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Nursing and Midwifery Council 
Fitness to Practise Committee 

Substantive Hearing 
Wednesday, 3 November 2021 – Friday, 5 November 2021 

Tuesday, 9 November 2021 – Friday, 12 November 2021 

Nursing and Midwifery Council 
Virtual Hearing 

Name of registrant: Miss Stella Kay Griffith 

NMC PIN: 13E1412E 

Part(s) of the register: Registered Nurse – Sub Part 1 
Adult Nursing – September 2013 

Area of registered address: Sheffield 

Type of case: Misconduct 

Panel members: Nicola Jackson 
Jane Jones 
Gill Mullen 

(Chair, Lay member) 
(Registrant member) 
(Lay member) 

Legal Assessor: Michael Levy (3-4, 9-12 November 2021) 

Charles Conway (4 November 2021) 

Panel Secretary: Xenia Menzl 

Nursing and Midwifery Council: Represented by James Edenborough, Case 
Presenter 

Ms Griffith: Present and not represented  

Facts proved: Charges 3, 4 

Facts not proved: Charge 1, 2, 5, 6  

Fitness to practise: Impaired 

Sanction: Conditions of Practice Order (2 Years) 

Interim order: Interim Conditions of Practice Order 
(18 months) 
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Details of charge (as amended) 

 

That you, a Registered Nurse, 

 

1. On one or more occasions between 30 April 2019 and 03 May 2019, failed to 

administer Pecfent nasal spray to Resident A as required. [NOT PROVED] 

 

2. On one or more occasions between 30 April 2019 and 03 May 2019 recorded 

in the Controlled Drug book that you had administered Pecfent nasal spray to 

Resident A when you had not. [NOT PROVED] 

 

3. On one or more occasions between 30 April 2019 and 03 May 2019 obtained 

a signature in the witness column of the Controlled Drug book from a person 

who had not witnessed you administer medication. [PROVED] 

 

4. You actions charge 3 above were dishonest in that you were causing it to be 

represented that administration of medication had been witnessed by the 

signatory when you knew it had not. [PROVED] 

 

5. On or about 30 April 2019 wrote Colleague A’s name in the witness signature 

column in the Controlled Drug Book. [NOT PROVED] 

 

6. Your action at 5 above was dishonest in that you knew you were representing 

that Colleague A had made that entry when they had not. [NOT PROVED] 

 

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

misconduct. 
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Background 

 

The NMC received a referral from Rose Cottage Care Home (“the Home”) on 20 June 

2019 in relation to allegations which arose between 30 April 2019 and 3 May 2019. 

 

It is alleged that you had not been administering Pecfent nasal spray medication to 

residents as required. Following a review into the Controlled Drugs in the Home, it was 

found there was a discrepancy in the Controlled Drug (CD) book in relation to Pecfent 

medication, and that the Controlled Drugs cupboard had between 10 and 14 doses 

more than had been recorded. The apparent inference was that medication recorded as 

given was either not given, or not given correctly. You were requested to provide a 

written report by way of an explanation and it is alleged that you did not do so. It is 

alleged that you attempted to explain the discrepancy by saying there was another 

bottle of medication which could account for the difference but this had been hidden by 

other staff members. It is alleged that you later asserted that you had been framed.  

 

In a statement provided by another member of staff, it was recorded that you had 

stated: 

‘I don’t understand why we are throwing these bottles away after 8 sprays 

because you can get extra sprays out of them.’ 

 

It is also alleged that you forged the signature of Colleague A in the Controlled Drugs 

log book. Colleague A was shown a signature which purported to be theirs, and you 

stated this was not written by you.  

 

It is alleged that you requested members of staff to countersign the Controlled Drugs log 

book when they had not accompanied you to administer medication, or when they had 

not been shown the medication so that they could determine whether the correct doses 

were being administered.  

 

You did not attend your disciplinary hearing and were dismissed from the Home on 15 

May 2019. 
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Decision and reasons on application to amend the charges 

 

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

amend the wording of charge 5.  

 

Original Charge:  

5. On or about 30 April 2019 date wrote Colleague A’s name in the witness 

signature column in the Controlled Drug Book. 

 

Amended Charge:  

1. On or about 30 April 2019 date wrote Colleague A’s name in the witness 

signature column in the Controlled Drug Book. 

 

The proposed amendment was to correct a typographical error and that the proposed 

amendment would provide clarity. 

 

Further, Mr Edenborough made an application to add two further charges.  

 

Additional Charges:  

 

7. On or about 6 May 2019 wrote Colleague B’s name in the witness signature 

column in the Controlled Drug Book. 

 

8. Your action at 7 above was dishonest in that you knew you were representing 

that Colleague B had made that entry when they had not. 

 

Mr Edenborough took the panel to the signature in question. He informed the panel that 

on 2 November 2021, a few days before this hearing was due to start, Colleague B had 

been sent her witness statement and the exhibit documenting the Medicines 

Administration Record (MAR) for Resident A. He stated that, shortly after, Colleague B 

has informed the NMC that she believes that the signature on the last row of this exhibit, 

entry eleven, dated 6 May 2019 at 17:30, was not hers and had been forged. Mr 
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Edenborough submitted that as a result a further witness statement was taken from 

Colleague B.  

 

Mr Edenborough submitted that the material question the panel needs to consider is 

fairness to you. He acknowledged that raising this issue at the hearing will have caused 

you distress. However, he submitted that there needs to be a distinction between the 

emotional impact on you and the fact that there was little time for you to prepare to the 

additional charges. He acknowledged that should the impact on you be great it could 

carry some weight. However, Mr Edenborough submitted that the NMC also had short 

notice regarding these further allegations. He submitted that practical preparation was 

needed to make enquiries by the NMC. Mr Edenborough further submitted that whilst 

the additional allegation is serious it is similar to charges 5 and 6. He submitted that it 

will be straightforward to deal with and can be tested during the course of the hearing. 

Mr Edenborough submitted that it will not add practical difficulty to the hearing and that 

the allegations stand on the credibility of a witness already called by the NMC.  

 

Mr Edenborough therefore submitted that adding these charges will not prejudice you, 

nor will it be unfair, despite the short notice, as the additional allegations can be dealt 

with during the course of the hearing and can therefore be dealt with fairly.  

 

You did not object to the amendment of charge 5. However, you did object to charges 7 

and 8 to be added at the hearing at this late stage. You stated that it is clear from the 

witness statement that Colleague B cannot remember working that shift. You 

questioned how Colleague B would then be able to remember if they had signed for the 

drugs or not. You stated that you were confused as to why this was raised a few days 

before the start of the hearing and that the NMC had two years to prepare for the case. 

You submitted that all witnesses had been approached two years ago when the 

allegations were raised and that Colleague B has also been approached during the 

internal investigation. You stated that Colleague B had not raised this issue at that stage 

and that their memory would have been fresher at that point in time. You therefore 

submitted that it would be unfair to add charges 6 and 7 at this stage.  
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The panel accepted the advice of the legal assessor and had regard to Rule 28 of 

‘Nursing and Midwifery Council (Fitness to Practise) Rules 2004’, as amended (the 

Rules). 

 

The panel was of the view that the amendment of charge 5, as applied for, was in the 

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

no injustice would be caused to either party by the proposed amendment being allowed. 

It was therefore appropriate to allow the amendment of charge 5, as applied for, to 

ensure clarity and accuracy. 

 

The panel then considered the addition of charges 7 and 8. It gave this application 

serious consideration. The panel noted that the additional charges were worded 

similarly to charge 5 and 6 and were serious charges, including dishonesty. The panel 

noted that Colleague B was included in the contemporaneous local investigation and 

later in the investigation conducted by the NMC. It was concerned that Colleague B only 

brought this allegation to the NMC at this late stage, just days, before the hearing. It 

noted that this issue had not been raised by Colleague B during the contemporaneous 

local investigation, nor the NMC investigation, which lasted two years.  

 

The panel accepted that Colleague B was still due to give evidence at the hearing and 

could be cross examined regarding the additional charges by you and the panel. 

However, it was concerned that due to this being raised after three other witnesses had 

already been heard there was a missed opportunity for you and the panel to question 

these witnesses about this further allegation. The panel determined that it was a basic 

principle of fairness that you were given the opportunity to factor this into any defence 

you chose to present to the panel.  

 

In light of this, the panel was of the view that the addition of charges 7 and 8 would not 

be fair in the context of these proceedings and would cause you prejudice. In these 

circumstances the panel refused the application with regard to adding charges 7 and 8.  
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Decision and reasons on facts 

 

In reaching its decisions on the facts, the panel took into account all the oral and 

documentary evidence in this case together with the submissions made by Mr 

Edenborough on behalf of the NMC and by you.  

 

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

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

will be proved if a panel is satisfied that it is more likely than not that the incident 

occurred as alleged. 

 

The panel heard live evidence from the following witnesses called on behalf of the 

NMC:  

 

 Ms 1: Home Manager,  

Rose Cottage Care Home 

 

 Colleague A: Administrator/Activities Coordinator 

(at the time of incidents)  

Rose Cottage Care Home 

 

 Colleague B: Carer 

Rose Cottage Care Home 

 

 Colleague C: Registered Nurse,  

Rose Cottage Care Home 

 

 Colleague D: Registered Nurse,  

Rose Cottage Care Home 

 

 Colleague E: Registered Nurse,  

Rose Cottage Care Home 
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 Colleague F: Bank Staff Carer 

(at the time of incidents)  

Rose Cottage Care Home 

 

 Colleague G: Carer 

Rose Cottage Care Home 

 

 Colleague H: Carer 

Rose Cottage Care Home 

 

 Colleague I:                  Senior Carer 

Rose Cottage Care Home 

 

 Ms 2: Home Manager,  

Chatsworth Grange Care Home 

 

The panel also heard evidence from you on oath. 

 
Before making any findings on the disputed facts, the panel heard and accepted the 

advice of the legal assessor. It considered the witness and documentary evidence 

provided by both the NMC and you. 

 

The panel then considered each of the disputed charges and made the following 

findings. 

 

Charge 1 

 

1. On one or more occasions between 30 April 2019 and 03 May 2019, failed to 

administer Pecfent nasal spray to Resident A as required. 

 

This charge is found NOT proved. 

 

In reaching this decision, the panel took into account the written and oral evidence of all 

witnesses as well as the written documentation, in particular the MAR Charts and Daily 
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Notes for Resident A dated between 30 April and 3 May 2019 and the CD book. The 

panel also took account of your oral and written evidence.  

 

The panel also noted that the MAR chart had two doses marked A for Resident A 

between the 30 April 2019 and 3 May 2019.  

 

The panel noted that A was noted on the MAR chart key as ‘refused’. The panel first 

determined whether you had a duty to administer Pecfent. However, it noted that the 

MAR charts for Resident A stated: ‘Use ONE spray FOUR times a day before care is 

given’. 

 

The panel noted that Ms 1 stated in her written statement to the NMC:  

‘Sometimes a spray can be missed if the patient is settled and I consider this to 

be acceptable.’  

 

The panel also noted that you stated that the palliative nurse explained to you that it 

was acceptable not to give Pecfent on occasion. The panel believed you and 

determined that this was in line with Ms 1’s statement.  

 

The panel was therefore of the view that you had a duty to administer Pecfent before 

care was given to Resident A, however, it was acceptable on occasions for a dose to be 

omitted when care had already been given and the registered nurse had assessed that 

Resident A was settled or not in pain.  

 

The panel also noted that the witnesses were clear that carers gave care to Resident A 

without letting nurses know. The panel noted that you explained that when you had 

seen in the daily notes that care had been given by the carers without informing you 

prior, so you could administer Pecfent, you checked on Resident A. You stated that 

Resident A slept and seemed settled and that you therefore decided against 

administering Pecfent. The panel accepted this explanation.  
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The panel noted that the MAR chart key did not have a category for such a situation. It 

accepted your explanation that you used code A to highlight in the MAR chart that 

despite care had been given no Pecfent was administered.  

 

The panel noted that one of the entries, dated 3 May 2019, in the MAR chart did not 

correlate with the entry in the CD book as the MAR chart showed the dose had not been 

given, whilst the CD book showed it had been given. The panel accepted your 

explanation that this was a mistake made by you. The panel therefore determined that 

even if the MAR chart had been marked as not given by mistake, the dose had been 

administered as recorded in the CD book.  

 

The panel therefore determined that in the situation that the carers had not informed 

you of care that was to be given to Resident A you had no opportunity to give Pecfent 

as prescribed and were acting with Resident A’s best interest in mind.  

 

The panel noted that the NMC made a case that there is a discrepancy between the 

doses given and the doses noted in stock. The NMC relied upon the statement of Ms 1 

that the internal investigation found that the only explanation for the discrepancy was 

that you had not administered between 10 to 14 doses of her medication to Resident A.  

 

The panel noted your explanation of the discrepancy in that you noticed that the Home 

was running low on Pecfent and that you asked the doctor to issue a prescription which 

was then given to the pharmacy. You stated that this prescription, requested by you, 

was the additional units of Pecfent and would account for this discrepancy.  

 

The panel noted that there seemed to be no evidence of this prescription and none of 

the witnesses at the hearing were able to recall you asking for said prescription. The 

panel also noted that you acknowledge that you should have recorded this in Resident 

A’s daily notes, but had not done so. The panel found that there was no corroboration 

between your explanation and the evidence presented at the hearing.  
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The panel considered another alternative explanation for the discrepancy based on the 

evidence it heard from the witnesses in their oral evidence as to the lack of robust 

systems in the Home in relation to Controlled Drug management.  

 

The panel was told that there were two audits of medicines noted in the evidence. One 

was conducted by the pharmacy on 26 April 2019, the panel determined that this was a 

reliable audit and accurately reflected the current stock of the medicines at the Home. 

The second check, described as an audit, was noted in the CD book by Colleague D on 

29 April 2019. However, this was described as doses carried forward from the previous 

page and Colleague D explained in her oral evidence that this was not a full medicines 

audit. She went on to tell the panel that she had never undertaken a full audit nor 

emptied the CD cupboard to do a full count of the medications. The panel determined 

that the check on 29 April 2019 was not an audit and therefore the tally in the CD book 

could not be relied upon as an accurate total after the audit on the 26 April 2019. 

 

The panel noted that Ms 1 admitted in her oral evidence that the counting of medicines 

was not taking place and that she had to write a protocol after the alleged events. 

Further, the panel noted that there was a discrepancy between the witnesses as to how 

many doses were available in one bottle of Pecfent. The panel noted that Colleague E 

stated that she recorded the quantity of doses in the CD book by deducting one dose 

after administration to Resident A but not actually counting or checking this with the 

amounts in the bottle and CD cupboard.  

 

Colleague B confirmed to the panel that she never witnessed any of the registered 

nurses counting the Controlled Drugs and that you were ‘one of probably two nurses’ in 

the Home regularly asking the carers to do so.  

 

The panel heard in oral evidence that the Pecfent bottles may have contained more 

than the stated eight doses. The panel considered that this may have been another 

factor contributing to the discrepancy of doses remaining if in fact more than eight doses 

had been administered from each bottle. The panel also heard varying estimates of how 

many doses were in each bottle.  
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The panel noted that the Mr Edenborough stated that the NMC is suggesting that the 

discrepancy was a total of 10 to 14 doses. However, the panel determined that the 

systems in the Home were not robust and that there was variable and poor practice 

across all practitioners, making it clear that the total amount of Pecfent recorded in the 

CD book was not reliable.  

 

The panel further noted that Ms 1 stated in her oral evidence that she did not notice a 

difference in Resident A in terms of pain and that there was no report of any change in 

Resident A suffering from pain during that time. The panel determined that this would be 

highly unusual had you failed to administer 10 to 14 doses of Controlled Drug pain 

medication. 

 

The panel was therefore not satisfied that the NMC has provided the panel with 

sufficient evidence to find that on one or more occasions between 30 April 2019 and 3 

May 2019 you had failed to administer Pecfent nasal spray to Resident A as required. 

The panel therefore finds charge 1 not proved.  

 

Charge 2) 

 

2. On one or more occasions between 30 April 2019 and 03 May 2019 recorded 

in the Controlled Drug book that you had administered Pecfent nasal spray to 

Resident A when you had not. 

 

This charge is found NOT proved. 

 

In reaching this decision, the panel took into account the written and oral evidence of all 

witnesses as well as the written documentation, in particular the MAR Charts, CD book 

and Daily Notes for Resident A dated between 30 April and 3 May 2019. The panel also 

took account of your oral and written evidence.  

 

The panel reminded itself of its findings with regard to charge 1. It already determined 

that there was not sufficient evidence before it that you had failed to administer between 

10 to 14 doses of Pecfent to Resident A.  
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The panel further noted the discrepancy between the MAR chart and the CD book of the 

3 May 2019. It reminded itself that it had already accepted your explanation that the 

MAR chart entry was a mistake and that you had given Pecfent to Resident A as 

recorded in the CD book. The panel found that your evidence in this regard was 

convincing.  

 

The panel was therefore not satisfied that, on the balance of probabilities, on one or 

more occasions between 30 April 2019 and 03 May 2019 you recorded in the Controlled 

Drug book that you had administered Pecfent nasal spray to Resident A when you had 

not. 

 

Charge 3) 

 

3. On one or more occasions between 30 April 2019 and 03 May 2019 obtained 

a signature in the witness column of the Controlled Drug book from a person 

who had not witnessed you administer medication. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the written and oral evidence of all 

witnesses as well as the written documentation, in particular the Controlled Drugs Book. 

The panel also took account of your oral and written evidence.  

 

The panel noted that a colleague is required to sign the CD book to confirm that they 

have witnessed the actual administration of the drug to a resident.  

 

The panel noted Ms 1’s written evidence to the NMC which states:  

‘During the course of my investigation, I identified that errors had been made by 

both nurses in [sic] carers in respect of the administration of medication. As a 

result of this a number of staff numbers [sic] received a verbal warning. I also had 

to reinforce the drugs policy for counter signing for drugs created a new protocol 

for this. Despite procedures not being correctly followed, this did not detract from 

the evidence of the wrongdoing of Stella Griffith.’  
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The panel noted that Ms 1 confirmed in her oral evidence that it was common practice 

for carers in the Home not to witness the administration of Controlled Drugs to residents 

and that it was only due to the investigation that a new drugs administration protocol 

was created.  

 

The panel noted the evidence of Colleague C. The panel found that her evidence was 

conflicting. In her oral evidence she confirmed to the panel that it was common practice 

in the Home for carers not to witness the administration of Controlled Drugs. However, 

she also stated that in the induction she gave to you she explained that carers need to 

be present for the administration of Controlled Drugs and then to countersign in the CD 

book. 

 

The panel noted that you admitted that you did not have witnesses when administering 

the Controlled Drugs to the patients and that the carers signed the Controlled Drug book 

at a different point in time. The panel noted that you stated that you always asked the 

carers to witness the dispensing of the drugs. The panel determined that this was not an 

appropriate replacement for carers to witness the actual administration of drugs to the 

resident.  

 

The panel was therefore satisfied, on the balance of probabilities, that it is more likely 

than not that on one or more occasions between 30 April 2019 and 03 May 2019 you 

obtained a signature in the witness column of the Controlled Drug book from a person 

who had not witnessed you administer medication. 

 

Charge 4) 

 

4. You actions charge 3 above were dishonest in that you were causing it to be 

represented that administration of medication had been witnessed by the 

signatory when you knew it had not. 

 

This charge is found proved. 
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In reaching this decision, the panel took into account the written and oral evidence of all 

witnesses as well as the written documentation, in particular the Controlled Drugs book. 

The panel also took account of your oral and written evidence.  

 

The panel noted that you acknowledged in your oral evidence that you knew that it was 

wrong to have a colleague sign the CD book when they had not witnessed the 

administration of the medication to the resident. 

 

The panel noted that you recognised that to someone outside of the Home the carer’s 

signature would indicate that they had witnessed the administration of the Controlled 

Drug and that it would therefore be misleading. The panel also took into account that 

you had six years previous experience in a teaching Hospital and knew the correct 

protocol in regards to Controlled Drug administration.  

 

The panel noted your explanation that you had raised your concerns with Ms 1 in your 

first week at the Home and ‘daily’ with other staff. However, the panel noted that this 

was not corroborated by any of the witnesses and none of the witnesses could 

remember you raising this issue with them, including Ms 1.  There was also no other 

evidence to support this.  

 

The panel was of the view that you knew obtaining these signatures from carers when 

they had not witnessed you administering the drugs was wrong. The panel determined 

that an ordinary decent person would consider this dishonest. However, the panel 

acknowledged the circumstances and the context of the poor practice at the Home and 

determined that your dishonesty was at the lower end of the spectrum.  

 

The panel was therefore satisfied, on the balance of probabilities, that it is more likely 

than not that your actions in charge 3, were dishonest in that you were causing it to be 

represented that administration of medication had been witnessed by the signatory 

when you knew it had not. 
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Charge 5) 

 

5. On or about 30 April 2019 wrote Colleague A’s name in the witness signature 

column in the Controlled Drug Book. 

 

This charge is found NOT proved. 

 

In reaching this decision, the panel took into account the written and oral evidence of 

Ms 1 and Colleague A and the Controlled Drugs book. The panel also took account of 

your oral and written evidence.  

 

The panel noted that the signature in question was signed in the CD book on 30 April at 

18:20.  

 

The panel noted that Colleague A stated in Ms 1’s contemporaneous internal 

investigation that:  

‘After been [sic] shown the CD book by the manager when she interviewed me 

about the time I signed for this medication I saw that there seemed to be another 

time I had signed for the same medication with [Ms Griffith]. I do not believe that 

this is my signature and I cannot recall signing on this date and time.’  

 

In her statement to the NMC Colleague A stated:  

‘there was another entry that seemed to contain my signature as a witness […] 

Although this looks similar, I can tell by looking at it that it’s not my signature. For 

example, the ‘s’ in Mason always goes underneath the line when I sign and that 

is not the case here. It is also the case that I am sure that the only time I signed 

for this medication was on 01/05/2019. Not only that. I work between 0800 – 

1700hrs and this entry was timed at 1820hrs, when I would already have finished 

work.’ 

 

The panel also noted that in her oral evidence Colleague A only stated that she was 

‘fairly confident’ that this was not her signature. The panel noted that Colleague A’s 

evidence varied in relation to her level of certainty about the events.  
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The panel also had sight of the staff rota for the day in question. Whilst Colleague A 

stated in her statement to the NMC that she only worked until 5pm when the signature 

in question was at 18.20, the staff rota showed that she had worked 11 hours that day. 

Upon questioning by the panel Colleague A confirmed that she was still on the rota as a 

carer in addition to her administrative duties. The panel considered that Colleague A 

became defensive and was inconsistent regarding her duties and hours on that day. 

Due to this the panel did not find that Colleague A’s evidence was reliable or credible in 

that regard.  

 

Further, the panel noted that the signature in question was already present in the CD 

book two lines above where you asked Colleague A to sign the witnessing of 

administering Pecfent. It was of the view that it was implausible that she would have not 

noticed this and queried you about this at that time.  

 

The panel heard your evidence and was of the view that you had a very clear 

recollection of the events. 

 

The panel was of the view that there was no evidence before it to show that the 

signature was written by you. 

 

The panel was therefore not satisfied, on the balance of probabilities, that on or about 

30 April 2019 you wrote Colleague A’s name in the witness signature column in the 

Controlled Drug Book.  

 

Charge 6) 

 

6. Your action at 5 above was dishonest in that you knew you were representing 

that Colleague A had made that entry when they had not. 

 

This charge is found NOT proved. 

 

Following from the fact that the panel has found charge 5 not proved, this charge is also 

not proved.  
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Fitness to practise 

 

Having reached its determination on the facts of this case, the panel then moved on to 

consider, whether the facts found proved amount to misconduct and, if so, whether your 

fitness to practise is currently impaired. There is no statutory definition of fitness to 

practise. However, the NMC has defined fitness to practise as a registrant’s suitability to 

remain on the register unrestricted.  

 

The panel, in reaching its decision, has recognised its statutory duty to protect the 

public and maintain public confidence in the profession. Further, it bore in mind that 

there is no burden or standard of proof at this stage and it has therefore exercised its 

own professional judgement. 

 

The panel adopted a two-stage process in its consideration. First, the panel must 

determine whether the facts found proved amount to misconduct. Secondly, only if the 

facts found proved amount to misconduct, the panel must decide whether, in all the 

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

misconduct.  

 

Submissions on misconduct 

 

In coming to its decision, the panel had regard to the case of Roylance v General 

Medical Council (No. 2) [2000] 1 AC 311 which defines misconduct as a ‘word of 

general effect, involving some act or omission which falls short of what would be proper 

in the circumstances.’ 

  

Mr Edenborough invited the panel to take the view that the facts found proved amount 

to misconduct. He referred the panel to ‘The Code: Professional standards of practice 

and behaviour for nurses and midwives (2015)’ (the Code). He identified the specific, 

relevant standards where your actions amounted to misconduct.  

 

Mr Edenborough submitted that dishonesty is a serious matter, even if on the lower end 

of the spectrum, particularly when it is in regard to record keeping relating to patient 
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care. He acknowledged that you were impacted by the context, however, he submitted 

that this does not absolve you from responsibility. He submitted that the code requires 

registered nurses to uphold the standards in the code, even when faced with 

circumstances as at the Home. Mr Edenborough submitted that the key point in your 

case is the misuse of the Controlled Drug book and that the entries were misleading on 

an important document relating to the care of residents. He therefore submitted that 

your actions on this occasion were so serious as to amount to misconduct.  

 

Submissions on impairment 

 

Mr Edenborough moved on to the issue of impairment and addressed the panel on the 

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

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

the profession and in the NMC as a regulatory body. This included reference to the 

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

Council (2) and Grant [2011] EWHC 927 (Admin).  

 

Mr Edenborough submitted that you acknowledged during your oral evidence that you 

were well aware of what proper practice was and that you were able to explain proper 

practice in regard to Controlled Drugs. He submitted that you had succumbed to the 

context of working at the Home, despite knowing proper practice. He submitted that 

there was no evidence before the panel to show that you would not repeat your actions 

and raise concerns should you find yourself in a similar situation. He therefore 

submitted that there was a potential risk of repetition and submitted that a finding of 

current impairment is necessary on the ground of public protection.  

 

Mr Edenborough further submitted that the matter of dishonesty, particularly in regard to 

medical documents, would concern the public. He therefore submitted that a finding of 

impairment is necessary to maintain the confidence of the public in the nursing 

profession and the NMC as a regulator.  

 

You submitted that you will continue to focus on your conduct and adhere to local, 

regional and national protocols and standards of nursing. You stated that you would 
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now escalate your concerns properly and raise concerns at a higher level if they were 

not resolved at the local level. You said that you had learned your lesson about bad 

practice and that you would not repeat your misconduct. You stated that you now have 

the courage to be an advocate for vulnerable residents and have enhanced your 

leadership skills.  

 

You explained to the panel that the incidents taught you to question your own practice 

and how it impacts directly and indirectly on patients. You acknowledged that your 

ongoing professional development is your own responsibility. You stated that you have 

always been a proud nurse and that this has been a very stressful time in your life. You 

said that you would never intentionally jeopardise your nursing career as you have a 

passion for nursing and you have a good and trusting relationship with your patients. 

You submitted that the experience of this has taught you the value of nursing.  

 

You told the panel about nursing courses that you have completed since the incidents. 

These included Level 2 in: Principles of Dementia Care; Safe Handling of Medication in 

Health and Social Care; and Understanding, Management and Care of Diabetes. You 

explained that you are currently completing Level 3 of the latter course. You also stated 

that you did a course on antibiotics, however, you do not have a certificate for that.  

 

Regarding your future plans in nursing you explained that you have in the past worked 

in a fast discharge ward managing patients with diabetes. However, you would be 

happy to return to any part of nursing and further your skills.  

 

You said that looking back you would act differently now. You would have the courage 

to raise your concerns at a higher level.  

 

Regarding what you learned on the safe handling of medication course you stated that 

you brushed up your understanding of side effects of medications, and the importance 

of documenting medications. You learned how important it is to ensure that every 

medication is documented, and prescribed by an actual prescriber and that all checks 

are signed and dated.  
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You explained that you had difficulties to secure a position as a registered nurse due to 

the restrictions on your practice. You stated that you were told not to go for carer 

positions and that you should keep applying for nursing positions.  

 

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

number of relevant judgments. These included: Roylance v General Medical Council 

(No 2) [2000] 1 A.C. 311, Nandi v General Medical Council [2004] EWHC 2317 (Admin), 

and General Medical Council v Meadow [2007] QB 462 (Admin). 

 

Decision and reasons on misconduct 

 

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

regard to the terms of the Code. 

 

The panel was of the view that your actions did fall significantly short of the standards 

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

Code. Specifically: 

 

’10 Keep clear and accurate records relevant to your practice 

This applies to the records that are relevant to your scope of practice. It 

includes but is not limited to patient records. 

To achieve this, you must: 

10.3 complete records accurately and without any falsification, taking 

immediate and appropriate action if you become aware that someone 

has not kept to these requirements 

 

20 Uphold the reputation of your profession at all times 

To achieve this, you must: 

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

20.2 act with honesty and integrity at all times […]’ 

 

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

of misconduct. However, the panel was of the view that you knew you were responsible 

for misleading entries in an important medical record regarding Controlled Drugs. The 
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panel acknowledged the context of your actions, however, it was of the view that your 

dishonesty, although at the lower end of the spectrum, was sufficiently serious to 

amount to misconduct.  

 

The panel found that your actions did fall seriously short of the conduct and standards 

expected of a nurse and amounted to misconduct. 

 

Decision and reasons on impairment 

 

The panel next went on to decide if as a result of the misconduct, your fitness to 

practise is currently impaired. 

 

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

to be professional. Patients and their families must be able to trust nurses with their 

lives and the lives of their loved ones. To justify that trust, nurses must be honest and 

open and act with integrity. They must make sure that their conduct at all times justifies 

both their patients’ and the public’s trust in the profession. 

 

In this regard the panel considered the judgment of Mrs Justice Cox in the case of 

CHRE v NMC and Grant in reaching its decision. In paragraph 74, she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 

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

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

proper professional standards and public confidence in the profession 

would be undermined if a finding of impairment were not made in the 

particular circumstances.’ 

 

In paragraph 76, Mrs Justice Cox referred to Dame Janet Smith's “test” which reads as 

follows: 
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‘Do our findings of fact in respect of the doctor’s misconduct, deficient 

professional performance, adverse health, conviction, caution or 

determination show that his/her fitness to practise is impaired in the 

sense that s/he: 

 

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

to put a patient or patients at unwarranted risk of harm; 

and/or 

 

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

the medical profession into disrepute; and/or 

 

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

breach one of the fundamental tenets of the medical 

profession; and/or 

 

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

dishonestly in the future.’ 

 

The panel finds that residents were put at risk and that there was the potential for harm 

as a result of your misconduct. Your misconduct had breached the fundamental tenets 

of the nursing profession and therefore brought its reputation into disrepute. It was 

satisfied that confidence in the nursing profession would be undermined if the panel did 

not find charges relating to dishonesty to be serious.  

 

Regarding insight, the panel considered that you have shown remorse regarding your 

misconduct. The panel was satisfied that you showed clear insight into your misconduct 

and that you were able to explain what you did wrong and how you would act differently 

in the future. The panel was also of the view that you demonstrated that you understood 

why you should not have accepted the poor practice at the Home and adopted it. 

However, the panel was of the view that you were not yet able to express how your 

actions affected the patients, your colleagues and the reputation of the profession.  
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The panel acknowledged that dishonesty is difficult to remediate. However, it was 

satisfied that the misconduct in your case is capable of remediation. Therefore, the 

panel carefully considered the evidence before it in determining whether or not you 

have remedied your practice. The panel took into account the training courses you 

completed. However, the panel was of the view that you had not yet been able to 

demonstrate that you knew exactly where to turn to should you find yourself in a similar 

situation. The panel determined that you had not yet demonstrated that you were able 

to apply your knowledge about record keeping and escalating concerns.  

 

The panel is of the view that there is a risk of repetition based on the insufficient 

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

the grounds of public protection.  

 

The panel bore in mind that the overarching objectives of the NMC; to protect, promote 

and maintain the health, safety, and well-being of the public and patients, and to uphold 

and protect the wider public interest. This includes promoting and maintaining public 

confidence in the nursing and midwifery professions and upholding the proper 

professional standards for members of those professions.  

 

The panel concluded that public confidence in the profession would be undermined if a 

finding of impairment were not made in this case regarding dishonesty about medical 

documentation and therefore also finds your fitness to practise impaired on the grounds 

of public interest. 

 

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

currently impaired. 
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Sanction 

 

The panel has considered this case very carefully and has decided to make a conditions 

of practice order for a period of two years. The effect of this order is that your name on 

the NMC register will show that you are subject to a conditions of practice order and 

anyone who enquires about your registration will be informed of this order. 

 

In reaching this decision, the panel has had regard to all the evidence that has been 

adduced in this case and had careful regard to the Sanctions Guidance (SG) published 

by the NMC. The panel accepted the advice of the legal assessor.  

 

Submissions on sanction 

 

Mr Edenborough outlined the aggravating and the mitigating factors of the case to the 

panel. He submitted that you were soliciting signatures from junior colleagues, misusing 

your power as a senior. He further submitted that you did so on multiple occasions 

which was systematic deception.  

 

Mr Edenborough acknowledged that the panel had found you had insight. However, this 

insight needed to extend to the impact your actions had on the residents at the Home, 

your colleagues and the profession as a whole, and that your misconduct posed a real 

risk to the integrity of your colleagues. He submitted that the panel had found that there 

was a risk of repetition of your misconduct should you find yourself in a similar position.  

 

Mr Edenborough acknowledged that the panel had found that the dishonesty was at the 

lower end of the spectrum. He submitted, however, the dishonesty was difficult to 

remediate. He reminded the panel that it took place in a clinical setting.  

 

Mr Edenborough submitted that due to the dishonesty the appropriate order in this case 

would be a suspension order. He asked the panel to impose such an order for a period 

of 6 to 9 months to mark the seriousness of the case.  
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You told the panel that you regret following the unsafe practice of other colleagues at 

the Home and that you should have had the courage to escalate your concerns. You 

stated that you were new to the care home environment and that you should have not 

accepted the established practice. You explained that you have learned from the 

process that your own professional standards should not be compromised in any 

situation and that following the NMC code takes priority to ensure that patients get the 

care that they need.  

 

You informed the panel about the financial hardship the situation has caused you and 

the impact it had on your private life. You told the panel that you had applied for a 

number of nursing positions, however, due to the restrictions on your registration you 

have not been able to secure a position. You stated that you are currently working in a 

non-nursing related position in a call centre.  

 

You told the panel that you look forward to going back to nursing and that you are 

happy to comply with any conditions the panel would see fit to impose on your practice. 

You acknowledged that this would help you to continue to develop your skills on a daily 

basis. You stated that you will abide by the code and never lower your standards again. 

 

The panel took account of the advice of the legal assessor.  

 

Decision and reasons on sanction 

 

Having found your fitness to practise currently impaired, the panel went on to consider 

what sanction, if any, it should impose in this case. The panel has borne in mind that 

any sanction imposed must be appropriate and proportionate and, although not 

intended to be punitive in its effect, may have such consequences. The panel had 

careful regard to the SG. The decision on sanction is a matter for the panel 

independently exercising its own judgement. 
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The panel took into account the following aggravating features: 

 

 Pattern of misconduct over a period of four shifts; and 

 Misconduct that put Resident A at risk of harm.  

 

The panel also took into account the following mitigating features:  

 

 You showed insight and understanding of the problem; 

 Clear expression of remorse; 

 Previous good character and no previous regulatory findings against you; and 

 Lack of support in the workplace to adhere to appropriate practice regarding CD 

management and administration.  

 

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 panel 

decided that it would be neither proportionate nor in the public interest to impose a 

caution order.  

 

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

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

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

the SG, in particular:  

 

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

 Identifiable areas of the nurse or midwife’s practice in need of 

assessment and/or retraining; 

 No evidence of general incompetence; 

 Potential and willingness to respond positively to retraining; 
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 Patients will not be put in danger either directly or indirectly as a result of 

the conditions; 

 The conditions will protect patients during the period they are in force; 

and 

 Conditions can be created that can be monitored and assessed. 

 

The panel determined that it would be possible to formulate appropriate and practical 

conditions which would address the failings highlighted in this case. The panel 

appreciated that charges involving dishonesty are often difficult to remediate, however, 

in this case the panel determined that the issues could be remediated. The panel 

accepted that you would be willing to comply with conditions of practice.  

 

The panel carefully considered the submissions of Mr Edenborough in relation to the 

sanction that the NMC was seeking in this case. However, the panel reminded itself of 

the NMC guidance with regard to context:  

‘When things go wrong, it can be easy to assign blame rather than take the time 

to understand why something happened and what can be done to prevent it from 

happening again. 

This means we need to look beyond the actions of an individual and understand 

the role of other people, the culture and environment they were working in when 

something went wrong. Only then can we identify what needs to happen to keep 

people safe in the future - even if we're not the ones who can take that action.’ 

 

The panel was of the view that your misconduct, while serious, related to a discrete 

area of your practice within the context of accepted poor practice in the Home; it was at 

the lower end of the spectrum of dishonesty and your actions were not in relation to 

personal gain. 

 

The panel considered very carefully whether the public interest in this case would be 

addressed by a conditions of practice order or if it required temporary removal from the 

register as it relates to dishonesty. However, the panel had regard to the fact that, other 

than these incidents, you have had an unblemished career of six years as a nurse and it 

heard evidence that you were an otherwise good nurse. The panel was of the view that 
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it was in the public interest that, with appropriate and robust safeguards in place, an 

otherwise competent nurse should be able to return to practise as a nurse.  

 

The panel considered a suspension order and was of the view that to impose a 

suspension order would be disproportionate and would not be a reasonable response in 

the circumstances of your case. 

 

Balancing all of these factors, the panel determined that that the appropriate and 

proportionate sanction is that of a conditions of practice order. 

 

Having regard to the matters it has identified, the panel has concluded that a conditions 

of practice order will mark the importance of maintaining public confidence in the 

profession, and will send to the public and the profession a clear message about the 

standards of practice required of a registered nurse. 

 

The panel determined that the following conditions are appropriate and proportionate in 

this case: 

  

‘For the purposes of these conditions, ‘employment’ and ‘work’ mean any paid or 

unpaid post in a nursing, midwifery or nursing associate role. Also, ‘course of 

study’ and ‘course’ mean any course of educational study connected to nursing, 

midwifery or nursing associates. 

 

1. You must not be the sole registered nurse on duty at any time. 

 

2. You must ensure that you are supervised by another registered 

nurse. Your supervision must consist of: 

 Working at all times while being directly observed by a registered nurse 

when managing and administering Controlled Drugs until deemed 

competent by your supervisor. 
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3. You must work with your manager, supervisor, mentor or deputy to create a 

personal development plan (PDP). Your PDP must address the concerns about  

 Management and administration of Controlled Drugs 

 Record Keeping 

 Escalation of concerns and assertiveness 

 The importance of honesty and integrity in the profession 

 

You must: 

a) Send your case officer a copy of your PDP within 4 weeks of creation.  

b) Meet with your manager, supervisor, mentor or deputy at least monthly to 

discuss your progress towards achieving the aims set out in your PDP. 

c) Send your case officer a report from your manager, supervisor, mentor or 

deputy before the substantive order review. This report must show your 

progress towards achieving the aims set out in your PDP. 

 

4. You must keep us informed about anywhere you are working by:  

a) Telling your case officer within seven days of 

accepting or leaving any employment. 

b) Giving your case officer your employer’s contact 

details. 

 

5. You must keep us informed about anywhere you are studying by:  

a) Telling your case officer within seven days of 

accepting any course of study.  

b) Giving your case officer the name and contact 

details of the organisation offering that course of 

study. 

 

6. You must immediately give a copy of these conditions to:  

a) Any organisation or person you work for.  

b) Any agency you apply to or are registered with for 

work.  
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c) Any employers you apply to for work (at the time 

of application). 

d) Any establishment you apply to (at the time of 

application), or with which you are already 

enrolled, for a course of study.  

e) Any current or prospective patients or clients you 

intend to see or care for on a private basis when 

you are working in a self-employed capacity 

 

7. You must tell your case officer, within seven days of your 

becoming aware of: 

a) Any clinical incident you are involved in.  

b) Any investigation started against you. 

c) Any disciplinary proceedings taken against you. 

 

8. You must allow your case officer to share, as necessary, details 

about your performance, your compliance with and / or progress 

under these conditions with: 

a) Any current or future employer. 

b) Any educational establishment. 

c) Any other person(s) involved in your retraining 

and/or supervision required by these conditions 

 

The period of this order is for two years. The panel was of the view that this was 

sufficient time for you to gain employment as a registered nurse and comply with the 

conditions. The panel was further of the view that a period of two years marks the 

seriousness of the misconduct.  

 

Before the order expires, a panel will hold a review hearing to see how well you have 

complied with the order. At the review hearing the panel may revoke the order or any 

condition of it, it may confirm the order or vary any condition of it, or it may replace the 

order for another order. 
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Any future panel reviewing this case would be assisted by: 

 

 Your attendance at the review hearing, in person or virtually;  

 A reflective piece in a recognised format such as Gibbs’ Reflective Cycle 

reflecting on  

o the impact your misconduct had on Resident A, your colleagues, 

and the reputation of the nursing profession;  

o the importance of correct management of Controlled Drugs and 

record keeping; 

o The importance of assertiveness and escalation of concerns; and 

o The importance of honesty and integrity of the profession.  

 References from any work undertaken, whether paid or voluntary; and 

 Any evidence of professional development and training. 

This will be confirmed to you in writing. 

 
Interim order 

 

As the conditions of practice order cannot take effect until the end of the 28-day appeal 

period, the panel has considered whether an interim order is required in the specific 

circumstances of this case. It may only make an interim order if it is satisfied that it is 

necessary for the protection of the public, is otherwise in the public interest or in your 

own interest until the conditions of practice sanction takes effect. The panel heard and 

accepted the advice of the legal assessor.  

 

Submissions on interim order 

 

The panel took account of the submissions made by Mr Edenborough. He submitted 

that an interim order is necessary to protect the public for the reasons identified by the 

panel earlier in their determination until the substantive conditions of practice order 

comes into effect. He therefore invited the panel to impose an interim conditions of 

practice order for a period of 18 months to cover the 28 day appeal period and any 

period of appeal. 
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Decision and reasons on interim order 

 

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

and is otherwise in the public interest, so as to maintain public confidence in the 

profession and its regulatory process. In reaching a decision to impose an interim order 

the panel had regard to facts found proved, to the risk which it had identified of potential 

harm to patients and the reasons set out in its decision for the substantive order. The 

panel took account of the impact, financial and professional, an interim order will have 

on you.  

 

The panel concluded that the only suitable interim order would be that of a conditions of 

practice order, as to do otherwise would be incompatible with its earlier findings. The 

conditions for the interim order will be the same as those detailed in the substantive 

order. The period of that order is 18 months, to allow for the time which may elapse 

before an appeal may be heard.  

 

The panel is satisfied that this order, for this period, is appropriate and proportionate in 

the circumstances of your case.  

 

If no appeal is made, then the interim conditions of practice order will be replaced by the 

substantive conditions of practice order 28 days after the decision of this hearing in 

writing is sent to you. 

 

That concludes this determination. 

 

 


