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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Order Review Hearing 

 
15 February 2019 

Nursing and Midwifery Council, 61 Aldwych, London WC2B 4AE 
 
Name of registrant: Mrs Denise Nicola Neaves 
 
NMC PIN:  87G1210E 
 
Part(s) of the register: Registered Nurse - Sub Parts 1 and 2 
 Registered Midwife 
   
 Adult Nursing – level 2- December 1989 
 Midwife – January 2004 
 
Area of Registered Address: England 
 
Type of Case: Misconduct & Lack of Competence 
 
Panel Members: John Brookes (Chair, Lay member) 

Deborah Hall (Registrant member) 
Catherine Cooper (Registrant member) 

 
Legal Assessor: Penny Howe QC  
 
Panel Secretary: Tereka Bowes 
 
Registrant: Not present and not represented  
 
Nursing and Midwifery Council: Represented by Maria Buckingham, counsel, 

instructed by NMC. 
 
Order being reviewed: Suspension order (6 months) 
  
Outcome: Striking – off order to come into effect at the 

end of the current order, namely at the end of 
14 March 2019, in accordance with Article 30 
(1) 
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Service of Notice of Hearing 
 
The panel was informed at the start of this hearing that Mrs Neaves was not in 

attendance, nor was she represented in her absence. 

 

The panel was informed that the notice of this hearing was sent to Mrs Neaves on 17 

January 2019 by recorded delivery and first class post to her registered address. The 

panel noted that notice of this hearing was not delivered to Mrs Neaves as it was 

returned to sender having exceeded the holding period at the Royal Mail post office at 

South end on sea.  

 

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

 

In the light of the information available the panel was satisfied that notice had been 

served in accordance with Rules 11 and 34 of The Nursing and Midwifery Council 

(Fitness to Practise) Rules Order of Council 2004 (as amended February 2012) (the 

Rules).  

 

Consideration of whether to proceed in the absence of Mrs Neaves 

 

The panel then considered proceeding in the absence of Mrs Neaves. The panel was 

mindful that the discretion to proceed in absence is one which must be exercised with 

the utmost care and caution.  

 

The panel considered all of the information before it, together with the submissions 

made by Ms Buckingham, on behalf of the Nursing and Midwifery Council (NMC). The 

panel accepted the advice of the legal assessor who referred the panel to the case of R 

v Jones [2003] AC1, HL.  

 

Ms Buckingham invited the panel to proceed in the absence of Mrs Neaves, stating that 

Mrs Neaves has voluntarily absented herself from today’s hearing. She referred the  

panel to the contents of an email dated 5 February 2019 between Mrs Neaves and the 

NMC which indicated that Mrs Neaves had previously suggested that she would not be 

attending today’s hearing.  
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In particular that email stated: 

 

“In our conversation earlier you suggested that you will not be attending this 

upcoming review. Can you please provide this in an email...” 

 

Ms Buckingham drew the panel’s attention to the contents of a communication log dated 

14 February 2019, where Mrs Neaves’ case officer telephoned her enquiring whether 

she would be attending today’s hearing. However, this attempt was unsuccessful and it 

was not possible to leave a voicemail. 

 

The panel was satisfied that Mrs Neaves had been sent and received notice of today’s 

hearing. In light of the correspondence with the NMC, the panel has accepted that she 

was aware of today’s hearing and that she had chosen to voluntarily absent herself. The 

panel had no evidence to suggest that an adjournment would result in Mrs Neaves’ 

attendance. The panel also noted that the current order is due to expire at the end of 14 

March 2019 and that this statutory review must be concluded before that date. Having 

weighed the interests of Mrs Neaves with those of the NMC and the public interest in an 

expeditious disposal of this hearing, the panel determined to proceed in Mrs Neaves’ 

absence.   
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Decision and reasons on review of the current order: 

The panel decided to impose a strike-off order. This order will come into effect at the 

end of 14 March 2019 in accordance with Article 30 (1) of the Nursing and Midwifery 

Order 2001 (as amended) (the Order).  

 

This is the third review of a suspension order, originally imposed by a panel of the 

Conduct and Competence Committee on 14 November 2016 for 9 months. The current 

order is due to expire at the end of 14 March 2019.  

 

The panel is reviewing the order pursuant to Article 30 (1) of the Order.  

 

The charges found proved, some by way of admission, which resulted in the imposition 

of the substantive order were as follows: 

 

“That you, whilst employed as a midwife by Basildon and Thurrock University 

Hospitals NHS Foundation Trust, between January 2011 and September 2014, 

failed to demonstrate the standards of knowledge, skill and judgement required to 

practise without supervision as a midwife in that: 

… 

3. In January 2012 you did not make a Routine Enquiry in relation to Patient I or, 

in the alternative, you made a Routine Enquiry in relation to Patient I when 

Patient I’s partner was in the vicinity. 

4. On 13 September 2012 you booked Patient A for an unnecessary antenatal 

appointment. 

5. Did not ensure that Patient A’s planned anaesthesia appointment for 21 

September 2012 was booked. 

6. In September 2012 you gave Patient D an incorrect estimated delivery date. 

7. On 10 September 2012, while caring for Patient E, you: 

7.1 Calculated an estimated delivery date based on the patient’s last 

period, which the patient was unsure of. 
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… 

8. On 5 March 2013 you did not accompany Patient N for a scan when a fetal 

heartbeat could not be found. 

9.  On a date before 29 April 2013 you sent a letter and blood form to Patient G 

with another patient’s name on them. 

10.  On 2 August 2013, you did not enter dates for the induction of one or more  

unknown patients in the Delivery Suite and/or Cedar Ward diaries. 

11.  On 9 August 2013, you incorrectly diarised one or more low risk inductions in 

the Delivery Suite and/or Cedar Ward diaries. 

12.  Prior to August 2013 did not make a safeguarding referral in relation to 

Patient J despite being given information about serious drug use in pregnancy 

and mental health concerns. 

13. On 29 September 2013 you incorrectly requested that Patient Q’s non-

attendance for a diabetes education appointment should not be recorded as 

‘DNA’. 

14.  … 

15. On 18 November 2013 you incorrectly filled out a combined screening form 

for an unknown patient. 

16.  On 19 November 2013 you did not ensure that a blood sample you took from 

an unknown patient was labelled. 

17.  In November 2013, you incorrectly booked Patient C as a low risk patient 

when she was a high risk patient due to her raised BMI. 

18.  In or before January 2014 you miscalculated an estimated delivery date for 

Patient F. 

19.  On 12 February 2014 you sent a blood sample of an unknown patient to the 

laboratory with a request to carry out an incorrect test. 

20. On 24 February 2014 when caring for an unknown patient at her 28 week 

appointment, you: 
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20.1 Did not ensure a precautionary glucose test was carried out. 

20.2 Did not ensure the patient’s blood was promptly checked. 

20.3 Did not ensure that the patient received an anti D injection   

  promptly. 

21 On an unknown date in or around early April 2014 you did not send Patient P for 

a scan when her foetal heartbeat could not be found and/or after you stopped 

trying to find a foetal heartbeat.”  

 

The second reviewing panel determined the following with regard to impairment: 

 

“The panel considered whether your fitness to practise remains currently 

impaired. It was mindful that the facts found proved were wide-ranging, took 

place over a prolonged period of time, and related to fundamental failings in 

basic midwifery care. 

 

Regarding insight, the panel considered that you have demonstrated developing 

insight. However, it had no documentation to support your oral evidence in 

relation to training and reading. Further, the panel had no evidence of any 

remediation.  

 

The panel has concluded that, given your still developing insight and lack of 

remediation, there remains a risk to patients should you be permitted to return to 

unrestricted practice.   

 

The panel had borne in mind that its primary function is to protect patients and 

the wider public interest which includes maintaining confidence in the nursing 

and midwifery professions and upholding the proper standards and behaviour. 

The panel determined that, in this case, a finding of impairment is necessary for 

the protection of the public and to maintain confidence in the professions and the 

NMC as their regulator. 
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For these reasons, the panel finds that your fitness to practise remains currently 

impaired.” 

 

The second reviewing panel determined the following with regard to sanction:  

 

“The panel considered substituting the current suspension order with a conditions 

of practice order. The panel considered that your actions could potentially be 

remediated by a conditions of practice order. However, in light of your limited 

insight and lack of evidence of remediation, the panel concluded that no 

workable conditions of practice could be formulated which would protect the 

public or satisfy the wider public interest. 

 

The panel considered the imposition of a further period of suspension. It was of 

the view that another suspension order would offer you further time to fully reflect 

on the deficiencies highlighted in your practice and to undertake appropriate 

steps to remediate them. This would allow you time to provide evidence of any 

insight and remediation to the NMC in advance of a future review hearing.  

 

The panel echoed the previous panel by suggesting that a future reviewing panel 

would be assisted by: 

 

• Your attendance at any future review hearing; 

 

• A detailed and comprehensive written reflective piece addressing each of 

the concerns raised in this case, including in particular your 

responsibilities as a midwife and/or nurse in relation to safeguarding, 

confidentiality and record keeping. The reflective piece should also 

evidence your development of insight into, and understanding of, your 

failings and their impact on patients colleagues and the reputation of the 

professions and their regulator;  
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• Your undertaking of relevant learning in relation to nursing and midwifery 

concerns highlighted by the substantive panel, and producing appropriate 

documentation by way of certification or equivalent documentation, 

outlining the reinforcement of your knowledge base; 

 

• Recent and up to date references and/or testimonials as to your character 

from any academic or healthcare professionals  or employers, paid or 

voluntary 

 

The panel concluded that an additional 6 month suspension order would be the 

appropriate and proportionate response and would afford you adequate time to 

comply with this panel’s recommendations and demonstrate sufficient insight and 

remediation. 

 

The panel was mindful that the sanction of striking-off was not available to it at 

this stage, but would be available to the next reviewing panel.” 

 
Decision on current fitness to practise 
 

The panel has considered carefully whether Mrs Neaves’ fitness to practise remains 

impaired. Whilst there is no statutory definition of fitness to practise, the NMC has 

defined fitness to practise as a registrant’s suitability to remain on the register without 

restriction. In considering this case, the panel has carried out a comprehensive review 

of the order in light of the current circumstances. It has noted the decision of the last 

panel. However, it has exercised its own judgment as to current impairment.  

 

The panel had regard to all of the documentation before it, including the NMC bundle  

and an on-table document which contained correspondence between the NMC and Mrs 

Neaves. It has taken account of the submissions made by Ms Buckingham.  

 

Ms Buckingham outlined the findings of the original substantive panel’s decision on fact, 

impairment and sanction, as well as, the previous substantive review panels’ decisions 
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on impairment and sanction. She submitted that since the last review hearing Mrs 

Neaves has not fully engaged with the NMC, nor has there been a material change in 

the circumstances of her case. Ms Buckingham stated that given the lack of insight and 

steps to remediate there is a risk of repetition of the matters found proved in the original 

substantive hearing and there is a serious risk of harm to patients in Mrs Neaves care 

should she be allowed to practise unrestricted. She also stated that the panel should 

consider that Mrs Neaves has been on a suspension order for over two years and at the 

last review hearing the panel made it clear that a striking-off order would be available at 

the next review. Despite this Mrs Neaves’ engagement has decreased and she has 

produced no information for the panel to consider today. Ms Buckingham submitted that 

the panel today should consider whether a level of finality could be reached at this time. 

However, if the panel considers that a further period of suspension is appropriate, then 

it should make it clear to Mrs Neaves that this is her last chance. 

 

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

 

In reaching its decision, the panel was mindful of the need to protect the public, 

maintain public confidence in the professions and to declare and uphold proper 

standards of conduct and performance. 

 

The panel considered whether Mrs Neaves’ fitness to practise remains impaired. It was 

mindful that the deficiencies in Mrs Neaves’ practice were wide-ranging and serious and 

took place over a prolonged period of time, and related to fundamental failings in basic 

midwifery care. 
 

The panel today considered that Mrs Neaves actions had led to actual harm to some 

patients, and her actions had the potential to cause significant harm to others. The 

panel today considered that Mrs Neaves has breached fundamental tenets of the 

midwifery profession as she has demonstrated significant deficiencies in her practice 

and in particular her failure to provide a high standard of care to her patients.  
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The panel considered the impact that Mrs Neaves actions had on the reputation of the 

profession. It considered that the lack of knowledge, skill and judgement demonstrated 

by Mrs Neaves was such as to bring the midwifery profession into disrepute since not 

only did it entail a lack of competence in respect of her specialist area of midwifery, it 

also demonstrated a lack of basic competence in those skills that are generic to both 

midwifery and nursing.  The panel bore in mind that there is no evidence before it to 

indicate that Mrs Neaves has taken necessary steps to develop her midwifery skills, 

such as undertaking training courses or engaging in further studies since the last 

suspension order was imposed. 

 

The panel noted that Mrs Neaves had in the past shown some limited insight. However, 

the panel considered that Mrs Neaves has not taken full responsibility for her actions 

and has sought to deflect blame onto others. The panel has not seen evidence that Mrs 

Neaves has considered the effect that her actions had on patients. The panel therefore 

considered that Mrs Neaves has demonstrated limited insight into her lack of 

competence and her level of insight has not developed over time.  

 

In light of the multiple areas for concern regarding Mrs Neaves’ competency, the panel 

was of the view that there is a high risk of repetition of her deficient professional 

performance based on the lack of evidence before it that Mrs Neaves has remediated 

and addressed the deficiencies in her practice. The panel noted that the incidents 

occurred over a four year period despite significant support in the workplace. The panel 

has no information to suggest that Mrs Neaves has sought to address the issues with 

her basic generic skills.  

 

The panel has concluded that Mrs Neaves is liable in the future to put patients at risk of 

harm, bring the profession into disrepute and breach fundamental tenets given her lack 

of insight into her failings. The panel considered that Mrs Neaves lack of engagement 

with the NMC and its regulatory proceedings demonstrates that she is unwilling to 

remediate.  
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The panel bore in mind that its primary function was to protect patients and the wider 

public interest which includes maintaining confidence in the nursing and midwifery 

professions and upholding proper standards of conduct and performance. The panel 

determined that, in this case, a finding of continuing impairment on both public interest 

and public protection grounds is required. 

 

The panel considered 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 of this case. The panel has determined that 

members of the public would be concerned if Mrs Neaves was able to practice 

unrestricted given her lack of competence. The panel considered that Mrs Neaves has 

brought the profession into disrepute and Midwives occupy a position of trust and are 

expected at all times to maintain the standards expected of them and to uphold the 

reputation of their profession.  

 

The panel considered that Mrs Neaves remains impaired on public protection grounds 

given the risk of harm to patients and the risk that such harm may be repeated in the 

future.  

 

For these reasons, the panel finds that Mrs Neaves’ fitness to practise remains 

impaired.  

 

  
Determination on sanction 
 

Having found Mrs Neaves’ fitness to practise currently impaired, the panel then 

considered what, if any, sanction it should impose in this case. The panel noted that its 

powers are set out in Article 30 of the Order. The panel has also taken into account the 

NMC’s Sanctions Guidance (SG) and has borne in mind that the purpose of a sanction 

is not to be punitive, though any sanction imposed may have a punitive effect. 
 

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

inappropriate in view of the risk of repetition identified and seriousness of the case. The 
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panel decided that it would be neither proportionate nor in the public interest to take no 

further action. 

The panel then considered whether to impose a caution order but concluded that this 

would be inappropriate in view of the risk of repetition identified and seriousness of the 

case. The panel decided that it would be neither proportionate nor in the public interest 

to impose a caution order. 

The panel considered substituting the current suspension order with a conditions of 

practice order. The panel considered that Mrs Neaves’ actions could potentially be 

remediated by a conditions of practice order. However, in light of her limited insight and 

lack of evidence of remediation and her decreasing engagement, the panel concluded 

that no workable conditions of practice could be formulated which would protect the 

public or satisfy the wider public interest. 

 

The panel next considered imposing a further suspension order. The panel had at the 

forefront of its thinking that Mrs Neaves’ lack of competence was a serious clinical issue 

which led to patient harm. The panel bore in mind that Mrs Neaves has been subject to 

a suspension order for over two years but had shown no commitment to meet the 

standards expected of a registered midwife. The panel considered that there are 

regulatory concerns about Mrs Neaves fundamental professionalism as a midwife. The 

panel noted that throughout that period of suspension Mrs Neaves has not 

demonstrated any developing insight into her previous failings and has taken almost no 

steps to remediate. The panel was of the view that Mrs Neaves’ persistent lack of 

insight as well as her ability to deflect blame onto others suggests she has an attitudinal 

problem. The panel determined that a further period of suspension would not serve any 

useful purpose in all of the circumstances. 

The panel was of the view that public confidence in midwives could not be maintained if 

the regulator did not ensure that those on the register were committed to maintaining 

their own professional standards and took steps to do so. The panel was of the view 

that considerable evidence would be required to show that Mrs Neaves no longer posed 

a risk to the public. The panel determined that it was necessary to take action to prevent 

Mrs Neaves from practising in the future and concluded that the only sanction that 
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would adequately protect the public, serve the public interest and maintain professional 

standards was a striking-off order. 

Accordingly, the current substantive order will expire at the end of 14 March 2019, 

following which the striking off order will come into effect. 

This decision will be confirmed to Mrs Neaves in writing. 

 

That concludes this determination. 
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