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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Order Review Hearing 

6 – 7 July 2020 
 

Virtual Hearing 
 

Name of registrant: Junior Moyo 
 
NMC PIN:  08F1897E 
 
Part(s) of the register: Registered Nurse – Sub Part 1 
 Mental Health Nursing (31 March 2010) 
 
Area of registered address: London 
  
Type of case: Misconduct 
 
Panel members: Janet Leonard (Chair, registrant member) 

Judith Robbins  (Registrant member) 
Rachel Childs (Lay member) 

 
Legal Assessor: Iain Ross 
 
Panel Secretary: Akunna Iwuagwu 
 
Nursing and Midwifery Council: Represented by Rachael Culverhouse-Wilson, 

Case Presenter 
 
Mrs Moyo: Present and represented by Megan Fletcher, 

counsel instructed by Royal College of Nursing 
(RCN) 

 
Order being reviewed: Conditions of practice order (12 months)  
  
Fitness to practise: Impaired  
 
Outcome: Striking–Off order to come into effect immediately 

in accordance with Article 30 (2) and 30 (4). 
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Decision and reasons on review of the substantive order 

 

The panel decided to impose a striking-off order.  

 

This order will come into effect immediately in accordance with Article 30(2) and 30(4) of 

the ‘Nursing and Midwifery Order 2001’ (the Order).  

 

This is an early review of the conditions of practice order imposed on 16 July 2019. This 

review is being held because there is new information that you have made admissions to 

further medication errors and dishonest conduct that occurred on 11 October 2019 at your 

previous place of employment, The Westminster Society. 

 

This is the fourth review of a substantive conditions of practice order originally imposed for 

a period of three years by a panel of the Conduct and Competence Committee on 15 

January 2015. At a review on 12 January 2018, a panel of the Fitness to Practise 

Committee made you subject of a conditions of practice order for 12 months. Following a 

review on 11 January 2019 and a High Court appeal, you were made subject to a 

conditions of practice order for six months on 16 April 2019 with a review to take place as 

soon as practicably possible. On 16 July 2019, your order was reviewed and a conditions 

of practice order was imposed for 12 months. 

 

The current order is due to expire at the end of 16 July 2020.  

 

The panel is reviewing the order pursuant to Article 30(2) and 30(4) of the Order.  

 

The charges found proved which resulted in the imposition of the substantive order were 

as follows: 

 

That you, whilst employed by Hertfordshire Partnership NHS Foundation Trust (“the 

Trust”) between 20 December 2010 and 30 July 2013: 

 

1. Whilst working at Prospect House Residential Centre, Watford (“Prospect House”): 
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1.1. On 19 May 2011, failed to: 

1.1.1. intervene to assist your colleagues in restraining Patient B; 

1.1.2. … 

 

1.2. On 21 May 2011 failed to assist Resident ZZ4 when carrying a kettle 

containing hot water 

 

2. Whilst working at the Meadows Residential Care Centre (“the Meadows”): 

 

2.1. On 10 September 2012 failed to adequately complete a care plan for Patient L, 

in that you failed to state that he: 

2.1.1. suffered with dementia; 

2.1.2. was refusing solids and liquids; 

2.1.3. was aggressive when receiving personal care; 

 

2.2. On 13 September 2012, in relation to patient C: 

2.2.1. failed to administer 4mg of warfarin; and/ or 

2.2.2. failed to notify a member of the medical team that warfarin had not 

been administered to Patient C; and/ or 

2.2.3. … 

 

2.3. On 17 September 2012, in relation to patient C: 

2.3.1. failed to administer 4mg of warfarin; and/ or 

2.3.2. failed to notify a member of the medical team that warfarin had not 

been administered to Patient C; and/ or 

2.3.3. … 

 

2.4. By 5 October 2012, had failed to complete adequate risk assessments for: 

2.4.1. Patient D 

2.4.2. Patient E 

 

2.5. During a ward round on 17 October 2012, failed to give adequate information 

to the multidisciplinary team, in that: 
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2.5.1. in respect of Patient F, failed to provide adequate detail of the care 

required in relation to falls and/ or the risk of falling; 

2.5.2. in respect of Patient C, failed to provide information of his current 

blood thinner test target; 

2.5.3. in relation to Patient G, failed to state that he had become increasingly 

aggressive; 

2.5.4. in relation to Patient H, failed to state that she had become drowsy at 

day time due to physical aggression. 

 

2.6. On 12 November 2012: 

2.6.1. … 

2.6.2. ordered an incorrect amount of medication for Patient A from the 

pharmacy, in that you requested 75mg of zopiclone, instead of 7.5mg. 

 

2.7. … 

 

2.8. On a date between 1 and 14 November 2012, put Patient J to bed in another 

patient’s bed. 

 

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

misconduct. 

 

 

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

 

The panel determined that your fitness to practise remains impaired.  

 

The panel considered that you had demonstrated a significant level of insight, 

through your reflective pieces and oral evidence, into what went wrong. The panel 

decided that you demonstrated a good understanding of how your actions have put 

patients at risk of harm. When questioned during the course of this hearing about 

how you would handle the situation differently in the future, you were able to 

provide detailed answers. 
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In its consideration of whether you have remedied your practice the panel took into 

account the relevant training courses you have undertaken, including medications 

management, care certificates and record keeping, as well as the reflective pieces 

written by you about your employment and the transferable skills you have 

developed. 

 

The last panel determined that you were liable to repeat matters of the kind found 

proved. This panel has received training certificates and references which 

demonstrate remediation into your practice. In light of this, the panel determined 

that there was a reduced risk of you repeating matters of the kind found proved. 

However, as you have not been able to practise under the conditions as a 

registered nurse since 2016, the panel determined that you had been unable to 

demonstrate that you had fully remediated the concerns about your nursing 

practice. 

 

The panel was therefore concerned that despite your training efforts and work in a 

caring environment, you had not been able to sufficiently demonstrate that you 

could practise as a registered nurse safely and therefore there remains a risk to the 

public. 

 

The panel therefore decided that a finding of impairment is necessary on the 

grounds of public protection.  

 

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

the wider public interest which includes maintaining confidence in the nursing 

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

determined that, in this case, a finding of impairment on public interest grounds is 

not required. This was because the panel considered the public interest concern 

had been sufficiently addressed by a previous panel’s sanction. 

 

For these reasons, the panel finds that your fitness to practise remains impaired.  
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The third reviewing panel determined the following with regard to sanction:  

 

The panel next considered the imposition of a conditions of practice order. The 

panel was of the view that a conditions of practice order is sufficient to protect 

patients and the wider public interest, noting as the original panel did that there was 

no evidence of general incompetence, no deep seated attitudinal problems, and 

that conditions could be formulated which would protect patients during the period 

they are in force. 

 

Reflecting the progress you have made in addressing the concerns, the panel 

considered that the supervision in condition 4a could remain as indirect, but by a 

band 5 nurse or above. In condition 4b, you can be signed off as competent by a 

nurse of band 5 or above with five years’ experience. The panel considered that 

condition 4c was no longer required due to the progress that you had made. Taking 

these factors into account, the panel considered that a suspension order would be 

disproportionate. 

 

Accordingly, the panel determined, pursuant to Article 30(4) of the Nursing and 

Midwifery Order 2001, to make a conditions of practice order for a period of 12 

months, which will come into effect immediately. It decided to impose the following 

conditions which it considered are appropriate and proportionate in this case: 

 

1. You must notify the NMC within 14 days of any nursing appointment 

(whether paid or unpaid) you accept within the UK or elsewhere, and 

provide the NMC with contact details of your employer. 

 

2. You must inform the NMC of any professional investigation started 

against you and/or any professional disciplinary proceedings taken 

against you within 14 days of you receiving notice of them; 

 

3. You must within 14 days of accepting any post or employment requiring 

registration with the NMC, or any course of study connected with nursing, 

provide the NMC with the name/contact details of the individual or 

organisation offering the post, employment or course of study; 
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4. At any time that you are employed or otherwise providing nursing 

services, you must place yourself and remain under the supervision of a 

workplace line manager, mentor or supervisor nominated by your 

employer, such supervision to consist of: 

 

a. Working at all times on the same shift as, but not necessarily 

under the direct observation of, a registered nurse of band 5 or 

above who is physically present in or on the same ward, unit, floor 

or home that you are working in or on; 

b. Before undertaking any medicines administration, you must place 

yourself under the direct supervision of a nurse of band 5 or above 

until such time as you have been signed off as competent in 

medicines management and administration by a nurse of band 5 or 

above of at least five years nursing experience. [An assessment of 

competence can be made at any time considered appropriate after 

you have started employment] 

 

5. You must work with your line manager, mentor or supervisor (or their 

nominated deputy) to formulate a Personal Development Plan specifically 

designed to address the deficiencies in the following areas of your 

practice: 

 

a. Medication administration and management; 

b. Risk assessments; 

c. Care planning; 

d. Prioritising your work; 

e. Ensuring that you work within your level of competence. 

 

6. You must meet with your line manager, mentor or supervisor (or their 

nominated deputy) at least every month to discuss the standard of your 

performance and your progress towards achieving the aims set out in 

your Personal Development Plan. 
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7. You must send a report from your line manager, or their nominated 

deputy who is aware of your clinical practice, setting out the standard of 

your performance and your progress towards achieving the aims set out 

in your Personal Development Plan to the NMC at least 14 days before 

any NMC review hearing or meeting. 

 

8. You must allow the NMC to exchange, as necessary, information about 

the standard of your performance and your progress towards achieving 

the aims set out in your Personal Development Plan with your line 

manager, mentor or supervisor (or their nominated deputy) and any other 

person who is or will be involved in your retraining and supervision with 

any employer, prospective employer and at any educational 

establishment. 

 

9. You must immediately inform the following parties that you are subject to 

a conditions of practice order under the NMC’s fitness to practise 

procedures, and disclose the conditions listed at (1) to (8) above, to them: 

 

a. Any organisation or person employing, contracting with, or using 

you to undertake nursing work; 

b. Any agency you are registered with or apply to be registered with 

(at the time of application); 

c. Any prospective employer (at the time of application) where you 

are applying for any nursing appointment; and 

d. Any educational establishment at which you are undertaking a 

course of study connected with nursing or midwifery, or any such 

establishment to which you apply to take such a course (at the 

time of application).  

 

A future reviewing panel will be assisted by: 

 

 Your attendance at the next review hearing; 

 Evidence of your compliance with these conditions;  

 Testimonials from colleagues who can attest to your clinical nursing practice. 
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Decision and reasons on current impairment 

 

This panel has considered carefully whether your 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. Whilst it has noted the decision of the last panel, this 

panel has exercised its own judgement as to current impairment.  

 

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

your reflections and character references provided. It has taken account of the 

submissions made by Ms Culverhouse-Wilson on behalf of the Nursing and Midwifery 

Council (NMC) and Ms Fletcher on your behalf.  

 

You did not give evidence on oath/affirmation however you answered questions put to you 

by the panel. The panel took into account your answers to the questions asked attaching 

the appropriate weight to evidence given whilst not on oath/ affirmation. 

 

Ms Culverhouse-Wilson set out the history of your case. She outlined details of the new 

medication errors and associated dishonesty that occurred at your previous place of 

employment at The Westminster Society on 11 October 2019. She referred the panel to 

the information contained within the NMC bundle in relation to the new regulatory 

concerns.  

 

She informed the panel that you administered an overdose of Clozapine to a vulnerable 

patient. On realising your error, you disposed of some medication and amended the 

medication chart retrospectively to conceal your error. She informed the panel that you 

have admitted these regulatory concerns. 

 

Ms Culverhouse-Wilson stated that your medication errors, which are basic and 

fundamental parts of your nursing practice, have been repeated following an almost five 

year period during which you had been subject to a conditions of practice order, and, just 

three months after a recent review of that order. She further stated that you failed to 

escalate your error to the appropriate team thereby placing a patient at significant risk of 
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harm which is in breach of your professional duty of candour. Ms Culverhouse-Wilson 

stated that taking all of that into account and your dishonesty by trying to conceal your 

medication error and altering medical records, your admitted failings raise very serious 

concerns about your nursing practice.  

 

Ms Culverhouse-Wilson invited the panel to find that your fitness to practise is currently 

impaired on both grounds of public protection and the wider public interest to uphold 

proper standards of conduct in the nursing profession. 

 

In relation to sanction, Ms Culverhouse-Wilson submitted that it is for the panel in its 

professional judgement to decide what sanction to impose. Ms Culverhouse-Wilson stated 

that your admitted dishonest act shows that your practice is worsening and could also be 

indicative of deep-seated attitudinal issues.   

 

Ms Culverhouse-Wilson submitted to the panel there has been no evidence of insight and 

remediation instead there is evidence of regulatory concerns escalating. Ms Culverhouse-

Wilson reminded the panel that a striking-off order is a sanction which is available to it 

today. She submitted that these are serious matters of repeated medication errors over a 

period of time (despite being subject to a conditions of practice order for a period of nearly 

five years) and dishonesty, by a registered nurse in a position of trust.  

 

Ms Culverhouse-Wilson submitted that it is open to the panel to remove you from the 

register and that given the circumstances, the panel may consider that neither a conditions 

of practice order nor a suspension order is the appropriate or proportionate sanction.  

 

Ms Fletcher on your behalf submitted that should the panel find that your fitness to practise 

remains impaired, it should impose a conditions of practice order.  

 

She informed the panel of your working history following the imposition of the substantive 

conditions of practice order on 20 January 2015. Ms Fletcher stated that your medication 

errors have not been repeated over a period of five years as suggested by the NMC, but 

were rather isolated incidents that took place in 2012 and then in 2019. She informed the 

panel that you have not worked as a registered nurse since 2016 but have continued to 
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work as a health care assistant since 2016 in compliance with the spirit of the conditions of 

practice order.  

 

Ms Fletcher informed the panel that you admitted the October 2019 failings at the outset of 

The Westminster Society’s investigation and also referred the matter to the NMC through 

the RCN. 

 

Ms Fletcher submitted that you have been open and honest with the panel today when 

answering questions and that you have apologised for your failings. She informed the 

panel that you have shown insight and have sought to remediate your practice in your 

current employment and by training you have undertaken. 

 

Ms Fletcher stated that you have had no previous issues in relation to dishonesty and that 

you have been open in expressing why you sought to conceal your medication error. She 

referred the panel to your written reflective statement in which you gave an undertaking 

that you would not do anything like this again in the future. 

 

Ms Fletcher submitted that a single act of dishonesty should not result in a striking–off 

order. She referred the panel to the case of PSA v NMC and Mason [2017) CSIH 29. 

 

She invited the panel to impose a conditions of practice order. 

   

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 profession and to declare and uphold proper standards of conduct 

and performance. 

 

The panel considered whether your fitness to practise remains impaired.  

 

In making this decision, the panel had at the fore front of its thinking, the questions posed 

in the case of Cohen v GMC [2008] EWHC 581, namely whether your misconduct is easily 

remediable, whether it has been remedied and whether it is highly unlikely to be repeated.  

The panel noted that in order to determine whether your fitness to practise was currently 
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impaired, it needed to take into account the seriousness of the case (including your 

admitted medication error and associated dishonesty in October 2019), your level of 

insight and whether there is a real prospect that your failings can be remediated. 

 

The panel found that the clinical failings identified in 2019 are very serious as they 

involved a medication error that had the potential to cause serious harm to a vulnerable 

patient in your care. This was exacerbated by your dishonest disposal of the medication 

and your failure to seek medical assistance for the patient. You admitted that you 

attempted to conceal the fact that you had made a mistake by wrapping a 100mg 

Clozapine tablet in tissue and flushing it down the toilet. Furthermore, you altered the 

medical records so that your error would not be detected. Finally, you failed to escalate the 

error to the appropriate teams immediately, despite having administered an overdose to 

the patient. It was only during a medication sweep some 90 minutes later that the error 

was discovered by another member of staff and a doctor called for advice.  

 

The panel found this very concerning not only in light of the previous concerns raised in 

relation to your clinical practice in 2015, yet particularly in light of the fact you had just 

been subject to a substantive order review three months prior to these admitted clinical 

failings where you gave an undertaking that you would never repeat your misconduct. Not 

only did you repeat a medication error in October 2019, your acts were then aggravated by 

your associated dishonesty.  

 

The panel acknowledged that in response to panel questions, you admitted the October 

2019 regulatory concerns in relation to the medication you discarded even though you did 

not originally admit to what you did with the medication you discarded at the outset at local 

level investigations. The panel found your answers to questions about altering medication 

records somewhat unclear. The panel noted that you apologised. The panel also noted 

that while you accepted that you had risked patient safety in order to save your career, you 

say you have continually reflected on this and promise that you would not repeat such 

failings in the future. 

 

In relation to your insight, the panel noted that the third reviewing panel found that: 
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 ‘you had demonstrated a significant level of insight, through your reflective pieces and oral 

evidence, into what went wrong. The panel decided that you demonstrated a good 

understanding of how your actions have put patients at risk of harm. When questioned 

during the course of this hearing about how you would handle the situation differently in 

the future, you were able to provide detailed answers.’ 

 

This panel found that you lacked considerable insight into your admitted clinical failings 

and dishonest conduct in relation to the October 2019 failings. You demonstrated only 

limited understanding of why what you did was wrong and how this impacted negatively on 

patients, your colleagues and the reputation of the nursing profession. 

 

The panel was deeply concerned that when questioned, you referred to your clinical 

failings in 2019 as a “silly mistake”. It found that your reflections focused predominantly on 

the impact your clinical failings have had on you rather than patients, your colleagues and 

the wider public. The panel noted that when questioned about the potential risk to the 

patient following an overdose of the medication in question, you stated “dizziness” and 

further “at risk of falls”. Giving the significant risk that an overdose of Clozapine can pose 

to a patient (the risk of which, as a registered mental health nurse, you should have been 

fully aware), the panel considered that you had little insight into the serious risk of harm at 

which you had placed this patient. Further you failed to identify the potential risk to the 

patient as a vulnerable patient in supported living, who was relying on your care and the 

fact that you were in a position of trust.  

 

The panel also noted your explanation that the reason you acted dishonestly in October 

2019 is because you panicked as you knew that you were already subject to a conditions 

of practice order in relation to medication errors. The panel therefore concluded that you 

risked patient safety in order to protect your career as a nurse. The panel considered that 

your dishonest act was for personal gain, placing it at the higher end of the spectrum for 

dishonesty cases.  

 

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

account that you have no previous concerns regarding dishonest conduct. The panel 

noted that your clinical failings in relation to your medication error is remediable. 
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However, the panel found that the medication errors you admitted to in 2019 are similar to 

your medication errors that occurred in 2012. These medication errors happened three 

months after your substantive order review hearing in July 2019 when you informed that 

reviewing panel what you would do if a similar event occurred in the future. Three months 

later you repeated a similar medication error, failed to act in line with your undertaking 

given three months earlier, and instead went on to try to conceal your error by disposing of 

the medication and altering the medication records. Further you failed to notify the relevant 

teams thereby breaching your professional duty of candour.  

 

You informed the panel that you had undertaken two medicines management training 

courses since the last review, but did not provide any certificates to evidence your 

remediation or the required level of knowledge and skill to demonstrate that you have kept 

such knowledge and skills up to date. When questioned you were unclear about the dates 

of the training and the scores that you had achieved. The panel noted that you have 

provided character references however, the panel noted that these references did not 

acknowledge these regulatory proceedings or refer to your misconduct. Further, the panel 

noted that it had no testimonials relating to your clinical practice and conduct from either 

your previous or current employer.  

 

The panel noted that you currently work as a heath care assistant in a clinical setting. 

However, the panel considered that you have not been in clinical practice as a registered 

nurse since 2016 apart from a brief period of employment at Ash Court Nursing Home, 

when you worked 13 shifts between the dates of December 2019 to February 2020, until 

you were dismissed for underperforming in this role. Further the panel recognised that 

dishonesty is difficult to remediate.  

 

In all the circumstances, the panel determined that there is a real risk of repetition based 

on considerable lack of insight and lack of opportunity for remediation and therefore that a 

finding of impairment is necessary on the grounds of public protection.  

 

The panel then went on to consider whether the need to uphold proper professional 

standards and public confidence in the registrant and in the profession would be 

undermined if a finding of impairment of fitness to practise were not made in the 
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circumstances of this case in accordance with Council for Healthcare Regulatory 

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

 

The panel was of the view that reasonable members of the public with all the information 

provided in this case would expect a finding of continuing impairment to be made, given 

the repeated medication errors and the associated dishonesty which it considered shows 

that your practice is getting worse. 

 

For these reasons, the panel finds that your fitness to practise remains impaired on both 

public protection and public interest grounds.  

 

Decision and reasons on sanction 

 

Having found your 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 seriousness of the case. The panel decided that it would be 

neither proportionate nor in the public interest to take no further action.  

 

It then considered the imposition of a caution order but again determined that, due to the 

seriousness of the case, and the public protection issues identified, an order that does not 

restrict your practice would not be appropriate in the circumstances. The SG states that a 

caution order may be appropriate where ‘the case is at the lower end of the spectrum of 

impaired fitness to practise and the panel wishes to mark that the behaviour was 

unacceptable and must not happen again.’ The panel considered that your misconduct 

was not at the lower end of the spectrum and that a caution order would be inappropriate 

in view of the issues identified. 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 conditions of practice on your registration would still be 

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

must be proportionate, measurable and workable.  

 

The panel noted that you have been subject to a conditions of practice order since 2015. 

The panel noted that you have not practised as a registered nurse since 2016 under the 

conditions, apart from a brief period of employment at Ash Court Nursing Home, when you 

worked 13 shifts between the dates of December 2019 to February 2020, until you were 

dismissed for underperforming in this role.  

 

Even though you had been subjected to a conditions of practice order for nearly five years 

you have repeated similar medication errors in October 2019 whilst working as health care 

assistant which have given rise to these further regulatory concerns. These concerns have 

been exacerbated by the associated dishonest conduct which you have admitted. 

 

The panel concluded that the placing of conditions on your registration would not 

adequately address the seriousness of this case, particularly the associated dishonesty, 

and would not adequately protect the public. 

 

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

sanction. The SG indicates that a suspension order would be appropriate where (but not 

limited to): 

 a single instance of misconduct but where a lesser sanction is not sufficient 

 no evidence of harmful deep-seated personality or attitudinal problems 

 no evidence of repetition of behaviour since the incident 

 the Committee is satisfied that the nurse or midwife has insight and does not pose a 

significant risk of repeating behaviour 

 

The panel had regard to the fact your repeated medication errors and dishonest conduct 

had potential to cause significant harm to a vulnerable patient. It noted when you repeated 

the medication error in October 2019, instead of escalating the error, you decided to 
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conceal it and alter patient records. The panel noted that your lack of candour and 

dishonest conduct could be indicative of attitudinal problems. 

 

Further, it was the panel’s view that you have limited insight into your actions and have not 

remediated your failings. It judged therefore that there was a real risk that you would 

repeat your dishonest behaviour if you found yourself in a similar situation on another 

occasion.   

 

The panel determined that a suspension order would not be a sufficient, appropriate or 

proportionate sanction. Whilst the panel considered that a suspension order would 

adequately protect the public for the period that it was in place, taking into account your 

lack of insight, lack of remediation and that there is no real prospect of you remediating, a 

suspension order would not satisfy the public interest considering the seriousness of your 

admitted clinical failings and associated dishonesty. 

 

The panel concluded that the only sanction that would adequately protect the public and 

serve the public interest is a striking-off order. 

In considering a striking-off order, the panel took note of the following from the SG: 

• 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 decided that your dishonest actions in October 2019 demonstrated attitudinal 

issues which showed a lack of care for vulnerable patients, putting them at serious risk of 

harm, and also involved repeated medication errors which were basic and fundamental 

parts of nursing practice.  

 

Your further admitted misconduct is considered by the panel to be fundamentally 

incompatible with the attitudes and behaviours expected of a registered nurse, who must 
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at all times seek to protect patients from risks of harm including those posed by their own 

nursing abilities. The panel considered that all three tests as set out above are met.  

 

Further your behaviour showed disregard for the fundamental tenets of nursing including 

integrity, trust and honesty.  

 

Your actions were significant departures from the standards expected of a registered 

nurse, and the panel concluded that they were fundamentally incompatible with you 

remaining on the register. The panel was of the view that your repeated medication errors 

and the associated dishonest conduct in this particular case demonstrate that your actions 

were particularly serious and to allow you to remain on the register would undermine 

public confidence in the profession and in the NMC as a regulatory body. 

 

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

during this case, the panel determined that the appropriate and proportionate sanction is 

that of a striking-off order.  

 

The panel considered that this order is necessary in view of the seriousness of the 

misconduct and to mark the importance of maintaining public confidence in the profession, 

and to send to the public and the profession a clear message about the standard of 

behaviour required of a registered nurse. 

 

The panel therefore directs the registrar to strike your name off the register.  

 

This striking-off order will replace the current conditions of practice order with immediate 

effect in accordance with Article 30(2) and 30 (4).  

 

This will be confirmed to you in writing. 

 

That concludes this determination. 

 

 


