that he presents a serious and on-going risk to patients in his care, 

should he be permitted to practise as a registered nurse without restriction. Mr Loran 
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submitted that there is a real risk of repetition of the events found proved in the 

circumstances of this case. 

 

Mr Loran invited the panel to find that Mr Boodhun’s fitness to practise is currently 

impaired on the grounds of public protection and public interest. 

 

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

number of judgments which are relevant, these included: Roylance v General Medical 

Council (No 2) [2000] 1 A.C. 311, Council for Healthcare Regulatory Excellence v (1) 

Nursing and Midwifery Council (2) Grant [2011] EWHC 927 (Admin) and Cohen v GMC 

[2008] EWHC 581 (Admin). 

 

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, Mr Boodhun’s fitness to practise is currently impaired as a result of that 

misconduct.  

 

Decision on misconduct 

 

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 Mr Boodhun’s conduct did fall significantly short of the 

standards expected of a registered nurse, and considered his acts and/or omissions to 

have amounted to multiple breaches of the Code. Specifically: 
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“1 Treat people as individuals and uphold their dignity  

To achieve this, you must:  

1.2 make sure you deliver the fundamentals of care effectively. 

 

2 Listen to people and respond to their preferences and concerns  

To achieve this, you must:  

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

 

6 Always practise in line with the best available evidence 

To achieve this, you must: 

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

 

8 Work cooperatively  

To achieve this, you must:  

8.1 respect the skills, expertise and contributions of your colleagues, referring matters to 

them when appropriate. 

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. 

8.4 work with colleagues to evaluate the quality of your work and that of the team.  

8.5 work with colleagues to preserve the safety of those receiving care.  

8.6 share information to identify and reduce risk. 

 

9 Share your skills, knowledge and experience for the benefit of people receiving 

care and your colleagues  

To achieve this, you must:  

9.2 gather and reflect on feedback from a variety of sources, using it to improve your 

practice and performance. 

9.3 deal with differences of professional opinion with colleagues by discussion and 

informed debate, respecting their views and opinions and behaving in a professional 

way at all times. 
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19 Be aware of, and reduce as far as possible, any potential for harm associated 

with your practice  

To achieve this, you must:  

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. 

19.4 take all reasonable personal precautions necessary to avoid any potential health 

risks to colleagues, people receiving care and the public. 

 

20 Uphold the reputation of your profession at all times 

To achieve this, you must: 

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

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

of other people. 

20.5 treat people in a way that does not take advantage of their vulnerability or cause 

them upset or distress. 

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

nurses and midwives to aspire to.” 

 

The panel appreciated that breaches of the Code do not automatically result in a finding 

of misconduct. It considered each of the charges and made the following findings in 

respect of whether Mr Boodhun’s acts and/or omissions amounted to misconduct: 

 

The panel did not consider charges 1a and 1b to be sufficiently serious to amount to 

misconduct in the circumstances of this case. It noted from the evidence that Mr 

Boodhun had not disposed of one needle which he had used to take blood from a 

patient, and that he does not appear to have taken any action in making that needle 

safe as it was ‘hidden from view’. Mr Boodhun accepted at this hearing that he had 

made a mistake. The panel was of the view that whilst Mr Boodhun’s actions could have 

put colleagues at a risk of unwarranted harm, it considered this to be one incident, 

which had satisfactorily been dealt with during the internal investigation at Nevill Hall 
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Hospital. The panel determined that no further regulatory action was necessary in 

respect of charges 1a and 1b. 

 

However, in considering charges 1c and 1d, the panel considered Mr Boodhun’s 

behaviour to be unacceptable, firstly, by raising his voice in an aggressive manner at Ms 

1 when she challenged him in relation to the undisposed needle, and secondly, by 

calling her ‘a fucking cunt’. It was of the view that Mr Boodhun’s use of language was 

highly inappropriate, and considered him to be unable to take any criticism of his 

nursing practice. The panel determined that Mr Boodhun’s actions in respect of charges 

1c and 1d were clearly serious enough to amount to misconduct.  

 

In respect of charge 2, the panel considered Mr Boodhun to owe a duty of care to 

patients in his care, in the performance of his role as a registered nurse. The panel was 

of the view that Mr Boodhun’s primary task was to minimise risks to patient safety and, 

in not providing a patient with non-slip socks and in not providing supervision to a 

patient with mobility issues whilst they showered, both of these patients were exposed 

to a significant risk of harm. The panel noted that Mr Boodhun is an experienced 

registered nurse and it was of the view that he was or should have been fully aware of 

the risks associated with the mobilisation of patients, yet he did not act in their best 

interests. The panel concluded that members of the profession and the general public 

would be concerned by Mr Boodhun’s actions in respect of charge 2a, as well as his 

omissions in respect of charge 2c, as his focus was on maintaining a patient’s dignity 

over their own health and safety. 

 

Furthermore, upon being challenged by Ms 4 in relation to the incident in charge 2a, the 

panel considered Mr Boodhun to have responded poorly in a belittling fashion to Ms 4, 

by saying ‘don’t talk to me like that, little girl’ and by saying ‘get in there’, indicating that 

he wanted to continue the conversation in a bathroom. The panel considered Mr 

Boodhun to have used these words in an attempt to undermine Ms 4, who was the lead 

professional in this scenario as a Band 5 Physiotherapist. The panel considered Mr 

Boodhun’s conduct to have fallen seriously short of the standards expected of a 
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registered nurse, and considered his behaviour to have been inappropriate in the 

circumstances. The panel determined that charge 2 in its entirety was sufficiently 

serious to amount to misconduct. 

 

In respect of charge 3c and 3d, the panel noted that the patient in question had been 

identified as being cognitively impaired and at a high risk of falls. The patient had 

recently been released from the High Dependency Unit on to the ward that Mr Boodhun 

was working on at the Princess Wales Hospital. The panel noted that Mr Boodhun had 

stated that he removed the ‘steady’ in order to provide the patient with more room whilst 

they used the toilet and that he continues to insist that his practice was correct in doing 

so. The panel was of the view that in removing the ‘steady’, the patient was exposed to 

an even higher risk of unwarranted harm, having previously been identified as a high 

risk patient.  

 

In not providing supervision whilst the patient used the toilet, the panel considered Mr 

Boodhun to have adopted an incorrect approach to patient safety. It noted that Mr 

Boodhun had already removed the ‘steady’ from the patient, and that he had made 

submissions to this panel that he had left the patient on the toilet whilst he went to help 

another patient. The panel considered this conduct to be inappropriate in the 

circumstances given that the patient in question was extremely vulnerable. It was of the 

view that, in having removed the ‘steady’, Mr Boodhun should have remained by the 

door of the toilet in order to provide a level of supervision to the patient whilst they used 

the toilet. It noted that the patient did in fact suffer a fall, thereby suffering actual harm 

as a result of Mr Boodhun having removed the ‘steady’ and/or not providing supervision 

to them whilst they used the toilet. Mr Boodhun stated during the hearing that he ‘could 

not prevent patients from falling’. 

 

The panel determined that Mr Boodhun’s actions in removing the ‘steady’ and/or his 

omissions in not providing supervision to the patient were sufficiently serious enough to 

amount to misconduct. 
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The panel determined that Mr Boodhun’s conduct in respect of charges 1c, 1d, 2 in its 

entirety and 3 in its entirety were sufficiently serious to amount to misconduct. It found 

that Mr Boodhun’s actions did fall seriously short of the conduct and standards expected 

of a registered nurse in the circumstances of this case. 

 

Decision on impairment 

 

The panel next went on to decide if as a result of this misconduct, Mr Boodhun’s fitness 

to practise is currently impaired. 

 

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: 
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I would also add the following observations in this case having heard 

submissions, principally from Ms McDonald, as to the helpful and 

comprehensive approach to determining this issue formulated by 

Dame Janet Smith in her Fifth Report from Shipman, referred to above. 

At paragraph 25.67 she identified the following as an appropriate test for 

panels considering impairment of a doctor’s fitness to practise, but in my 

view the test would be equally applicable to other practitioners governed 

by different regulatory schemes. 

 

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

deficient professional performance, adverse health, conviction, 

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

impaired in the sense that s/he: 

 

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

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

 

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

medical profession into disrepute; and/or 

 

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

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

 

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

dishonestly in the future. 

 

The panel finds that limbs a, b and c are engaged in the case of Grant. 

 

The panel noted that the concerns in this case relate to Mr Boodhun’s attitude and 

conduct, as well as his clinical nursing practice. 
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The panel had regard to all the oral and documentary submissions provided by Mr 

Boodhun. It noted that Mr Boodhun did not give oral evidence during this hearing, but 

instead continuously made statements to it during other witnesses’ evidence. The panel 

considered the written documentation provided by him to not lend themselves to the 

charges and instead, appeared to be a general description of how unfairly he felt that he 

had been treated at the hospitals which he had worked resulting in this referral to the 

NMC. Mr Boodhun remained steadfast in his belief that the witnesses called to give 

evidence against him at this hearing had been coerced into doing so by Ms 7.  

 

The panel considered Mr Boodhun to have no insight into the charges found proved, 

noting that he did not accept any wrongdoing for his acts and/or omissions. Instead, Mr 

Boodhun attempted to deflect blame on to other members of staff at the hospitals he 

worked, as well as accusing the panel of bias. 

 

The panel also considered Mr Boodhun to have shown no remorse for his acts and/or 

omissions. It noted that Mr Boodhun had specifically stated that he “cannot prevent 

patients from falling”. However, it considered Mr Boodhun to have taken an 

inappropriate approach to patient safety, and also failed to recognise how his actions 

exposed patients to a risk of unwarranted harm. 

 

The panel determined that the clinical and attitudinal concerns identified in this case are 

capable of remediation, although it recognised that it can often be more difficult to 

remediate attitudinal issues. In any event, the panel considered there to be no evidence 

of remediation before it. Mr Boodhun did not give the panel the impression that he 

would be willing to reflect or address the deficiencies identified. 

 

The panel had received no references or testimonials provided to it by Mr Boodhun from 

referees or work colleagues.  

 

In light of the above, the panel considered there to be a real risk of repetition, and a risk 

of unwarranted harm to patients, should Mr Boodhun be permitted to practise as a 
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registered nurse without restriction. Therefore, the panel decided that a finding of 

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 was of the view 

that a fully informed member of the public would be concerned by Mr Boodhun’s 

conduct in respect of his clinical practice and attitudinal issues. It concluded that the 

public would expect the regulator to take appropriate action to safeguard the public 

interest elements of this case. The panel therefore determined that a finding of 

impairment on the grounds of public interest was required.  

 

Having regard to all of the above, the panel was satisfied that Mr Boodhun’s fitness to 

practise is currently impaired. 

 

Application for panel to recuse itself 

 

On day 6 of the hearing the panel had made a decision as to whether it should recuse 

itself on the grounds of bias against you. You had submitted in a letter that the panel 

was prejudice against you on the grounds of race. The panel determined that, in 

applying the tests of real or apparent bias in the conduct of the proceedings, these were 

not met and it did not accede to the application. 

 

On day 7 of the hearing, you made a formal application for the panel to review its 

decision on recusing itself on the basis, specifically, that the chair is biased against you 

on the grounds of race. You submitted that you felt it was inappropriate for the chair to 

intervene whilst you asked Ms 6 questions concerning racial stereotyping during her 

evidence. You said that this was unfair and you have no faith in continuing the hearing 

whilst the chair remains the same and it would be appropriate for him to step down.  
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You also made some submissions concerning the evidence heard at the facts stage 

with regard to Ms 7.  

 

You further submitted that the chair had demonstrated bias and prejudice against you 

by the various interventions he had made during the hearing, in particular during the 

course of the live evidence.  

 

Mr Bellis, on behalf of the NMC, submitted that the issues raised by you relate to the 

facts stage. He submitted that the case examiner’s decision did indicate that some of 

Ms 7’s evidence was hearsay however this evidence was not relied on, during the 

hearing. 

 

Mr Bellis submitted that the panel had already considered whether to recuse itself on 

the basis of the allegations made by you on day 6. He submitted that it is the chair’s role 

in a hearing to intervene wherever he/she feels appropriate.  

 

Mr Bellis reminded the panel that the decision has been made on the facts and has 

been handed down. He submitted that the panel has no new information on before it 

today to change the decision on facts. 

 

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

 

In light of this application, the panel decided to revisit its earlier decision on whether to 

recuse itself. The panel also had sight of the transcript from day 3 of the hearing dated 

21 November 2018 which shows that the chair intervened during Ms 6’s evidence 

because you had repeatedly asked the same questions and she had given the same 

answer indicating that she did not recall asking you the questions that you had put to 

her that she had asked. The panel noted that the chair did not speak about “racial 

stereotyping” which is the issue you raised. In considering your application the panel 
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reminded itself of the duties of the chair which include the fair management of the 

hearing for the benefit of all the parties.  

 

The panel applied the test as set down in the case of Porter v Magill [2002] 2AC 357 

and asked itself whether a fair minded and informed observer having considered the 

facts would conclude that there was a real possibility that the panel was biased. It gave 

particular consideration to whether any comments or interventions by the chair would 

lead such an independent and fair minded observer to consider that the chair was 

biased against you. It concluded that there was nothing in the chair’s conduct which 

would lead such an observer to reach such a conclusion. It noted that the specific 

example that you gave concerning Ms 6 and the racial stereotyping question was not 

how the exchange took place as set out in the transcript of the evidence. 

 

Therefore, the panel did not accede to your application for the panel to recuse itself. It 

decided to proceed to the next stage of the hearing. 

 

Determination on sanction  

 

The panel then considered what sanction, if any, it should impose. In reaching its 

decision, the panel considered all the evidence before it, and heard submissions from 

Mr Bellis and by you. 

 

Mr Bellis invited the panel to impose at least an order of suspension, if not a striking-off 

order, so as to reflect the seriousness of the matters found proved and in the absence 

of any information as to insight or remediation. He addressed the panel on what he 

considered to be the aggravating and mitigating factors in your case. Mr Bellis stated 

that there were no mitigating factors in your case. 

 

Mr Bellis reminded the panel that you have not provided any evidence of insight or 

remediation during the hearing. He submitted that you have not demonstrated an 

understanding of how your conduct put patients at risk of harm and that you have 
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shown an unwillingness to address the concerns found in your practice. He further 

submitted that your inability to respond appropriately to criticism both in the charges and 

throughout the hearing indicates a deep-seated, attitudinal issue. It was his submission 

that your actions were fundamentally incompatible with ongoing registration.  

 

In your submissions, you told the panel that nobody is perfect. You submitted that 

although you always gave 110% in your nursing career, sometimes actions are not 

perceived as what they are intended. You informed the panel that you are currently 

retired and work as an agency nurse occasionally. You submitted that your managers in 

the past were always impressed with your work and there were never any concerns 

raised with regard to your practice. 

 

You told the panel that you have worked with a lot of nurses, some good and some bad. 

You submitted that although you could have done better whilst working as a nurse, 

coming from a different country to work as a nurse in the UK was difficult for other 

colleagues to accept and it caused them to treat you unfairly. You submitted that your 

conduct never put patients at risk of harm, you suggested that other nurses have done a 

lot worse, however you also suggested that you were blamed because you are from a 

different country. 

 

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

 

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

in this case. The panel accepted the advice of the legal assessor. The panel bore 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 published by the NMC. It recognised that the decision on 

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

 

Before making its determination on sanction, the panel had regard to the aggravating 

and mitigating features in this case. 
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The panel considered the aggravating features to be: 

 

 Your lack of insight, remediation or remorse in relation to the charges; 

 you put patients at risk of unwarranted harm and caused actual harm to one 

patient; 

 you blamed others for your failings; and 

 a continuing pattern of deep seated attitudinal problems. 

 

The panel concluded that there was no evidence of any mitigating factors. 

 

The panel took into account that there have been no regulatory concerns raised into 

your nursing practice and noted your long unblemished career of 46 years. However it 

had sight of the SG which indicated that ‘the fact that the nurse or midwife has not 

previously received a fitness to practise sanction is unlikely to be a relevant 

consideration in deciding which order is needed to achieve public protection’. 

 

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 decided that it would be 

neither proportionate nor in the public interest to take no further action. 

 

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

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

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

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

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

of the spectrum and that a caution order would be inappropriate in view of the continued 

risk to patients. The panel decided that it would be neither proportionate nor in the 

public interest to impose a caution order. 
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The panel next considered whether placing conditions of practice on your registration 

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

conditions imposed must be proportionate, measurable and workable. The panel 

considered that although your conduct is remediable, it was concerned with your 

attitudinal problems which are not matters that can ordinarily be addressed through 

retraining. It also took into account your unwillingness to address the concerns found in 

your practice. Further, the panel considered that the placing of conditions on your 

nursing registration would not adequately address the seriousness of this case nor 

uphold the wider public interest. Therefore, the panel determined that a conditions of 

practice order would not be the appropriate or proportionate sanction.  

 

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

appropriate sanction. The SG indicates key considerations in relation to suspension: 

 

 Key considerations  

 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 the professional 

standards?  

 

The panel referred to the SG’s checklist to guide its decision on whether a 

suspension order is appropriate in the circumstances. The panel found that 

 by the very nature of your misconduct there is evidence of attitudinal 

problems; 

 you have not demonstrated any insight; and 

 there is a risk of repetition and a consequent risk to patient safety. 

 

The panel was of the view that your lack of insight, remorse or acknowledgement of 

your misconduct was a very significant departure from the standards expected of a 

registered nurse. The panel noted your late concessions in your submissions where you 
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accepted some responsibility for your actions. However the panel noted these still did 

not demonstrate insight into the effect of your actions on patients or colleagues. The 

panel was not satisfied that a period of suspension would satisfy the public interest or 

uphold public confidence in the profession or the NMC.  

 

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

not be an appropriate or proportionate sanction.  

 

The panel therefore went on to consider the appropriateness of a striking-off order and 

took into account the following sections of the SG: 

 

Key considerations are: 

 Do the regulatory concerns about the nurse or midwife raise fundamental 

questions about their professionalism? 

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

or midwife is not removed from the register? 

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

members of the public or maintain professional standards?  

 

The panel determined that each of these three bullet points are engaged in this case.  

 

Accordingly, after considering all the circumstances of the case, the panel determined 

that your misconduct went against fundamental tenets of the nursing profession. It was 

of the view that your lack of insight or remorse in relation to the charges and throughout 

the hearing is indicative of deep seated attitudinal problems, the panel concluded that 

your actions are fundamentally incompatible with you remaining on the register. 

 

The panel considered that to suspend you or to allow you the opportunity to continue 

practising in the future, after identifying your lack of insight into, or your remorse for, 

your failings, would gravely undermine public confidence in the profession and in the 

NMC as a regulatory body. The panel decided to impose a striking off order.  
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The effect of this order is that the NMC register will show that you have been struck-off 

the register. 

 

Determination on interim order 

 

The panel considered the submissions made by Mr Bellis that an interim order should 

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

wider public interest.  

 

Mr Boodhun made no submissions. 

 

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 in the wider public interest. The panel had regard to the seriousness 

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

order in reaching the decision to impose an interim order. The panel considered that to 

do otherwise would be incompatible with its earlier findings. 

 

The reasons for the interim suspension order will be the same as those detailed in the 

substantive order. 

 

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 Mr Boodhun has been sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


