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Charges (as amended): 

 

That you, a Registered Nurse employed by Tameside Hospital NHS Foundation Trust, 

on 14 May 2013: 

 

1. Discharged Patient A without: 

1.1 a plan,  

1.2 necessary equipment,  

1.3 documentation,  

1.4 appropriate consultation. 

 

2. Failed to communicate to the family of Patient A information relevant to the use 

of a Topical Negative Pressure unit. 

 

3. Failed to effectively communicate to District Nurses and/or Tissue Viability 

Nurses the discharge of Patient A in that you: 

3.1 Did not inform one / both services of the discharge in advance  

3.2 Did not submit a faxed referral until asked to do so by a tissue viability nurse 

  

4. Your actions at charges 1 to 3 above contributed to the death and/or to a material 

loss in the chance of survival for Patient A 

 

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

misconduct. 

 

Amendment to the charges: 

 

Mr Kewley, acting on behalf of the Nursing and Midwifery Council (NMC) made an 

application to amend the wording of the charges to provide greater clarity to the 

allegations.  
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Mr Short, acting on your behalf, did not oppose the proposed amendment although he 

noted the amount of time that has passed in the preparation of this case and the late 

stage at which the amendments are being proposed.  

 

The panel accepted the advice of the legal assessor. 

 

The panel was aware of its power in relation to amending charges which is set out in 

Rule 28 of the NMC (Fitness to Practise) Rules 2004. The panel was satisfied that the 

proposed amendments would not alter the substance of the charges that you face and 

could be made without any unfairness or risk of injustice. The panel therefore decided to 

allow the proposed amendment, in accordance with Rule 28. 

 

Application to hear witness evidence by video link: 

 

Mr Kewley made an application under Rule 31, of the NMC Rules, to hear the evidence 

of two witnesses, who were not able to attend the hearing in person, by video link. Both 

witnesses had commitments, professionally or personally, which meant it would not be 

possible for them to travel to the hearing venue. 

 

The panel was informed that this had been agreed by both parties prior to the hearing.  

 

Mr Short, acting on your behalf, did not object to this course of action. 

 

The panel accepted the advice of the legal assessor. 

 

In the circumstances the panel decided to grant the application in that it could do so 

without any unfairness. In doing so the panel determined to place what weight it 

deemed appropriate on the evidence before it.  

 

Background: 

 

Mr Kewley provided the panel with the following background to the case: 
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“ 

1. This is a case about a patient who bled to death at home through a surgical 

wound. The patient, who will be referred to as Patient A, was an elderly female 

patient who died on 15 May 2013 having been discharged on 14 May 2013 from 

the Tameside General Hospital which was part of the Tameside Hospital NHS 

Foundation Trust [The Trust].  

 

2. By way of a brief overview: 

 

a. On 25 April 2013 Patient A underwent surgery for the repair of an 

abdominal aortic aneurysm. The procedure was known as an 

endovascular aneurysm repair. Patient A remained in hospital after the 

surgery.  

 

b. Patient A subsequently complained of pain in her left leg. This culminated 

in a second surgical intervention which took place on 2 May 2013. This 

procedure was aimed at improving circulation to the leg by widening the 

femoral artery in the left groin by opening the vessel, removing the 

diseased lining of the arteries and then widening the vessel by sewing a 

patch into the opening of the artery.  

 

c. The procedure on 2 May 2013 involved reopening the previous wound that 

was made in the left groin during the earlier operation on 25 April 2013.   

 

d. Both procedures were performed by a consultant vascular surgeon. 

 

e. As a result of the surgical interventions, Patient A was left with a wound in 

her groin area. There were concerns that the wound area may have been 

infected. On 8 May 2013 a decision was made to use Topical Negative 

Pressure (also referred to as TNP and VAC). In short, this involved Patient 

A having a device in place which removed fluid form the wound via a tube 

and into a canister. TNP was stopped for a period but was in place again 

as of 12 May 2013. 
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f. On 14 May 2013 Patient A was due to be discharged. On the morning 

ward round blood was spotted in Patient A’s tube. Two doctors considered 

that Patient A should be reviewed by the consultant before leaving 

hospital.  

 

g. On the afternoon of 14 May 2013 Patient A was recorded by Ms Stopford 

as having been ‘discharged home’. 

 

h. Patient A left the hospital with the device in place accompanied by her 

daughter.  

 

i. Patient A had not been seen by the consultant before she was recorded 

as having been discharged home.  

 

j. During the early hours of the morning on 15 May 2013, there were 

problems with the machine. At around 03:00 the device was “full” and 

beeping. Patient A’s son switched off the device.  

 

k. Patient A was seen by family members on the morning of 15 May 2013.  

 

l. Mid to late morning Patient A notified a family member that she was 

bleeding. 

 

m. Patient A died at home on 15 May 2013. 

 
n. A Forensic Pathologist performed an autopsy on 17 May 2013 and 

recorded Patient A’s cause of death as haemorrhage from the left femoral 

artery graft site.” 

 

Decision on the facts and reasons: 

 

During the course of the hearing the panel heard live evidence from the following 

witnesses:  
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 Relative 1, the daughter of Patient A  

 Relative 3, the son of Patient A 

 Relative 4, the daughter in law of Patient A  

 Dr 5, Senior House Officer in Vascular Surgery at the Trust  

 Dr 6, a trainee doctor working at the Trust  

 Ms 7, Tissue Viability Nurse  

 Ms 8, Wound Care Nurse  

 Ms 9, Registered Community Staff Nurse  

 Ms 10, Team manager for the Glossop District Nursing Team 

 Ms 11, Deputy Director of Nursing at the Trust  

 Ms 12, Registered Nurse and Specialist in Vascular Nursing  

 Mr 13, Cardiovascular Surgeon and the expert witness called by the NMC  

 Ms 14, Nurse Auxiliary at the Trust (called as a witness by you)  

 Ms 15, Ward Sister at the Trust who was on duty on 15 May 2013 (called as a 

witness by you)  

 Ms 16, Clinical Discharge Facilitator at the Trust (called as a witness by you)  

 

The titles and roles given above are those at the time of the relevant alleged incidents.  

 

The panel also heard evidence from you. 

 

In reaching its decision on the facts, the panel carefully considered all the evidence 

adduced in this case, both oral and documentary, together with the submissions made 

by Mr Kewley on behalf of the NMC and Mr Short, on your behalf.   

 

The panel 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 on the balance of probabilities. This means that the 

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

incidents occurred as alleged.  
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The panel first considered the witnesses called in this case. 

 

 Relative 1, the daughter of Patient A – The panel found Relative 1 to have been 

credible and, although understandably distressed due to the circumstances of the 

case, her evidence remained balanced. The panel noted Relative 1 could not 

recall certain specifics although this was understandable given the passage of 

time since the incidents. 

 

 Relative 3, the son of Patient A – The panel found Relative 3 to have been 

credible, clear and balanced. The panel noted his involvement in relation to the 

specific allegations in this case was limited. 

 

 Relative 4, the daughter in law of Patient A - The panel found Relative 4 to have 

been credible, clear and balanced. Her account was consistent throughout. 

 

 Dr 5, Senior House Officer in Vascular Surgery at the Trust – The panel found Dr 

5 to have been credible and balanced. She gave a clear and consistent account. 

Her evidence was entirely consistent with the evidence of Dr 6. The panel noted 

that her contemporaneous notes were not available however she had a detailed 

recollection of events.  

 

 Dr 6, a trainee doctor working at the Trust – The panel found Dr 6 to have been 

credible, clear and concise in her evidence. Her account was consistent with the 

evidence of Dr 5 and also with her own contemporaneous notes and the other 

relevant documentary evidence before the panel. 

 

 Ms 7, Tissue Viability Nurse – The panel found Ms 7 to have been clear, 

balanced and fair in the evidence she gave. She provided a detailed account 

regarding the circumstances of the interaction she had with you at the time of the 

incidents. 
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 Ms 8, Wound Care Nurse – The panel noted that Ms 8 could not recall certain 

specific points and there was some confusion in her evidence regarding timings 

of events. However, it found her evidence to be otherwise fair and credible. 

 

 Ms 9, Registered Community Staff Nurse – The panel found Ms 9’s evidence to 

have been clear, balanced and credible.  

 

 Ms 10, Team manager for the Glossop District Nursing Team – The panel found 

Ms 10’s evidence to have been clear, balanced and credible. 

 

 Ms 11, Deputy Director of Nursing at the Trust – The panel noted that Ms 11’s 

involvement was extremely limited. It found the evidence she gave to have been 

clear and useful regarding the wider context of the local investigation. 

 

 Ms 12, Registered Nurse and Specialist in Vascular Nursing – The panel found 

Ms 12’s evidence to have been credible, clear and concise. Her evidence was 

useful in terms of the technicalities in the equipment involved in the care of 

Patient A. 

 

 Mr 13, Cardiovascular Surgeon and the expert witness called by the NMC - The 

panel found Mr 13’s evidence to have been credible, clear and concise. His 

evidence was directly relevant to charge 4. 

 

 Ms 14, Nurse Auxillary at the Trust (called as a witness by you) – The panel 

found Ms 14 to have provided clear and balanced evidence. The panel noted that 

Ms 14 gave evidence today on your behalf which you had not previously 

provided to the Trust investigation or at the Coroner’s inquest. The panel 

therefore had some concerns regarding the credibility of her evidence. 

 

 Ms 15, Ward Sister at the Trust who was on duty on 15 May 2013 (called as a 

witness by you) – The panel found Ms 15 to have been somewhat defensive at 

times during her evidence. It noted that she has been a friend and colleague of 

yours for a number of years. The evidence she gave was unclear and she could 
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not adequately support the actions she had taken at the time of the incident, or 

the very limited extent of her investigation of Patient A’s notes. The panel had 

concerns regarding Ms 15’s credibility.  

 

 Ms 16, Clinical Discharge Facilitator at the Trust (called as a witness by you) – 

The panel found Ms 16 to have been a credible witness. Her evidence was in 

relation to discharge leaflets provided to patients at the time of the incidents. She 

did not have a specific recollection of the time in question and was therefore of 

limited assistance. 

 

In relation to the evidence you gave, the panel had concerns with regard to your 

credibility. It found that you sought to discredit others in your account of events. The 

panel did not find your evidence compelling and it found you to have been evasive and 

vague on certain points. The panel noted that you accept your documentation was not 

up to standard at the time of the incidents.  

 

The panel next proceeded to consider the charges, directing its attention to the 

available evidence in relation to each allegation. 

 

1. Discharged Patient A without: 

1.1 a plan,  

 

It is accepted that you were the nurse involved in the discharge of Patient A and were 

responsible, as per the Trust’s Admission and Discharge Policy, in relation to 

facilitating/permitting the discharge of Patient A. 

 

The panel had regard to the relevant evidence before it. The discharge plan for Patient 

A appears not to have been completed. Additionally, the discharge letter for Patient A 

had not been signed by a discharging doctor. Dr 5 gave evidence that such letters may 

be generated in advance but should be signed by the discharging doctor. Furthermore 

in your evidence, during cross examination, you accepted that the form was incomplete 

and that this had been an oversight on your part. 
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In light of the above the panel found charge 1.1 proved. 

 

1.2 necessary equipment,  

 

There is no dispute that the canister required for the TNP machine should have been 

provided to Patient A upon discharge.  

 

Ms 7 gave evidence that she asked you if Patient A had been given any information or 

briefed about how to use the TNP machine, for example whether Patient A would know 

how to remove and change the canister it if became full. Ms 7 said that you replied ‘no’. 

Ms 7 said that she also asked you whether any spare canisters or dressings had been 

given and that you again replied no. The panel noted that, consistent with Ms 7’s 

evidence, your record of the discharge timed at 16:00 makes no reference to any 

equipment or advice having been given to Patient A. Though Ms 14 states a spare 

canister was placed in Patient A’s bag, Relative 1 went through the belongings at 

Patient A’s home and found no spare canister. The police subsequently could find no 

trace of a spare canister and it remains unfound. 

 

In light of the above the panel found charge 1.2 proved. 

 

1.3 documentation,  

 

The panel had regard to the requirements of the Trust’s Admission and Discharge 

Policy, in particular the following: “Where appropriate the following documentation 

should accompany the patient both for a simple or complex discharge: … Copy of the 

district nurse referral letter”. There is no record in your discharge entries in Patient A’s 

nursing notes that a copy of the district nursing referral was provided. 

 

Accordingly the panel found charge 1.3 proved. 

 

1.4 appropriate consultation. 
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On the day of Patient A’s discharge (14 May 2013), Dr 6 carried out the ward round as 

the consultant was in a meeting. Dr 6 gave evidence that during the ward round she 

noticed that Patient A’s VAC therapy tube contained fresh red blood. She said that she 

wanted to discuss the presence of fresh blood with a senior doctor. Dr 6 said that, 

following her assessment of Patient A, she spoke to you. Dr 6 stated: “I told Nicola that I 

saw blood in Patient A’s vac therapy tube and that it was present for approximately one 

minute. I told Nicola that Patient A had an appointment in the chest clinic at 15:00 but I 

wanted [Mr 17] to conduct a further assessment before she was discharged from the 

ward.  I told Nicola not to send Patient A home until she had been seen by a senior 

doctor as I was worried about the presence of blood in the drain. Nicola acknowledged 

my request.” 

 

Dr 6 spoke to the consultant about her concerns and documented in Patient A’s notes 

that the consultant would review Patient A that day. Dr 6 also asked the vascular 

surgeon, Dr 5, to review Patient A, this was confirmed by the evidence of Dr 5. 

 

Patient A’s wound was in her groin area and was directly above an artery in her leg. In 

her evidence Dr 5 said that she was concerned that Patient A’s bleeding could possibly 

be as a result of the suction on the artery to her leg. Dr 5 gave evidence that she told 

you that Patient A should not be discharged from the ward until the consultant had seen 

her. Dr 5 said that she also explained this to Patient A. Dr 5 said that you acknowledged 

the importance of ensuring that Patient A was not discharged without being seen by the 

consultant. 

 

Dr 5’s contemporaneous notes were not available however the panel found her oral 

evidence to have been credible and clear and it accepted her account. The panel also 

accepted the evidence of Dr 5 and Dr 6 that they had given you clear instructions that 

Patient A should not be discharged until she had been reviewed by the consultant. 

 

At 13:45 you made an entry in Patient A’s notes which reads “Awaiting review by Mr 17 

[the consultant] then can go home – some spots of blood noted.” At 16:00, you made a 

further entry stating that Patient A had been ‘discharged home’ and that ‘F2 – happy for 

d/charge’. There is no corresponding record in the medical notes of an F2 doctor 
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authorising discharge. There was also no further information documenting what had 

changed to say that discharge was now appropriate. 

 

It is accepted that the consultant arrived on the Ward sometime after 5pm and did not 

see Patient A before her discharge. The panel found that neither Dr 5 nor Dr 6 

authorised the discharge of Patient A and indeed told you not to discharge. You denied 

this but the panel accepted their evidence over yours on the balance of probabilities. 

Accordingly the panel concluded that you had permitted the discharge of Patient A 

without appropriate consultation having taken place. 

 

In the circumstances the panel found charge 1.4 proved. 

 

2. Failed to communicate to the family of Patient A information relevant to the 

use of a Topical Negative Pressure unit. 

 

It is accepted that you communicated to Patient A information relevant to the use of the 

TNP unit. It is alleged that you were under a duty to communicate with Patient A’s family 

in relation to the unit. The panel acknowledged the evidence before it that Patient A had 

presented with confusion at times during her admission and that she had some 

recorded mobility issues. However, it was clear that Patient A was being supported by 

her family and you had documented in her notes: “I have expressed concerns about the 

dressing and how she may manage them in the community…. Patient A understands 

but is still fairly sure she will be ok with family/friends help.” There was no policy before 

the panel which stated that patients’ family/carers need to be informed of information 

relevant to the use of a TNP unit. The panel recognised that on the day of discharge 

Patient A had been clear in communicating that she wished to return home. In the 

circumstances the panel did not find that it had been a necessary duty for you to provide 

the family with information regarding the TNP unit, though it would have been best 

practice to do so. 

 

Accordingly the panel found charge 2 not proved. 
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3. Failed to effectively communicate to District Nurses and/or Tissue Viability 

Nurses the discharge of Patient A in that you: 

3.1 Did not inform one / both services of the discharge in advance  

 

Ms 7 gave evidence that for any patient being discharged from hospital to a community 

setting with a TNP machine the relevant clinician involved in the discharge should follow 

the protocol which requires prior notice to be given. This is also confirmed in the Trust’s 

policy. 

 

The record in Patient A’s notes made by you prior to her discharge suggests that, as of 

16:00, referrals to the district nurses and tissue viability nurses had already been made. 

You made an untimed entry which reads as follows: 

 

“After Patient A discharge referrals were faxed to TVN and D/N. (14/5/13 1615) I 

personally spoke to TVN and explained about [Patient A’s] condition/wound on 

discharge. The TVN was unhappy about the fact they hadn’t had any notice of TNP 

discharge – I explained that we only just knew of this ourselves. I explained we had 

been instructed to leave the dressing on until Weds.” 

 

Your entry suggests that a telephone call with the TVN took place after all necessary 

referrals had been made. The Tissue Viability Nurse, Ms 7, gave evidence that she 

received a telephone call from you on 14 May 2013 and that you explained that a 

patient had been discharged home that day with a Topical Negative Pressure wound 

device in situ. Ms 7 gave evidence that she asked you if you had sent a discharge 

referral to inform the district nurse of Patient A’s discharge and that you said ‘no but that 

you would send one following our conversation’. This contradicts your note, quoted 

above, and was demonstrative of the vagueness and inconsistencies within your 

evidence. The panel therefore accepted the evidence of Ms 7.  

 

The panel accepted the evidence of Ms 7 and concluded that you did not inform her, the 

Tissue Viability Nurse, of Patient A’s discharge in advance. 

 

Accordingly the panel found charge 3.1 proved on that basis. 
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3.2 Did not submit a faxed referral until asked to do so by a tissue viability 

nurse 

 

Ms 7 gave evidence that she had explained to you that the agreed process was that the 

hospital should notify the tissue viability team via a faxed written referral at least three 

days before a patient is discharged so that a provisional plan can be put in place. 

 

There was confusion as to the timings of the fax you sent regarding when it had been 

received or sent or whether it displayed an accurate time at all. However, Ms 7’s 

account was consistent both in her oral evidence and her written statement, dated 20 

June 2013, that you had not sent faxes prior to her contacting you. The panel accepted 

Ms 7’s account. 

 

Accordingly the panel found charge 3.2 proved. 

 

4. Your actions at charges 1 to 3 above contributed to the death and/or to a 

material loss in the chance of survival for Patient A 

 

Mr 13 gave evidence in relation to a material loss in the chance of survival for Patient A. 

It was Mr 13’s opinion that your actions contributed to Patient A’s death but that your 

actions did not have a significant impact on Patient A’s loss of chance of survival.  

 

The panel concluded that, by allowing the discharge to proceed without a consultant 

review as stipulated by Dr 5 and Dr 6, Patient A ceased to be an inpatient which meant 

that the haemorrhage occurred whilst Patient A was at home. As stated by Mr 13, the 

fact that Patient A suffered a major bleed at home is associated with 100% mortality. 

However, if Patient A had remained an inpatient action could have been taken to reduce 

this risk. The panel therefore agreed with Mr 13’s evidence that your actions (primarily 

at charge 1.4) contributed to Patient A’s death.  

 

Accordingly the panel found charge 4 proved on that basis. 
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Decision on misconduct and impairment: 

 

Having found the charges proved, the panel considered whether the facts found proved 

amounted to misconduct and, if so, whether your fitness to practise is currently 

impaired. The NMC has defined fitness to practise as a registrant’s suitability to remain 

on the register without restriction. 

 

In reaching its decision the panel has taken into account all the relevant evidence 

before it in this case. It has considered the submissions of Mr Kewley on behalf of the 

NMC and Mr Short on your behalf. 

 

The panel accepted the advice of the legal assessor.  

 

In determining whether or not your fitness to practise is currently impaired, the panel 

adopted a two stage process. It first considered whether the facts found proved in this 

case amount to misconduct and, if so, whether as a result of that misconduct, your 

fitness to practise is currently impaired. There is no burden or standard of proof at this 

stage of the proceedings and the issue of impairment is a matter for the independent 

judgement of the panel.  

 

In reaching its decision on misconduct, the panel bore in mind its duty to protect the 

public, to maintain public confidence in the profession and the regulatory process, and 

to declare and uphold proper standards of behaviour and conduct. 

 

The panel has concluded you knew that Patient A required a consultant review before 

she left the hospital and you were given that instruction by two doctors. This 

demonstrates your involvement in what amounted to an unsafe discharge of Patient A. 

By permitting Patient A to leave hospital, you contributed to Patient A’s death. You also 

failed to complete a discharge plan, ensured the necessary equipment accompanied the 

patient and failed to communicate appropriately with district nurses and the Tissue 

Viability Nurse. The panel has found that you have attempted to deflect blame onto 

others for your failings. 
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The panel was of the view that your actions contributed toward Patient A’s death and 

accordingly fell far short of what was expected. The panel was therefore of the view that 

your failings amounted to misconduct. 

 

The panel determined that the facts found proved breached the following provisions of 

the nursing profession as set out in the 2008 NMC Code of Conduct, as follows:  

 

The people in your care must be able to trust you with their health and wellbeing 

 

To justify that trust you must: 

 

 provide a high standard of practice and care at all times 

 

 … uphold the reputation of your profession 

 

As a professional, you are personally accountable for actions and omissions in your 

practice, and must always be able to justify your decisions. 

 

24  You must work cooperatively within teams and respect the skills, expertise and 

contributions of your colleagues 

 

61 You must uphold the reputation of your profession at all times. 

 

The panel was aware that not every act falling short of what would be proper in the 

circumstances, and not every breach of the Code (2008), would be sufficiently serious 

that it could properly be described as misconduct.  

 

However, the panel had careful regard to the context and circumstances of the matters 

found proved and determined that those facts found proved, as identified above, 

amounted to misconduct and that your actions fell short of what would be proper in the 

circumstances. 

 

In all the circumstances, the panel was satisfied that the facts found proved were 

sufficiently serious to constitute misconduct. 
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The panel then went on to consider whether your fitness to practise is currently impaired 

by reason of your misconduct. The panel reminded itself that it should consider not only 

the risk that a registrant poses to members of the public, but also the public interest in 

upholding proper professional standards and public confidence in the NMC as a 

regulator, and whether those aims would be undermined if a finding of impairment were 

not made in the circumstances.  

 

The panel reminded itself of the guidance of Mrs Justice Cox in the case of CHRE v 

Nursing and Midwifery Council and Grant [2011] EWHC 927 (Admin), adopting the test 

proposed by Dame Janet Smith in the Shipman enquiry: 

 

“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 to act in the future 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 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 profession; and/or…” 

  

The panel considered that your misconduct falls into the categories (a), (b), and (c) of 

impairment as identified above, in relation to the first limb of each category. 

 

The panel had regard to whether your misconduct is easily remediable, whether it had 

been remedied and whether it is likely to be repeated.  

 

The panel took into account the context of the systemic failings within the Trust at the 

time of the incident and the Trust had been placed under ‘Special Measures’ by the 



  Page 18 of 22 

Care Quality Commission (CQC). The Trust itself accepted that there were systemic 

failings at the time of these incident. The panel also recognised that witnesses spoke of 

you positively as a nurse and there was evidence regarding the failings of the Trust at 

the time. 

 

The panel was provided with a reflective statement written by you, evidence of relevant 

training you have undertaken and positive references and testimonials. The panel also 

had sight of your written reflection provided to the NMC following the coroner’s inquest 

into Patient A’s death in which you recognise the importance of accurate record 

keeping. You have remained employed at the Trust as a registered nurse and have 

been practising without cause for concern over the past five years, and have been 

promoted to a more senior role in the same area. 

 

The panel recognised that you have engaged with these proceedings, are remorseful in 

relation to what occurred regarding Patient A and the impact it had on her family and 

that you have been practising safely as a nurse since.  

  

In these circumstances, the panel concluded that the risk of the misconduct identified in 

this case being repeated was low to the extent that it does not warrant a finding of 

current impairment on the grounds of public protection. 

 

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 this case.  

 

The panel had concerns in relation to the evidence that you gave in that you sought to 

blame others for the failings that occurred in relation to Patient A’s discharge and the 

associated public interest in a nurse openly accepting responsibility for the areas where 

they have fallen short. 

 

You have breached fundamental tenets of the profession and it has found that your 

actions, in permitting the discharge of a patient who required assessment by a 

consultant beforehand and who subsequently died, have brought the reputation of the 
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profession into disrepute. The panel was of the view that the public would not accept 

such failings with regards to essential nursing practice and would further not accept 

your failure to take full responsibility for your actions.  

 

For these reasons, the panel determined that the need to uphold proper professional 

standards and public confidence in the profession would be further undermined if a 

finding of impairment were not made in the circumstances. 

 

Accordingly, the panel has determined that your current fitness to practise is impaired 

by reason of your misconduct on public interest grounds. 

 

Decision on Sanction: 

 

Having determined that your fitness to practise is currently impaired, the panel 

considered what sanction, if any, it should impose in relation to your registration. In 

reaching its decision on sanction, the panel has considered all the evidence that has 

been placed before it alongside the submissions of Mr Kewley and Mr Short. 

 

The panel was informed that the NMC’s ‘sanction bid’, stated within the notice of this 

hearing sent to you, was that of a striking-off order. The panel noted that this bid was 

made in October 2018 before any evidence had been heard. 

 

Mr Short, on your behalf, submitted that a caution order would be appropriate. 

 

The panel accepted the advice of the legal assessor. 

 

Under Article 29 of the Nursing and Midwifery Council Order 2001, the panel may make 

no order, make a caution order for one to five years, a conditions of practice order for no 

more than three years, a suspension order for a maximum of one year or a striking-off 

order. 

 

The panel took account of the NMC Sanctions Guidance and had regard to the need to 

protect the public as well as the wider public interest. The panel applied the principle of 
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proportionality, weighing the interests of the public against your interests, and has taken 

into account the mitigating and aggravating factors in the case.   

 

The panel identified the following as aggravating factors: 

 

 Your actions contributed towards a patient’s death; 

 The failure to take responsibility and your deflection of blame upon others. 

 

The panel identified the following as mitigating factors: 

 

 The remorse you have demonstrated and the remediation you have undertaken; 

 This case relates to an isolated incident in that it relates to one shift; 

 You have been practising without restriction or cause for concern for over five 

years since the incident; 

 The positive testimonials and references you provided. 

 

The panel also had regard to the context of the incident, namely the systemic failings at 

the Trust at the time of the incident and the poor quality of the local investigation. 

 

The panel has found current impairment solely on public interest grounds and therefore, 

in its decision on sanction, it was not necessary for it to address public protection 

concerns as it has not identified any current risk to the public or to patients. 

 

The panel first considered whether to take no action.  The panel has identified serious 

failings on your part which contributed to the death of a patient who had been in your 

care. The panel concluded that taking no action would be wholly inappropriate because 

of the serious circumstances of the misconduct found in this case. It concluded that the 

public interest, in terms of confidence in the nursing profession and the NMC as 

regulator, would not be satisfied by such an outcome. 

 

The panel next considered a caution order. The panel has not identified any risk of 

repetition and its concerns with regard to your current impairment relate only toward the 

public interest in relation to what was a very serious incident culminating in the death of 
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Patient A. In this regard, the panel has identified significant mitigating factors in your 

case which, in the panel’s view, have direct relevance to public interest concerns. 

 

As part of its determination process the panel gave consideration to all of the sanction 

orders available to it. The panel moved up the ‘sanctions ladder’ and considered the 

imposition of a conditions of practice order. There is no evidence of general 

incompetence in this case. You have taken steps to remedy any clinical deficiencies in 

your practice via training and relevant learning and, in any case, you have been working 

as a registered nurse since the incident without issue. The panel concluded that 

conditions of practice, which would normally be designed to address failings in a 

registrant’s clinical practice, were not appropriate in this case. In weighing all of the 

information before it, the panel concluded that conditions of practice were therefore not 

appropriate. 

 

The panel next considered whether a suspension order would be an appropriate and 

proportionate sanction in this case. The panel took into account the need to maintain 

public confidence in the profession, and the NMC as a regulator and also upholding 

proper standards. The panel had regard to the impact that such an order may have 

upon you, and balanced this against the wider public interest.  

 

Your misconduct has contributed to the death of a patient, breached fundamental tenets 

of nursing and brought the reputation of the profession into disrepute. However, it is 

acknowledged that there was an error in judgement in allowing Patient A home and 

there has been no suggestion of malicious intent. As has been identified in relation to 

mitigation and referred to above, the panel bore in mind your otherwise good practice as 

a nurse. You have engaged with these proceedings and have demonstrated your 

remorse and remediation. The panel has not identified any behavioural or deep seated 

attitudinal issues. In these circumstances, the panel concluded that your misconduct, 

although serious, was not such as to require your removal from practice.  

 

The panel also considered whether a striking off order would be an appropriate 

sanction. However, the panel concluded that the level of your misconduct, when 
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considered alongside the significant mitigating factors identified in this case, was not 

fundamentally incompatible with you continuing to be a registered nurse.  

 

In relation to its consideration of suspension and striking-off orders, the panel also had 

regard to the punitive aspect of removing a capable and safe practitioner from work and 

the resulting negative financial impact upon you and your family. Indeed, the panel in 

this case could not identify any positive aspects in preventing you from continuing to 

practice as a registered nurse. It was of the view that to do so would merely act as 

punishment. 

 

Having regard to all the above, the panel concluded that the public, in possession of the 

full details of this case would be satisfied that a caution order was appropriate and 

further that such an order was necessary to maintain public confidence in the profession 

and its regulator. The panel carefully balanced the severity of your misconduct and 

determined that the caution order should be for the maximum period of five years, in 

order to properly mark the seriousness of your misconduct.  

 

In all the circumstances, the panel concluded that a caution order for five years would: 

 

 Send a clear message to the public and the profession, and you, about the 

standards of conduct and behaviour expected of a registered nurse; 

 Be a proportionate sanction; 

 Declare and uphold proper standards of conduct and behaviour; 

 Meet the public interest of maintaining confidence in the profession and the 

regulatory process. 

 

In summary, the panel was of the view that the public, informed of all the circumstances 

of this case, would be satisfied by your misconduct being marked by a caution order, for 

the maximum duration, which will be available to anyone enquiring about your 

registration. 

 


