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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Hearing 

Tuesday 19 April – Friday 22 April 2022 
Tuesday 26 April – Wednesday 27 April 2022 

Monday 30 May 2022 (in camera day) 
Monday 1 August – Wednesday 3 August 2022 

 

Virtual Hearing 
 
 
Name of registrant:   Julie Ann Walker  
 
NMC PIN:  08I1893S 
 
Part(s) of the register: Registered Nurse – Sub Part 1 
 Adult Nursing (23 November 2011) 
 
Area of relevant location: Glasgow 
 
Type of case: Misconduct 
 
Panel members: Melissa D’Mello (Chair, Lay member) 

Marian Robertson (Registrant member) 
Matthew Wratten (Lay member) 

 
Legal Assessor: John Bromley-Davenport QC (19-22, 26-27 April 

2022, 1-3 August 2022) 
Nigel Ingram (30 May 2022) 

 
Hearings Coordinator: Jennifer Morrison (19-21 April 2022, 1-3 August 

2022) 
 Anya Sharma (22, 26-27 April, 30 May 2022) 
 
Nursing and Midwifery Council: Represented by Sapandeep Maini-Thompson, 

Case Presenter 
 
Ms Walker: Present and represented by Thomas Buxton, 

instructed by the Royal College of Nursing 
 
Facts proved by admission: Charges 2(a), 2(b), 2(c) 
 
Facts proved: Charges 1(a)(i), 1(a)(ii), 1(b), 1c(i), 1c(ii), 1d(i), 

1d(ii), 1d(iii), 1(g)(ii), 1(g)(iii), 1(g)(iv), 1(g)(v) 
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Facts not proved: Charges 1(e), 1(f), 1(g)(i) 
 
Fitness to practise: Impaired  
 
Sanction: Conditions of practice order (18 months) 
 
Interim order: Interim conditions of practice order (18 

months) 
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Details of charge (as amended) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde:  

a) On 29 September 2017 regarding Patient A:  

i) Did not recognise symptoms of a cardiac arrest [PROVED] 

ii) Did not escalate the symptoms of a cardiac arrest [PROVED] 

b) On 4 October 2017 provided an inadequate shift handover [PROVED] 

c) On 4 October 2017 in relation to Patient B: 

i) Failed to undertake adequate post-operative observations [PROVED] 

ii) Failed to abide by the Duty of Candour by stating to Colleague A that 

you had not received a handover when a handover had been given 

[PROVED] 

d) On 4 October 2017 in relation to Patient C:  

i) Administered Pregabalin when it was not prescribed [PROVED] 

ii) Did not record the administration of Pregabalin [PROVED] 

iii) Did not administer Clexane [PROVED] 

e) On 5 October 2017 did not provide an adequate shift handover [NOT 

PROVED] 

f) On or around 1 October 2017 were unable to correctly flush PICC line 

[NOT PROVED] 

g) On or around 14 October 2017  
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i) attempted to use the incorrect syringe for flushing an NJ feed [NOT 

PROVED] 

ii) were unable to correctly flush NJ tube [PROVED] 

iii) were unaware of the correct procedure for dealing with a leaking PVC 

[PROVED] 

iv) were unable to remove wound clips correctly without assistance 

[PROVED] 

v) opened a dressing pack on the Patient’s bedside table [PROVED] 

2) Whilst working as a nurse at Craig-en-Goyne Care Home: 

a) Did not consult Patient D’s notes prior to attempting a catheterisation 

[PROVED BY ADMISSION] 

b) On or around 19 July 2019 were unable to catheterise Patient D [PROVED 

BY ADMISSION] 

c) Failed to record your attempts to catheterise Patient D in a timely fashion 

and/or failed to note that you had recorded your attempt in retrospect 

[PROVED BY ADMISSION] 

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

misconduct.’ 

 

Decision to amend the charge 

The panel determined to amend the wording of charges 1(d)(i) and 1(d)(ii).  

 

The amendment was to correct the misspelling of the drug Pregabalin, as follows: 

 

‘That you, a registered nurse: 
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d) On 5 October 2017 in relation to Patient C:  

i) Administered pregbalin Pregabalin when it was not prescribed 

ii) Did not record the administration of pregbalin Pregabalin’ 

Neither Mr Maini-Thompson, on behalf of the Nursing and Midwifery Council (NMC), nor 

Mr Buxton, on your behalf, objected to the amendment. 

 

The panel accepted the advice of the legal assessor and had regard to Rule 28 of the 

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

 

The panel determined that such an amendment was necessary in order to correct a 

typographical error and ensure clarity and accuracy. 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. 

  

Decision and reasons on facts 

At the outset of the hearing, the panel heard from Mr Buxton, who informed the panel that 

you made full admissions to charges 2(a) and 2(b).  

 

The panel therefore found charges 2(a) and 2(b) proved in their entirety, by way of your 

admissions.  

 

During an application by Mr Maini-Thompson to amend charge 2(c), the panel heard from 

Mr Buxton, who informed the panel that you made full admissions to charge 2(c).  

 

The panel therefore found charge 2(c) proved by way of your admission.  

 



 6 

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

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

Thompson and Mr Buxton.  

 

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: Professional Lead, Nursing and 

Midwifery Bank, NHS Greater 

Glasgow and Clyde 

 

• Ms 2: Nurse Manager, Nursing and 

Midwifery Bank, NHS Greater 

Glasgow and Clyde 

 

• Ms 3: Senior Charge Nurse, NHS Greater 

Glasgow and Clyde 

 

• Ms 4 Band 5 Staff Nurse, NHS Greater 

Glasgow and Clyde 

 

• Ms 5 Band 5 Staff Nurse, NHS Greater 

Glasgow and Clyde 

 

• Ms 6 Band 5 Staff Nurse, NHS Greater 

Glasgow and Clyde 

 



 7 

• Ms 7 Band 5 Staff Nurse, NHS Greater 

Glasgow and Clyde 

 

The following witnesses were not called, and their statements were read:  

 

• Ms 8 Care Home Manager, Craig-en-

Goyne Care Home 

 

• Ms 9 Staff Nurse, Craig-en-Goyne Care 

Home 

 

The panel also heard evidence from you under oath. 

 

Background 

The charges arose whilst you were employed as a bank nurse by NHS Greater Glasgow 

and Clyde, and concern incidents that took place during your shifts at the Glasgow Royal 

Infirmary Wards 61 and 63 between 29 September 2017 and 4 October 2017. The 

regulatory concerns arose from your alleged failures to provide adequate handover(s), to 

seek advice and/or assistance from colleagues as appropriate, to administer and manage 

medication appropriately, to recognise and/or escalate deteriorating patients(s), and to 

undertake the correct procedures for wound care, flushing an NJ feed and Peripheral 

Venous Cannulation (PVC). 

 

It is also alleged that whilst working as a nurse at Craig-en-Goyne care home, on or 

around 19 July 2019, you failed to consult a patient’s notes before attempting a 

catheterisation, were unable to catheterise the patient, and failed to record your attempts 

to catheterise the patient in a timely fashion and/or failed to note that you had recorded 

your attempt in retrospect.  

 

Decision and reasons on application to amend the charge 
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The panel heard an application made by Mr Maini-Thompson on behalf of the NMC, to 

amend the wording of charge 2(c).   

 

The proposed amendment was to change the wording of this charge, as it does not 

currently adequately capture the facts and circumstances of the alleged regulatory breach.   

It was submitted by Mr Maini-Thompson that the proposed amendment would better 

capture the facts and provide clarity and more accurately reflect the evidence. 

 

‘That you, a registered nurse: 

2) Whilst working as a nurse at Craig-en-Goyne Care Home: 

a) Did not consult Patient D’s notes prior to attempting a catheterisation 

b) On or around 19 July 2019 were unable to catheterise Patient D 

c) Failed to record your attempts to catheterise Patient D in a timely fashion 

and/or failed to note that you had recorded your attempt in retrospect’  

 

The panel heard submissions from Mr Buxton. He submitted that this amendment was a 

suggestion made by himself on behalf of you. Mr Buxton submitted that you have never 

denied that you went back to the Home after being called by Ms 8. He submitted that you 

accepted when asked about it that you had forgotten to put ‘in retrospect’ against that 

entry. It was following the discussion with Ms 8 as per her statement that you went to do 

that. Ms 8 was fully aware that this was what was going to happen, although not aware 

that you had not inserted the important words ‘in retrospect’.  

 

Mr Buxton submitted that it is therefore correct that as currently drafted, the allegation 

does not actually reflect what happened because you did in fact record the attempt, but it 

had not been recorded in a timely manner, and you failed when dating it 20 July 2019 to 

indicate that the recording was made in retrospect. Mr Buxton submitted that the amended 
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charge correctly reflects the accepted position by you. He submitted that it is in the interest 

of all parties that this application be allowed.  

 

The panel accepted the advice of the legal assessor and had regard to Rule 28. 

 

The panel was of the view that such an amendment, as applied for, was in the interest 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, as applied for, to ensure clarity and 

accuracy. 

 

Decision and reasons on application to admit the local statements of Ms 8 and Ms 9 

The panel heard an application made by Mr Maini-Thompson under Rule 31 to allow the 

signed and dated local statements of Ms 8 and Ms 9 into evidence. Mr Maini-Thompson 

submitted that the NMC does not intend to call either witness to give live evidence, and it 

would therefore be appropriate for their witness statements to be read into the record, 

especially considering that the charges they relate to, namely charges 2(a), (b) and (c), 

have been admitted by you.  

 

Mr Buxton submitted that this evidence is agreed and admitted.  

 

The panel heard and accepted the legal assessor’s advice on the issues it should take into 

consideration in respect of this application. This included that Rule 31 provides that, so far 

as it is ‘fair and relevant’, a panel may accept evidence in a range of forms and 

circumstances, whether or not it is admissible in civil proceedings.  

 

The panel gave the application in regard to Ms 8 and Ms 9 serious consideration. The 

panel noted that Ms 8’s and Ms 9’s local statements had been prepared in anticipation of 

being used in the local disciplinary meetings.  
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The panel considered whether you would be disadvantaged by the change in the NMC’s 

position of moving from reliance upon the live testimonies of Ms 8 and Ms 9 to that of a 

local statement.  

 

In these circumstances, the panel came to the view that it would be relevant and fair to 

accept into evidence the local statements of Ms 8 and Ms 9, but would give what it 

deemed appropriate weight once the panel had heard and evaluated all the evidence 

before it. 

 

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

legal assessor. It considered the witness and documentary evidence provided by the NMC 

and you. 

 

Decision and reasons on application to amend the charge 

During the course of hearing evidence, the panel heard an application made by Mr Maini-

Thompson, on behalf of the NMC, to amend the wording of charges 1(c), 1(d) and 1(g)(v).  

 

The proposed amendments to charges 1(c) and 1(d) were in relation to dating errors in the 

initial drafted charges which had become apparent during the course of hearing evidence. 

These are easily rectifiable. With respect to the amendment in charge 1(g)(v), it became 

apparent during the evidence of Ms 6 that the item of medical furniture to which she was 

referring to was a bedside table. To avoid any confusion over terminology, it was best to 

describe it as such.  

 

It was submitted by Mr Maini-Thompson that the proposed amendment would provide 

clarity and more accurately reflect the evidence. He submitted that this proposed 

amendment would cause no unfairness to you. It does not change any interpretation of the 

facts, nor does it engage any new material, and this is agreed by Mr Buxton.  

 

‘That you, a registered nurse:  
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1) Whilst working for NHS Great Glasgow and Clyde:  

c) On 5 4 October 2017 in relation to Patient B:  

i) Failed to undertake adequate post operative observations  

ii) Failed to abide by the Duty of Candour by stating to Colleague A that you had 

not received a handover when a handover had been given  

a) On 5 4 October 2017 in relation to Patient C: 

i) Administered Pregabalin when it was not prescribed  

ii) Did not record the administration of Pregabalin  

iii) Did not administer Clexane  

g) On or around 14 October 2017 

i) attempted to use the incorrect syringe for flushing an NJ feed  

ii) were unable to correctly flush NJ tube  

iii) were unaware of the correct procedure for dealing with a leaking PVC  

iv) were unable to remove wound clips correctly without assistance  

v) opened a dressing pack on the Patient’s trolley bedside table’ 

 

The panel heard submissions from Mr Buxton. Mr Buxton submitted that he was content 

that the proposed amendments do not cause any prejudice or impact the interest of 

fairness in this case, and therefore had no objections.  

 

The panel accepted the advice of the legal assessor and had regard to Rule 28. 
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The panel was of the view that such an amendment, 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, as applied for, to ensure clarity and 

accuracy. 

 

Decision 

 

In considering the charges, the panel had regard to all of the oral and documentary 

evidence of the NMC witnesses and also took full account of your oral and documentary 

evidence. It also had regard to the submissions of Mr Buxton and Mr Maini-Thompson. 

 

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

 

Observations by the panel 

It was suggested to the panel on your behalf that there was animosity towards you, 

principally demonstrated by Ms 3, and that perhaps in your view, you were being “set up to 

fail”. It noted that some of the nurses had worked with you for the first time on the date of 

the alleged charges. Aside from your own account of events, the panel found no evidence 

before it to support this assertion.  

 

The panel considered your assertion that you had no knowledge of the disciplinary 

outcome and that, following completion of the disciplinary hearing, you had not received 

any of the four letters sent to you by first class registered mail. However, you confirmed 

that you had received the fifth letter informing you that you had been removed from the 

staff bank. The panel noted that you were sent commissioning letters dated 19 October 

2017 and 15 November 2017 which laid out some of the issues for you. You then attended 

an interview, cancelled various scheduled dates for further interviews and then attended a 

second interview. The panel could not accept your account that, having received these 

commissioning letters and having attended interviews, you then had no knowledge of or 
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curiosity regarding the disciplinary outcome, or further, that your removal from the bank 

register came as a total surprise to you.  

   

Charge 1(a)(i) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde:  

a) On 29 September 2017 regarding Patient A: 

i) Did not recognise symptoms of a cardiac arrest ‘ 

 

This charge is found proved. 

 

In her witness statement, Ms 4 said:  

 

‘From what I can remember, I was standing beside the nurses’ station with [Ms 

3] and Julie came out of the blue room. She came over to us and said 

something like ‘can you come and see this man, he doesn’t look very well’… 

 

The patient’s wife…was in-between the patient and the emergency buzzer… I 

moved past her urgently, shouted and pulled the buzzer…’ 

 

In her witness statement, Ms 3 said:  

 

‘…Julie came over to us and asked for us to come and look at a patient who 

was unwell. Julie said something along the lines of ‘the patient was a funny 

colour’. She was calm and did not give the impression that this was an 

emergency.’  

 

This contrasts with your account:  
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‘… I saw that the patient was grey, unresponsive…there was a senior charge 

nurse and another nurse, possibly somebody else, but I remember those two 

standing right outside the room door, just across, just about 10/15 feet away or 

so – and I shouted for help…I checked to see whether he was breathing, and 

he was; he certainly was.’ 

 

The panel found that both the witness statements and testimonies of Ms 4 and Ms 3 were 

consistent across their accounts; their evidence was both credible and reliable in that 

there was no urgency from you in approaching them to make them aware that there was 

something wrong with Patient A.  

 

However, by your own admission you said that you were experienced in terms of cardiac 

arrest protocol and procedure. You said that you had been unable to reach the emergency 

buzzer due to chairs and equipment being in the way. However, the panel accepted Ms 

4’s evidence that she was able to pull the emergency buzzer. The panel also accepted Ms 

4’s evidence that a nurse should not walk away from a patient in this type of emergency 

situation.  

 

The panel rejected your account that you recognised the symptoms of a cardiac arrest and 

that you remained in the room and shouted for help. In the panel’s view, your account of 

these events was not credible. The panel accepted the evidence of Ms 4 and Ms 3 that 

you did not shout for help. It also found that, had you shouted for help, given the proximity 

of the nurses’ station room to Patient A, Ms 4 and Ms 3 would have heard you.  

 

Further, given the lack of urgency with which you approached Ms 4 and Ms 3, the panel 

was satisfied that you did not recognise the symptoms of a cardiac arrest in this patient 

when you entered the room.  

 

The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(a)(ii) 
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‘That you, a registered nurse:  

1) Whilst working for NHS Great Glasgow and Clyde:  

a) On 29 September 2017 regarding Patient A:  

ii) Did not escalate the symptoms of a cardiac arrest’ 

 

This charge is found proved. 

 

Given the panel’s finding at charge 1(a)(i) above that you did not recognise the symptoms 

of cardiac arrest, it follows logically that, on the balance of probabilities you did not 

escalate these symptoms. For the reasons above at charge 1(a)(i), the panel accepted the 

evidence of Ms 4 and Ms 3 and rejected your evidence. It did not consider that you 

walking out of the room in a non-urgent manner, saying that the patient ‘was unwell’ or a 

‘funny colour’ was tantamount to any type of escalation for a cardiac arrest. Rather, it was 

no more than indicative of Patient A being unwell.  

 

In her oral evidence, Ms 4 told the panel that, in a situation such as this, “every second 

counts”. The panel found that there was no sense of urgency in your actions.  

 

The panel therefore found this charge proved on the balance of probabilities.  

 

Charge 1(b) 

‘That you, a registered nurse:  

1) Whilst working for NHS Great Glasgow and Clyde: 

b) On 4 October 2017 provided an inadequate shift handover’ 
 

This charge is found proved. 
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In reaching this decision, the panel determined that this charge relates to the handover 

from you to Ms 6 on the evening of 4 October 2017, when you were finishing your shift 

and Ms 6 was taking over the patients from you. The panel considered that this event took 

place after the events which took place in charges 1(c) and 1(d), which the panel has 

found proved.  

 

The panel noted that Ms 6 explained in her local level investigatory notes that this 

handover was disorganised, that the detail was not there, you did not know the patient and 

had to keep looking at charts. Ms 6 felt that you were confused about the patient and that 

it was a lengthy handover in comparison to what most people would give in their 

handover. The panel accepted that Ms 6 did not know you well as explained in her witness 

statement:  

 

‘I never really worked alongside Julie, I only received handovers from her on 

two occasions, she was working the day shift and I would’ve been coming on to 

work the night shift. I think this happened on 2 days in October 2017.’  

 

In the local investigatory notes, when asked about what happened on the evening of 3 

October 2017, Ms 6 stated:  

 

‘I started my shift at 7.30pm and the first thing we do is get a handover from the 

nurse of all 6 patients in the ward. On this shift all the patients were new so I 

didn’t know anything about them so Julie had to give me a more in depth 

handover of all the patients. She started the handover but kept jumping from 

patient to patient and I wasn’t following what she was telling me so I told her to 

stop and to start again from bed 1. Julie went through each patient again but 

she didn’t seem to know anything about the patient, she kept referring to the 

patients charts. There was a post op patient and I asked what they had done I 

theatre and she said she really wasn’t sure so had to check his chart again, 

everything I asked her she had to check. I asked her how the patient had been 

treated, was it a general anaesthetic but she couldn’t tell me.’ 
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The panel noted the findings from the local investigation:  

 

‘[Ms 6] stated that by the end of the handover she still didn’t know what was to 

be done and got a bit stressed over trying to understand about her patients. 

Eventually [Ms 6] said she gave up and reviewed the patient notes herself. [Ms 

6] found the ward typed report hadn’t been updated either by SN Walker when 

she checked so she still could not find out fully what treatment the patient had 

received.’  

 

The panel noted that this was also explained in the investigatory notes of Ms 3: 

 

‘I spoke to SN Walker the morning after [Ms 6] had raised her concerns and 

issues to me. [Ms 6] had told me that SN Walker’s handover was disorganised 

and didn’t seem to know what was going on with her patients. I spoke to SN 

Walker about this and she said that she was busy and I asked her why she 

didn’t ask for help as I was in my office next to ward she was covering. She 

didn’t really seem too concerned about what I was saying; she was quite chirpy 

when I was raising these concerns which I thought was odd. On the 4th October 

I continually asked her if she was ok, if she had any issues and she said no 

everything was much better today.’ 

 

The panel also noted that an email sent by Ms 3 to Ms 2 on 5 October 2017, a day after 

the incident took place, sets out that you were ‘unable to provide an accurate handover 

with what procedures the patients had undergone that day in theatre…’ 

 

In oral evidence, you stated that you could remember handing over to Ms 6 on 4 October 

2017. You stated: 
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‘Because I’m not used to the orthopaedic terminology, I go through my 

handovers that the medics have given and any further follow-ups that the nurse 

is to give...’ 

 

‘…because I hadn’t had a handover from one of the patients from the other 

nurse, I took my time to go through what had actually happened to the patient, 

what was expected of the nurse on night shift to do, and if there were any 

concerns or complications regarding the patient.’ 

 

The panel determined that there is a requirement to provide an accurate handover for 

patients to nursing staff on the following shift and it is important for the right information to 

be relayed for the ongoing safe care of patients. The panel accepted Ms 6’s consistent 

and cogent account that she did not feel that she had received an accurate handover and 

did not have the information she needed to carry out the safe care for patients without 

checking the patient charts for herself. 

 

While Ms 6 is a direct witness, this was not explored by Ms 6’s NMC written statement. 

The panel has, however, placed weight on her local level investigation notes, plus the 

contemporaneous email from Ms 3, who explained that Ms 6 had raised these handover 

concerns about you. The panel noted that this was the same shift where the panel found 

in charge 1(d) that you had not communicated to Ms 6 about the details of the Clexane 

and the Pregabalin, even though you had explained in your oral evidence to the panel that 

you did. 

 

On the balance of probabilities, the panel finds this charge proved.  

 

Charge 1(c)(i) 

That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 
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c) On 4 October 2017 in relation to Patient B: 

i) Failed to undertake adequate post-operative observations’ 

This charge is found proved. 

 

The panel heard in evidence that there was a clear duty to record post-operative 

observations for patients, which would be every 15 minutes immediately post-op for the 

first hour and then half hourly for the next two hours and then hourly for the next four 

hours. The NEWS chart is a clear indicator as it collates the information on a number of 

vital signs that will indicate whether a patient needs to be escalated and/or has 

deteriorated.  

 

There was a clear requirement for post-operative observations on Patient B. The panel 

heard from Ms 3 that there was a very clear protocol, and heard from Ms 6 that this 

protocol was on the front of the charts.  

 

In her witness statement, Ms 7 said:  

 

‘I had two elderly male patients, who had hip fractures, in the side rooms on the 

ward and I moved them into a 6 bedded male room… I… had done his first set 

of observations, written up his care post-operatively along with his medical 

notes. One of the Healthcare Support Workers… did the next set of 

observations…the patient was then left in Julie’s care… 

 

I gave a detailed handover to Julie and told her when the next set of 

observations were due, I advised her on the protocol… I did feel like I had to go 

over this with Julie a few times and that is what I did… 

 

I handed over another patient to Julie who was still in theatre at the time… the 

observations are recorded in the news chart which is kept with the patient 
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notes… I moved all the notes with the patients, so this was already in the 

patient section for Julie… 

 

I cannot remember how long my handover to Julie took but I can say my 

handover was significant. I knew Julie was not surgically trained and so I 

thought going through the post-operative protocol was needed, which would 

take slightly longer.’ 

 

In her witness statement, Ms 3 said:  

 

‘…I overheard the handover that took place between [Ms 7] and SN Walker 

because the handover was taking place outside my office. I recall then 

handover was very specific about post-operative care, the frequency of 

observations that were required, fluid balance and monitoring the patient’s 

limb… 

 

It was the detail of the handover that caught my attention, I could hear exactly 

what was being said… 

 

All observations are recorded on a news chart and when [Ms 6] came on shift, 

she found that no observations had been recorded on the news chart since the 

handover to SN Walker.’  

 

In her witness statement, Ms 6 said:  

 

‘…In this case, Julie had not done any observations from 2pm until 7pm. The 

first thing I did when I came onto the ward was my observations, I noticed that 

they had not been done at this point. I raised this with [Ms 7] and then followed 

up to [Ms 3].  
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You were adamant when examined in oral evidence that you were not given any 

handovers for any patients by Ms 7 on this shift.  In the panel’s view, you have 

embellished your evidence over a period of time from suggesting that it could have been ‘a 

genuine error’ to that you ‘may have written it somewhere else on a piece of paper’ to your 

assertion that you had recorded the observations on a fresh NEWS chart.   

 

Ms 6 was clear that patient charts are normally kept in the designated position outside the 

patient bay in the ward. Ms 6 had searched everywhere but was unable to locate any 

observations relating to Patient B recorded between 14:00 and 19:00.  

 

The panel rejected your evidence in relation to using a fresh NEWS chart from the nurses’ 

station as it was not present in the file and no observations were filled out on any 

document that Ms 6 could find for Patient B for that time.  

 

The panel took account of the consistency between the local level contemporaneous 

accounts, the NMC witness statements, and the oral evidence of Ms 3, Ms 6 and Ms 7, 

and therefore accepted their evidence. 

 

The panel was satisfied that it was more likely than not that no observations for Patient B 

were recorded by you between 14:00 and 19:00 and therefore you failed to undertake 

adequate post-operative observations.  

 

The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(c)(ii) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

c) On 4 October 2017 in relation to Patient B: 
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ii) Failed to abide by the Duty of Candour by stating to Colleague A that you 

had not received a handover when a handover had been given’ 

This charge is found proved. 

 

Ms 7 provided a verbal handover for patients who were being moved from one area into 

another, and explained clearly in that handover that you needed to carry out all the vital 

signs and detailed points. Ms 7 also explained that you had written down the handover. 

Ms 7 explained that she felt that you were distracted during the handover.  

 

As this took place outside of her office, Ms 3 overheard the handover, who said that it was 

a particularly detailed handover for this patient.  In her email of 5 October 2017 to Ms 1 

and Ms 2, Ms 3 stated: 

 

‘… he was initially looked after by Ms 7 and then move to Julies team. I over 

heard a very clear concise descriptive hand over to Julie from Ms 7.  This 

patient did not have any observations carried out from 14.00 until the night staff 

came on shift. This is unsafe and dangerous. Julie denies that she was given a 

handover… this is not accurate.’ 

 

In oral evidence, Ms 3 said: 

 

‘So, this patient originally was in a team, being cared for by Ms 7. Within the 

ward area, the patient was then moved into the team of patients that Staff Nurse 

Walker was looking after… Ms 7 provided a handover to Staff Nurse Walker … 

And the handover took place outside of my office, and I could quite clearly hear 

the conversation and the handover that was given by Ms 7 to Staff Nurse 

Walker. And it was the – it was the content and the clarity around the 

information that was being given that specifically drew my attention at the time.’ 

 

Ms 3 went on to explain that, when she questioned you about it, you categorically denied 

receiving this handover from Ms 7: 
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‘She stated that she hadn’t had a handover from Witness 5 with regard the 

patient who had returned and had a hemiarthroplasty and who was moved into 

her team.’ 

 

Further, Ms 3 stated that, when she told you that she had overheard the handover, you 

maintained that it had not taken place: 

 

‘I advised that I had overheard that specific handover being given by Ms 7… I 

couldn’t tell you exactly what she said but she was clear in that conversation 

that that handover had not taken place.’ 

 

The panel determined that the evidence of Ms 7 and Ms 3 was consistent, reliable and 

compelling and accepted that Ms 7 had given you a handover regarding Patient B on 4 

October 2017. 

 

The panel noted that the duty of candour is part of the NMC professional code (’The Code: 

Professional standards of practice and behaviour for nurses and midwives’ [2015]) (‘the 

Code’) and it is a requirement that nurses are open and transparent with both patients and 

colleagues – to admit omissions or actions done or not done. The duty of candour is part 

of the Code:  

 

‘Preserve safety 

 

You make sure that patient and public safety is not affected. You work within 

the limits of your competence, exercising your professional ‘duty of candour’ 

and raising concerns immediately whenever you come across situations that put 

patients or public safety at risk. 

 

The professional duty of candour is about openness and honesty when things 

go wrong. “Every healthcare professional must be open and honest with 
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patients when something goes wrong with their treatment or care which causes, 

or has the potential to cause, harm or distress.”’ 

 

The panel considered that you had a duty to abide by your professional code of conduct 

and the duty of candour. 

 

The panel was satisfied that, on 4 October 2017 in relation to Patient B, it is more likely 

than not that you failed to abide by the duty of candour by stating to Colleague A that you 

had not received a handover when a handover had been given. 

 

Therefore, the panel find this charge proved on the balance of probabilities. 

 

Charge 1(d)(i) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

c) On 4 October 2017 in relation to Patient C: 

i) Administered Pregabalin when it was not prescribed’ 

This charge is found proved. 

 

The panel is of the view that the Pregabalin was administered by you when it was not 

prescribed. The panel noted that when asked about giving Pregabalin when the doctor 

was not present, you said during your oral evidence that this was wrong of you and the 

doctor should have filled out the patient’s drug Kardex in front of you so that the 

prescribed dose would had been documented correctly. By virtue of this, you had 

administered Pregabalin when it was not prescribed.  
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The panel also had sight of the investigation notes dated 14 December 2017. You had 

explained during questioning that you had spoken to the doctor, who had agreed to 

increase the dose to 300mg.  

 

In Ms 3’s oral evidence, she stated: 

 

‘So, in order for a nurse to administer a medication, it must be prescribed on a 

drug Kardex. And the nurse would then administer the drug from the 

prescription that was written and they would sign that they had given the drug.’ 

 

The panel also noted Ms 6’s witness statement:  

 

‘This incident related to the same patient with the crush injury. I believe that 

sometime after the morning drug round the doctors had changed the patient’s 

prescription. Initially he was prescribed 150mg of Pregabalin and this was 

increased to 300mg. Pregabalin is given for nerve pain and the dosage was 

probably increased to help with the pain in the patient’s leg.  

 

The dosage would’ve been increased after he has already been given 150mg 

during earlier in the drug round. I then went to give the patient the 300mg at 

night but I couldn’t find the Pregabalin in the patient’s pods. This pod had all of 

the patient’s drugs in it and the nurse looking after that patient would have the 

key to the pod. In that particular pod, I couldn’t find the Pregabalin. The patient 

then produced these from behind the table and asked me what I was looking 

for.  

 

At that point, I went to give him 2 of the Pregabalin doses and he asked if he 

should take the 2. I wondered why and then he said that Julie had given him 

one this afternoon, around 14:00hrs. I then checked the drug Kardex and 

everywhere else, where I thought it could’ve been prescribed but I couldn’t find 

anything that had been documented about it. There wasn’t anything written 
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down to say that he had been given it. The drug Kardex should show that any 

drug given had been prescribed, it is kept in the patient’s folder and has its own 

section in the divider. I would’ve been giving out drugs whilst checking it against 

what had been prescribed on the drug Kardex. That 150mg had not been 

prescribed, only doctors or nurse practitioners can prescribe drugs. There was 

no reason for the patient to not tell the truth, and it wouldn’t have benefited him 

to lie.’  

 

The panel took into account Mr Buxton’s submissions in respect of this charge: 

 

‘…the Registrant accepted that she was “wrong” not to have waited and 

persisted in getting the doctor to fill in the Kardex in the immediate aftermath of 

a changed prescription’.  

 

On the basis of the foregoing, the panel determined that it was more likely than not that 

you had administered Pregabalin when it was not prescribed. 

 

The panel finds this charge proved on the balance of probabilities.  

 

Charge 1(d)(ii) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

d) On 4 October 2017 in relation to Patient C: 

ii) Did not record the administration of Pregabalin’ 

This charge is found proved.  

 

In reaching this decision, the panel also noted its findings in charge 1(d)(i).  
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The panel had sight of the patient’s chart and noted that there is no record of you 

administering another dose of Pregabalin, aside from the morning dose which you 

administered and documented. You admitted during oral evidence to administering an 

additional 150mg dose of Pregabalin to Patient C in the afternoon.  However, this 

administration was not documented on Patient C’s drug Kardex.    

 

The panel therefore find this charge proved on the balance of probabilities.   

 

Charge 1(d)(iii) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

d) On 4 October 2017 in relation to Patient C: 

iii) Did not administer Clexane’ 

This charge is found proved.  

 

The panel noted that it is not in dispute whether you administered the Clexane as during 

oral evidence you accept not administering Clexane. The panel noted that the patient’s 

drug Kardex shows that Clexane was not administered. 

 

During your oral evidence you explained that the decision to defer the administration of 

Clexane was based on waiting to hear from a plastic surgeon. This was mentioned in the 

investigation notes where you referred to the plastic surgeon being a doctor/consultant. 

The panel considered that your account is at odds with the statements of Ms 3 and Ms 6, 

who both explain that the reasons that you gave at the time for not giving Clexane was 

because the family were present in the room. Due to the inconsistencies in your account 

over time, the panel rejected your version of events and accepted the evidence of Ms 3 

and Ms 6.  
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The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(e) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

e) On 5 October 2017 did not provide an adequate shift handover’ 

This charge is found NOT proved. 

 

In reaching this decision, the panel considered Mr Maini-Thompson’s submissions in that 

the NMC have not adduced any evidence before this panel to support this charge.  

 

The panel further noted that you were sent home around midday on 5 October 2017, and 

there is no evidence before the panel that you did a handover in any event.  

 

Accordingly, on the balance of probabilities, the panel do not find this charge proved.  

 

Charge 1(f) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

f) On or around 1 October 2017 were unable to correctly flush PICC line’ 

This charge is found NOT proved. 

 

The panel took into account Ms 5’s evidence, where she explained that she had worked 

with you on two day shifts recently and you had required prompting with basic nursing 

skills. 

 

Ms 5 stated:   
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‘[Ms Walker] asked me if it was ok to flush a picc line with a 10ml saline flush. I 

advised it was not, a nurse has to be trained to do it and another staff member 

from the ward next door was already organised to do this which was said at the 

hand over.’ 

 

Under cross-examination in oral evidence, Ms 5 was asked whether you did in fact flush 

the PICC line and she responded: 

 

‘Not to my knowledge, because I had already organised a member of staff from 

the ward next door to do it.’ 

 

The panel also considered your local level investigation notes, which were consistent with 

what you had told the panel during your oral evidence. 

 

The panel accepted that it had been arranged for a nurse from another ward to come in 

and flush the PICC line as neither Ms 5 nor you were trained to do this. The panel have no 

evidence before it of you flushing or attempting to flush the PICC line.  

 

The panel accepted Ms 5’s evidence which was consistent and cogent. It does not accept 

your evidence that this conversation did not take place. Ms 5 was cross-examined robustly 

and explained that this conversation definitely took place. However, the panel do not have 

any evidence before it that you actually tried to flush the PICC line, and therefore nothing 

to support that you were unable to correctly flush the PICC line.  

 

On the balance of probabilities, the panel find this charge not proved.  

 

Charge 1(g)(i) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 
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g) On or around 14 October 2017: 

i) attempted to use the incorrect syringe for flushing an NJ feed’ 

This charge is found NOT proved. 

 

The panel noted that there was nothing before it to say that you actually went to the 

patient to attempt to flush the NJ tube.  

 

Ms 5 in her email dated 24 October 2017 stated that you asked her ‘if it was ok to flush an 

NJ feed off using a 10ml saline with 10ml syringe’. 

 

In the local investigation, Ms 5 stated: 

 

‘This happened on the same shift not long after the PICC line issue. She asked 

if she should use this syringe, she had the 10ml syringe in her hand. I asked her 

if she had done this before and she said yes, so I found it strange for her to ask 

me the question if she already knew. It looked like she was going to use the 

10ml syringe and I told her it wasn’t that one. She just “ok”, she didn’t seem 

phased by this. There was plenty of stock there for her to use the proper syringe 

so that wasn’t an issue, the correct equipment was there.’ 

 

In cross-examination, when it was put to Ms 5 that you did not use a 10 ml syringe to flush 

the NJ feed, she responded: 

 

‘No, she asked if it was okay to do it.’  

 

Ms 5 later confirmed to the panel: 

 

‘That she had asked to use a 10 millilitre syringe and 10 millilitres of saline to 

flush. That is what I was asked. And I said it was not okay, it was the wrong 

type of syringe…And also, it's not saline, it would be sterile water.’  
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The panel accepted Ms 5’s evidence which was consistent and cogent. It does not accept 

your evidence that this conversation did not take place.  

 

Notwithstanding, the panel was of the view that there is no evidence before it to say that 

you had attempted to use the syringe. 

 

The panel therefore, on the balance of probabilities, find this charge not proved.  

 

Charge 1(g)(ii) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

g) On or around 14 October 2017: 

ii) Were unable to correctly flush NJ tube’ 

This charge is found proved. 

 

The panel took into account Ms 5’s evidence, where she explained that she had worked 

with you on two day shifts recently and you had required prompting with basic nursing 

skills. 

 

The panel noted from Ms 5’s email that you were at the bedside with the patient and had 

the syringe. Whilst you had the correct syringe, you did not correctly attach the syringe to 

the NG feeding tube and, because you put it on with such force, the adapter broke:  

 

 ‘[Ms Walker] attempted to flush a red catheter tipped NJ feeding tube end with 

an enteral syringe having removed the adapter and snapping said adapter when 

reattaching it after I had corrected her on the correct way.’   
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When Ms 5 was questioned by Mr Buxton about this incident during her oral evidence, she 

was very clear that she had to go and replace the red tip off the tube and also apologise to 

the patient.  

 

This was also corroborated in Ms 5’s local level investigation notes:  

 

‘The patient had a NJ tube which was also used at home, on the end of the tube 

there is a red tip, I followed her through and she had unscrewed the adapter tip 

off of the tube. She had the correct syringe this time but as she had taken off 

the tip the syringe wouldn’t connect correctly as she should have left the tip on 

the tube. She put the adapter back on but with force and it broke, I then 

replaced it for the patient. She was shocked that it had happened and I had to 

tell her to stop what she was doing as I had to fix it.’ 

 

The panel noted that you had denied that this had happened and that you were ‘well 

aware how to carry out such a procedure’.  

 

The panel accepted Ms 5’s evidence which was consistent, cogent and compelling. It does 

not accept your evidence that this did not take place. Ms 5 was cross-examined robustly 

and was clear that these events took place.  

 

The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(g)(iii) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

g) On or around 14 October 2017: 

iii) were unaware of the correct procedure for dealing with a leaking PVC’ 
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This charge is found proved. 

 

The panel took into account Ms 5’s evidence, where she explained that she had worked 

with you on two day shifts recently and you had required prompting with basic nursing 

skills. 

 

The panel is of the view that Ms 5 was very clear in her evidence, and also referenced it in 

her statement at considerable length that you talked about saving the PVC. Ms 5, in 

response, had explained to you that you had to call the doctor to re-cannulate and replace 

it.  

 

In her email of 24 October 2017, she stated: 

 

‘[Ms Walker] told me a patients pvc was leaking and that she would try and save 

it. I explained to her the fact it was leaking means it needs to be removed and a 

doctor advised so they can recannulate.’ 

 

In oral evidence, Ms 5 explained further: 

 

‘So, if it was leaking, it would need to come out. There's no way that you could 

save it because there's nothing that you could do to that to save it. It has to 

come out. If you try to manipulate it, you don't have the needle when you first 

put a cannula in present, because that is removed when a cannula's first put in. 

All you've got is a wee straw-like tube in the vein. And when that's no longer in 

the vein and it's leaking, it has to come out.’ 

 

The panel considered that you gave inconsistent accounts and therefore rejects your 

evidence. You denied that these conversations with Ms 5 took place and told the panel 

that the only time you spoke to Ms 5 was to say that the doctor was being called. 
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The panel is of the view that Ms 5’s version of events and the detail that is presented in 

her witness statement and oral evidence is consistent, cogent and compelling, and that it 

is more likely than not that you were unaware of the correct procedure, given that Ms 5 

had to intervene to stop you from trying to ‘save’ the cannula.  

 

The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(g)(iv) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

g) On or around 14 October 2017: 

iv) were unable to remove wound clips correctly without assistance’ 

This charge is found proved. 

 

The panel took into account Ms 5’s evidence, where she explained that she had worked 

with you on two day shifts recently and you had required prompting with basic nursing 

skills. 

 

The panel is of the view that it is very clear in Ms 5’s witness statement what was required 

in the sterile wound care:  

 

‘Julie was going to redress the wound and I advised her that the clips had to 

come out first. I explained how to take the clips out and that we do this by 

removing alternate clips. If you take the clips out and the wound looks like it was 

going to dehisce, this means to open up, you would stop and let the doctor 

know. Then you would reapply a fresh dressing. I told Julie exactly how to take 

the clips out’  
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The panel noted that Ms 5 had confirmed this in detail in her oral evidence and was also 

very clear that you were unable to remove wound clips without assistance.  

 

In Ms 5’s email of 24 October 2017, she stated: 

 

‘I advised her to take the clips out in an alternate way, and if the wound was dry 

and not leaking then to remove the rest of the clips. After 45 minutes she 

emerged and told me the rest could come out tomorrow, every 2nd clip was out 

and the wound dressed. I asked why was it leaking, she said no, had she not to 

just take every 2nd one out? I explained again and she went back in and 

removed the remaining clips.’ 

 

In Ms 5’s local investigation notes, she stated: 

 

‘This was discussed at the handover that all the clips were to be removed that 

day. It was her patient so she was going to do this. I remember telling her to 

remove alternative clips to make sure there are no issues like the wound being 

wet and then to remove the rest of the clips is she was happy. I then asked her 

how it went and she said fine, the rest of them can be removed tomorrow. I 

asked her if the wound was wet and she said no so I don’t know why she didn’t 

remove them all. I explained the process and said that if she was happy with it 

then to remove all the clips. I couldn’t believe what she had said as I made it 

clear what she was to do, I gave her clear instructions. I knew she was taking 

the clips out so I went in to check how she was getting on and she had opened 

the dressing pack out onto the patients table instead of a dressing trolley. I told 

her she had to use a dressing trolley and she said ok but she could still use the 

dressing pack as it wasn’t fully open. I went and got that pack and put it in the 

bin, I got the dressing trolley and a new dressing pack and took it back into the 

patients’ room. This patient had a large wound after getting major surgery so a 

sterile environment is extremely important. I went in later on to check the 
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patients wound and everything as I was not confident about what the nurse said 

and did – and it was ok.’ 

 

You told the panel that you knew all about clips and that you were told about this at the 

handover.  

 

You explained the following in your local level investigation notes:  

 

‘I used a sterile trolley not the patients table for the treatment, I put water and 

the dressing pack on the table, no one stopped me from doing this or told me to 

get a new one. The nurse that day told me to what to do, if the wound was 

weeping I was to remove alternative clips and if it was still wet then I was to 

record this and just remove the alternative clips. I said to the nurse that the rest 

would come out tomorrow and she asked me if the wound was wet and I said 

yes, they must have been if I didn’t remove them all.’ 

 

The panel considered that Ms 5 provided a very detailed account which was consistent, 

cogent and compelling throughout all of her evidence. In the panel’s view, your account of 

these events was not credible. Hence, the panel found that it was more likely than not that 

you were unable to remove wound clips correctly without assistance. 

  

The panel therefore find this charge proved on the balance of probabilities.  

 

Charge 1(g)(v) 

‘That you, a registered nurse: 

1) Whilst working for NHS Great Glasgow and Clyde: 

g) On or around 14 October 2017: 

v) opened a dressing pack on the Patient’s bedside table’ 
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This charge is found proved. 

 

The panel took into account Ms 5’s evidence, where she explained that she had worked 

with you on two day shifts recently and you had required prompting with basic nursing 

skills. 

 

The panel considered that Ms 5’s evidence was consistent, cogent and compelling about 

what had happened in relation to this incident and what she saw when she went in to 

check the correct procedure was being carried out, only to find the dressing pack on the 

patient’s bedside table.  

 

In her local investigation notes, Ms 5 stated: 

 

‘I knew she was taking the clips out so I went in to check how she was getting 

on…This patient had a large wound after getting major surgery so the sterile 

environment is extremely important…’ 

 

In her witness statement, Ms 5 stated: 

 

‘When I walked into the room I remember that I saw the dressing pack on the 

patient’s bed side table.  There was no dressing trolley and I do not recall 

seeing any other equipment.  I asked Julie where the dressing trolley was and 

then asked her to step out of the room with me.  I removed the dressing pack 

and binned it.  I explained the importance of sterile practise for wound dressing 

to Julie.  There was not much of a response from her.’ 

 

In your local investigation notes, you stated: 

 

‘I used a sterile trolley not the patients table for the treatment, I put water and 

the dressing pack on the table, no one stopped me from doing this or told me to 

get a new one…’ 
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You completely deny that Ms 5 walked in and ‘took you to task’ for not having the dressing 

pack on a sterile trolley.  You stated that you would have used an aseptic trolley. You also 

denied opening the dressing pack on the patient’s bedside table: 

 

‘Again, that’s basic care. Wound care, catheter care, anything that requires an 

aseptic technique, you would always take a sterile trolley and clean it before 

you use it, so that you could put your dressing on top of the trolley.’ 

 

Further, you also said in oral evidence that there was: 

 

‘not a lot of room to move, and there would be no reason why another nurse 

would come in, unless she were a student or you weren’t confident in taking out 

any wounds, any staples. And I have had a lot of experience in the past, taking 

out and doing aseptic techniques and using dressings…’.  

 

The panel considered that Ms 5 provided a very detailed account which was consistent, 

cogent and compelling throughout all of her evidence. In the panel’s view, your account of 

these events was not credible. Hence, the panel found that it was more likely than not that 

you opened a dressing pack on the Patient’s bedside table. 

 

The panel therefore find this charge proved on the balance of probabilities. 

 

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.  
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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 

 

Mr Maini-Thompson submitted that the facts found proved amount to misconduct, referring 

the panel to his written submissions on the matter. He submitted that your actions had 

breached a number of paragraphs of the Code. 

 

Mr Buxton also referred the panel to his written submissions. He further submitted that 

breaches of the Code must be serious in order to amount to misconduct, and whether the 

matters can be regarded as serious will depend on the circumstances. Mr Buxton asked 

the panel to consider the wider circumstances of each event individually when determining 

whether misconduct occurred. 

 

Submissions on impairment 

 

With reference to Cohen v General Medical Council [2008] EWHC 581 (Admin), Mr Maini-

Thompson submitted that your misconduct was remediable in principle. He submitted that 

whilst you had shown some evidence of remediation, it had not addressed the full 

spectrum of regulatory concerns, and therefore, there was a real risk of repetition. Mr 

Maini-Thompson submitted that your fitness to practice is currently impaired on both public 

protection and public interest grounds. 
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Mr Buxton submitted that your fitness to practice was not currently impaired on either 

public protection or public interest grounds. He submitted that not only are the concerns 

remediable, but you have also remediated them through relevant training and a sustained 

period of safe practice. Mr Buxton submitted that your reflective statement showed a good 

level of insight. You have shown an understanding of how to act differently in the future to 

avoid these concerns arising again, and the importance of minimising the risk of repetition. 

Mr Buxton submitted that with regard to your lack of candour, as specified in charge 

1(c)(ii), there was no evidence that the incident in question occurred, and you did not 

accept the charge. However, he submitted that non-acceptance of the facts is not in itself 

a bar to showing remediation. 

 

Mr Buxton submitted that in your reflective statement, you have shown that you 

understand the importance of handovers and the impact of providing inaccurate 

information. You have also set out the experience you have gained in working with NJ 

tubes, which Mr Buxton submitted shows a strengthening of practice in the areas of 

concern. He further submitted that you have addressed how you work differently since the 

events, and how you now escalate incidents. 

 

Mr Buxton referred the panel to the training certificates before it, as well as to the 

references from Florence Staffing Ltd (‘Florence’), through which you are working as an 

agency nurse, and from Ms 10. He submitted that Florence had confirmed that they have 

no concerns about your practice and continue to place you with clients, and stated that the 

medication administration incidents referred to in the letter have been closed by the two 

care homes. Mr Buxton informed the panel that Ms 10 was a senior nurse colleague at 

Craigieknowes care home in Perth, which cared for around 60 elderly residents with 

complex needs. 

 

In response to questions from the panel, Mr Buxton stated that ‘closed by the care home’ 

meant that the care home had spoken to you about these matters, and understood and 

accepted your explanation. The matters were considered to be closed, and no further 
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action was taken. He provided additional detail about the incidents noted in the reference 

from Florence. 

 

Mr Buxton confirmed that you and Ms 10 had discussed the allegations pertaining to this 

hearing, and Ms 10 was aware of the charges. He submitted that it was unfortunate that 

Ms 10’s reference was not signed and dated or on headed paper, but it had been directly 

provided by Ms 10 to the Royal College of Nursing (RCN) on 24 April 2022 and to the 

panel on 26 April 2022. Mr Buxton submitted that the NMC was duty-bound to consider 

testimonials and to make enquiries as it saw fit. He informed the panel that as an agency 

nurse, you did not have a strict line management arrangement, and Ms 10 was a senior 

nurse to whom, in the absence of a manager, you escalated concerns. 

 

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, R (on the application of Remedy UK Limited) v General Medical 

Council [2010] EWHC 1245 (Admin), Nandi v General Medical Council [2004] EWHC 2317 

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

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

 

Decision and reasons on misconduct 

 

The panel considered that the facts found proved amounted to failures in the following 

elements of nursing practice: 

 

• Recognising and escalating symptoms of deteriorating patients 

• Providing adequate shift handovers 

• Taking adequate post-operative observations 

• Abiding by the duty of candour 

• Administration of medication and recordkeeping 

• Consulting patient notes and carrying out basic nursing skills 
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The panel also found that your actions in the facts found proved amounted to the following 

breaches of the Code: 

 

‘1  Treat people as individuals and uphold their dignity 

 To achieve this, you must:  

1.2  make sure you deliver the fundamentals of care effectively. 

1.4 make sure that any treatment, assistance or care for which you are 

responsible is delivered without undue delay.’ 

 

‘2 Listen to people and respond to their preferences and concerns 

 To achieve this, you must: 

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

effectively.’ 

 

‘6 Always practise in line with the best available evidence 

 To achieve this, you must: 

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

practice.’ 

 

‘8 Work cooperatively 

 To achieve this, you must: 

8.3 keep colleagues informed when you are sharing the care of individuals 

with other health and care professionals and staff. 

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

8.6 share information to identify and reduce risk.’ 

 

’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: 
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10.1 complete all records at the time or as soon as possible after an event, 

recording if the notes are written some time after the event. 

10.2 identify any risks or problems that have arisen and the steps taken to 

deal with them, so that colleagues who use the records have all the 

information they need. 

10.3 complete all records accurately…’ 

 

‘Preserve safety 

You make sure that patient and public safety is not affected. You work within 

the limits of your competence, exercising your professional ‘duty of candour’ 

and raising concerns immediately whenever you come across situations that 

put patients or public safety at risk. You take necessary action to deal with 

any concerns where appropriate.’ 

 

‘13 Recognise and work within the limits of your competence 

 To achieve this, you must, as appropriate: 

13.1 accurately identify, observe and assess signs of normal or worsening 

physical and mental health in the person receiving care. 

13.2 make a timely referral to another practitioner when any action, care or 

treatment is required. 

13.3 ask for help from a suitably qualified and experienced professional to 

carry out any action or procedure that is beyond the limits of your 

competence.’ 

 

’14 Be open and candid with all service users about all aspects of 

care and treatment, including when any mistakes or harm have 

taken place 

 To achieve this, you must: 

14.1 act immediately to put right the situation if someone has suffered actual 

harm for any reason or an incident has happened which had the 

potential for harm.’ 
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’15 Always offer help if an emergency arises in your practice setting 

or anywhere else 

 To achieve this, you must: 

15.2 arrange, wherever possible, for emergency care to be accessed and 

provided promptly. 

 

’18 Advise on, prescribe, supply, dispense or administer medicines 

within the limits of your training and competence, the law, our 

guidance and other relevant policies, guidance and regulations’ 

 

’19 Be aware of, and reduce as far as possible, any potential for harm 

associated with your practice 

 To achieve this, you must: 

19.3 keep to and promote recommended practice in relation to controlling 

and preventing infection.’ 

 

’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.’ 
 

 

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

misconduct. It considered whether the breaches fell so short of the expected standards of 

a registered nurse so as to constitute misconduct: 

Charges 1(a)(i) and 1(a)(ii) 

 

The panel determined that your actions in these charges were a significant departure from 

the expected standards of a nurse. Effective response to an emergency situation is a 

fundamental nursing skill, and all nurses are trained in appropriate interventions for a 

cardiac arrest. In your evidence, you were adamant that you knew the signs of a cardiac 
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arrest and the procedures for responding appropriately, yet your response to a clearly 

deteriorating patient fell significantly short of expected standards. 

 

The panel considered the evidence of Ms 3, who stated that: 

 

‘A registered [nurse] is expected to know how to respond in an emergency 

situation. A nurse certainly should not walk away from the patient in this type of 

emergency situation I am not aware of any reasons why SN Walker would not 

have been able to respond appropriately on this occasion.’ 

 

In her oral evidence, Ms 4 also stated that “every second counts”. 

 

The panel determined that your failure to recognise and to escalate the symptoms of 

cardiac arrest placed Patient A at an unwarranted risk of serious harm, and thus 

constituted misconduct.  

 

The panel found that your actions in all of the charges found proved did fall seriously short 

of the conduct and standards expected of a nurse and amounted to misconduct. 

 

Charge 1(b) 

 

The panel determined that your actions in this charge were a significant departure from 

the expected standards of a nurse. It considered the serious implications for patient care if 

handovers are not conducted properly. The panel referred to its earlier decision on the 

facts: 

 

‘The panel accepted Ms 6’s consistent and cogent account that she did not feel 

that she had received an accurate handover and did not have the information 

she needed to carry out the safe care for patients without checking the patient 

charts for herself.’ 
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Ms 6 did not know the patients, and at the end of the handover, she did not have the 

information she needed to properly care for them. It was necessary for her to find this 

information on her own. Providing adequate handovers is a fundamental nursing skill, and 

your failure in this respect placed patients at an unwarranted risk of harm and fell far 

below the standards expected of a registered nurse. The panel therefore concluded that 

your actions constituted misconduct. 

 

Charges 1(c)(i) and 1(c)(ii) 
 

The panel determined that your actions in these charges were a significant departure from 

the expected standards of a nurse. Post-operative care is vital in order to determine 

whether a patient is deteriorating, and appropriately conducting observations is a 

fundamental nursing skill. The panel heard that the NEWS chart required the recording of 

post-operative observations, and that it clearly indicated when a patient would require 

escalation. Your failure to undertake these observations of Patient B meant that his 

condition following surgery was unknown, and any other nurse attending to Patient B 

would not have the necessary information for effective care. 

 

The panel considered the evidence of Ms 7, who stated that: 

 

‘Any patient who has had a major operation or has been given anaesthetic 

could deteriorate afterwards. There are certain risks that arise from 

anaesthetics which means the patient must be monitored afterwards. If you are 

not taking routine observations, you are not caring for your patient. The patient's 

blood pressure could drop significantly, their wounds could bleed and ultimately 

a patient could die if not monitored appropriately.’ 

 

The panel concluded that as a result of your failure to undertake appropriate observations, 

Patient B was placed at an unwarranted risk of significant harm, and fell far below the 

standards expected of a registered nurse, which therefore constituted misconduct. 
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The panel also considered your failure to abide by the duty of candour. It found that you 

had received a comprehensive handover, and you stating otherwise to colleagues was a 

breach of trust. Your conduct could be considered deplorable by fellow practitioners. 

 

The panel considered the evidence of Ms 3, who stated: 

 

‘I would expect a nurse to be upset about the nature of the concerns raised. but 

SN Walker seemed calm. She did not appear to appreciate the severity of the 

issues that had been raised with her and I found this quite surprising.’ 

 

The panel considered that the public would expect a nurse to be concerned when an error 

is brought to their attention. It found your response to be inadequate, and falling far below 

the standard of openness and honesty required of nurses. The panel therefore concluded 

that your actions in this respect constituted misconduct. 

 

Charges 1(d)(i) and 1(d)(ii) 
 

The panel determined that your actions in these charges constituted serious misconduct. It 

had regard to the evidence of Ms 3, who stated: 

 

‘A nurse is not allowed to administer medication that has not been prescribed. 

When I discussed this concern with SN Walker, she stated that the doctor had 

the Kardex at the time she administered the drug. She did not seem to take on 

board the fact that she had administered a drug that had not been prescribed 

and had not recorded the administration of this. SN Walker did not appear to 

appreciate the seventy of this.’ 

 

The panel appreciated that Patient C had already been prescribed Pregabalin. However, 

the panel determined that the reasons you gave for your decision to administer a ‘one-off’ 

dose of Pregabalin without waiting for a written prescription were not justified by the 

circumstances, as this was not an emergency situation. Furthermore, the panel found that, 
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in any event, your failure to record your administration of the drug amounted to 

misconduct. Any other practitioner caring for Patient C would not have known the 

additional dose was given, and the panel found that you did not appreciate the serious 

harm that could have come to Patient C as a result. 

 

Charge 1(d)(ii) 
 

The panel determined that your actions in this charge constituted misconduct. It noted that 

medication is prescribed for a reason, and considered that your unilateral decision not to 

administer it was not yours to make. The panel considered the potential risks to Patient C 

in not receiving his medication as described by Ms 6, who stated: 

 

‘This patient was a young boy, maybe only 20 or 21 years old and he had a 

crush injury to his leg. He was told that would have to have a below the knee 

amputation. The patient was pre-operative and was supposed to be given 

Enoxaparin, also known as Clexane. This is a blood thinner and patients would 

be given this 4 to 6 hours before or after going to theatre.’ 

 

And: 

 

‘I don't know why Julie had not administered this but not doing so could put the 

patient at risk blood clotting with that kind of injury.’ 

 

The panel found that your actions were a failure to carry out fundamental nursing skills. 

They placed Patient C at an unwarranted risk of serious harm and fell far below the 

standard required of a registered nurse. As such, the panel determined that your actions 

constituted misconduct. 

 

Charge 1(g)(ii) 
 

The panel determined that your actions in this charge constituted misconduct. It found 

that, by your own admission, you undertook a procedure which you were not competent to 
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perform. The panel found that Ms 5 had already intervened because you had asked for 

advice on carrying out the procedure, and she had observed that you were using the 

wrong syringe. You then did not correctly attach the syringe to the NJ feeding tube and, 

because you put it on with such force, the adapter broke. Ms 5 stated that:  

 

‘[Ms Walker] attempted to flush a red catheter tipped NJ feeding tube end with 

an enteral syringe having removed the adapter and snapping said adapter when 

reattaching it after I had corrected her on the correct way.’   

 

The panel considered the impact incorrectly flushing an NJ tube could have on a patient, 

as described by Ms 5: 

 

‘…Because the lines are quite long and the products that are usually passed in 

these lines, the feeds are quite thick, and so, when you're flushing, you want to 

make sure that you're not leaving any residue behind that might clog the line, 

that might cause issues for the patient, because…they rely on that for their 

nutrition.’ 

 

The panel found that your actions in carrying out a procedure you were not competent to 

undertake represented a failure of fundamental nursing skills. Your actions could have 

placed the patient at an unwarranted risk of harm and fell far below the standards 

expected of a registered nurse; therefore, the panel concluded that they amounted to 

misconduct.   

 

Charge 1(g)(iii) 
 

The panel determined that your actions in this charge constituted misconduct. It had 

accepted the evidence of Ms 5, who was clear that a leaking PVC must be removed: 

 

‘…it is basic knowledge, whether you have been IV trained or not, that if it is 

leaking it must be taken out.’ 
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Ms 5 described how she had to intervene to prevent you from ‘saving’ the PVC, rather than 

removing it: 

 

‘…I intervened and stated that a leaking PVC cannot be saved…I had to quickly 

put a stop to whatever she was going to do because of the associated risks. 

She seemed surprised when I said that this had to come out, this made me 

believe that she certainly was not going to remove it.’ 

 

Ms 5 also described the effect a failure to remove a leaking PVC could have on a patient: 

 

‘If you do not remove a leaking PVC the patient is at risk of infection, even when 

the cannula is put in there is a risk of infection. If it is medication that is flowing 

into the vein and it is leaking, the patient is not getting the benefits of the 

medication. The whole point of the venflon is to enable the medication to go 

directly into the patient. If it is leaking, the insertion area can become quite 

swollen and painful for the patient.’ 

 

The panel considered that being able to carry out the correct procedure for managing a 

leaking PVC is a fundamental nursing skill. Your failure to do so placed the patient at an 

unwarranted risk of harm, and was a significant departure from the standards expected of 

a registered nurse. As such, the panel determined that your actions amounted to 

misconduct. 

 

Charge 1(g)(iv) 
 

The panel determined that your actions in this charge constituted misconduct. Ms 5 

described the impact your failure to correctly remove the wound clips could have had on 

the patient: 

 

‘I remember this well because the wound was extensive. The wound was on the 
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patient's back and went around to his abdomen. He had substantial surgery and 

had a few wounds, but it was the main wound that had been clipped. There 

were a lot of clips that had to be taken out and it would have been detrimental to 

the patient if the wound had opened up.’ 

 

As a result of your inability to correctly remove the wound clips, you had to redress the 

patient’s wound. Ms 5 described the impact this had on the patient: 

 

‘She went back in, redressed the wound and took all the clips out, but this was 

prolonged for the patient who already had endured substantial surgery.’ 

 

The panel considered that you had a responsibility to ask for help if you did not know how 

to correctly carry out a procedure. Your failure to request assistance, as confirmed by Ms 

5 in her evidence, caused unwarranted distress to the patient. The panel, having rejected 

your account of events, found that your actions fell far below the standards expected of a 

registered nurse and constituted misconduct. 

 

Charge 1(g)(v) 
 

The panel determined that your actions in this charge constituted misconduct. It 

considered that using aseptic techniques when dressing wounds is a fundamental nursing 

skill, and your failure to do so placed the patient at an unwarranted risk of harm. The panel 

concluded that fellow practitioners would find your actions deplorable and a significant 

departure from the standards expected of a registered nurse. 

 

The panel considered the notes of your local disciplinary hearing on 15 August 2019, as 

exhibited by Ms 8, which stated that: 

 

‘It is alleged that you wrote retrospective notes in a resident's care plan on 

21.07.2019. These notes were in respect of the resident's complex care needs, 

mainly in respect of an attempted catheterisation that you carried out before 
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going off shift on the previous evening, 20.07.2019. You also failed to read 

through the resident's care notes before attempting the catheterisation and were 

therefore unaware that he suffered from prostate cancer. Your lack of 

professionalism could have resulted in significant pain and distress for the 

resident.’ 

 
Charge 2(a) 
 

The panel determined that your actions in this charge constituted misconduct. It heard that 

Patient D had prostate cancer, which can make catheterisation more difficult. Your failure 

to consult Patient D’s notes before attempting to re-catheterise him caused Patient D 

unwarranted pain and distress, and subsequently, he had to be hospitalised. The panel 

had regard to the evidence of Ms 9, who stated: 

 

‘He was in a distressed state as he had no bladder control and was wet and 

appeared to be suffering from abdominal pain.’ 

 

The panel considered that consulting patient notes before providing care is a fundamental 

nursing skill, and your failure to do fell far below the standards expected of a registered 

nurse, would be considered deplorable by fellow practitioners and amounted to 

misconduct. 

 

Charge 2(b) 
 
The panel considered that it did not have sufficient information before it to determine the 

reason why you were unable to re-catheterise Patient D. It could not conclude whether 

you were unable to perform the procedure because you lacked the skill to do so, or 

because Patient D’s condition made carrying out the procedure more complicated. It 

determined that on its own, your inability to re-catheterise Patient D did not amount to 

misconduct. 

 

Charge 2(c) 
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The panel considered that your failure to record your attempt to re-catheterise Patient D 

was a failure to carry out a fundamental nursing skill, and meant that practitioners who 

subsequently attended to Patient D may not have had the necessary information to 

provide effective care. It determined that your actions in this charge fell far below the 

standards expected of a registered nurse and constituted misconduct. 

 

The panel determined that individually, charges 2(a) and 2(c) amounted to misconduct. 

However, when considering charges 2(a), 2(b) and 2(c) together, your actions as a whole 

in relation to Patient D amounted to misconduct as your actions fell far below the 

standards expected of a registered nurse. 

 

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. 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 
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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: 

 

‘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) ...’ 

 

With respect to your past conduct, the panel finds that limbs (a), (b) and (c) of the Grant 

test are engaged. Patients were placed at an unwarranted risk of harm as a result of your 

misconduct, and Patient D may have actually come to harm. Your misconduct breached 

the fundamental tenets of the nursing profession, and therefore brought its reputation into 

disrepute.  

 

The panel considered whether your fitness to practise is currently impaired. It was 

satisfied that in principle, the misconduct in this case may be remediable. In determining 

whether you have strengthened your practice, the panel considered your level of insight. 
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The panel found that your reflective statement showed some insight into the concerns 

about your practice. However, it noted that not all areas of concern were addressed, and 

considered your insight to be selective. Furthermore, the panel found that in your oral 

evidence and in your reflective statement, you spoke generically about what you would 

have or should have done. It was not satisfied that you have applied that knowledge to 

your previous actions, and used it to reflect on your failings. 

 

On the basis of your oral and written evidence, the panel also found that you have not 

accepted full responsibility for your actions and misconduct. It noted that you have not 

reflected on your lack of candour, or acknowledged that patients were actually placed at 

an unwarranted risk of harm by your actions. 

 

The panel considered whether you have sufficiently strengthened your practice. It noted 

that you have undertaken training in the areas relevant to some of the charges. These 

include courses in CPR/anaphylaxis, medication administration, a medication competency 

assessment and catheterisation. However, you have not undertaken training related to NJ 

tubes, PVC, recognising and escalating symptoms of deteriorating patients, adequate 

handovers, post-operative observations and the duty of candour. 

 

The panel placed limited weight on the reference from Ms 10. It has taken into account 

that the reference mentions all of the areas of misconduct identified above. However, it did 

not provide a sufficient level of detail to assist the panel in determining the depth of which 

you have strengthened your practice in relation to each topic, as specifically related to the 

charges found proved. The panel also considered that you have worked in care homes 

and not acute settings since the incidents in the charges; therefore, the extent to which 

your practice has been strengthened may not have been tested in your current workplace. 

Finally, the panel noted that the reference was not on headed paper, nor was it signed or 

dated by the author. 
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The panel has determined that your insight, whilst developing, is limited. It has also 

determined that you have not sufficiently strengthened your practice in all areas of 

concern. Therefore, the panel has concluded that there is a real risk of repetition, and as 

such, a finding of impairment is necessary on the grounds of public protection. 

 

The panel has borne in mind 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 considered that a fully informed member of the public would be concerned if, in 

the circumstances, a finding of impairment was not made. It considered the evidence of 

Ms 5 in this respect: 

 

‘I did not enjoy working with Julie because there was always a sense of unease 

when working alongside her. This was because Julie would question things that 

I would expect a nurse should know and this made me feel uneasy. When I 

worked with Julie, I felt like I was working alone. This is because I had to 

oversee what she was doing, and as the nurse in charge I had to ensure that 

the tasks she had undertaken were being done appropriately. This meant that I 

was managing her and managing the ward. I did not feel like this when working 

with other members of staff of the same level as Julie.’ 

 

And: 

 

‘I remember that the errors I reported to my manager would be small things, but 

it always came down to ensuring patient safety. Julie stated that she had a lot of 

experience and I remember thinking that if this was this case, she would not be 

asking questions that I would expect from a student nurse. The most basic 
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things were not being followed by Julie, she was not able to follow even when I 

was prompting her and giving her assistance.’ 

 

The panel therefore determined that a finding of impairment on public interest grounds is 

required. 

 

Hence, the panel determined that your fitness to practise is currently impaired on both 

public protection and public interest grounds. 

 

Sanction 

 

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

of practice order for a period of 18 months. 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 Maini-Thompson referred the panel to his written submissions on this matter. He 

informed the panel that the NMC was seeking the imposition of a six-month suspension 

order on the grounds of public protection and also in the wider public interest. 

 

Mr Buxton also referred the panel to his written submissions, and clarified that paragraph 

6, currently blank, should be removed. Mr Buxton further submitted that a suspension 

order would be a severe sanction. It would deprive you of your ability to earn a living in 

your chosen career, and whilst it may allow you time to develop your insight, it will not 

allow you, upon review, to demonstrate fully strengthened practice, He submitted that a 
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conditions of practice order would be the appropriate and proportionate sanction to protect 

the public and to uphold the public interest. 

 

Mr Buxton reminded the panel that you have been working without further regulatory 

intervention for three years. He submitted that whilst the panel has found misconduct in 

your failure to abide by the duty of candour, there was no suggestion that there have been 

attitudinal concerns in relation to your ability to practise safely. Mr Buxton submitted that a 

conditions of practice order would allow you, through clinical work, to demonstrate 

strengthening of your practice, and to apply good quality learning from training courses. 

 

Mr Buxton proposed conditions of practice that would require you to work for a single 

employer, or to confine your practice to a single agency placement. He informed the panel 

that you had not yet made any enquiries as to whether such an arrangement with your 

current agency would be feasible. However, you believed that, as you are well-known and 

well-regarded in the care homes in which you work, there is a reasonable prospect that 

the agency could accommodate the conditions. 

 

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. 

 

The panel considered the following aggravating factors: 

 

• You have shown limited insight into your failings. 

• Your conduct placed patients at an unwarranted risk of harm. 

• Your misconduct encompassed several incidents over a period of time. 
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The panel also considered the following mitigating factors: 

 

• You have engaged in safe practice since the misconduct occurred. 

• You have completed training in relation to some of the areas of misconduct. 

 

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

inappropriate in the light of its finding of current impairment. The panel decided that it 

would neither protect the public nor be in the public interest to take no further action.  

 

It then considered the imposition of a caution order, but determined that in the light of your 

limited insight and strengthening of practice, 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 neither protect the public nor be 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 and workable. The panel had regard to the following 

factors of the SG which may indicate that a conditions of practice order is appropriate: 

 

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

and/or retraining; 

• No evidence of general incompetence; 

• 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 
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• 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. It had regard to the 

fact that, since these incidents, you have worked safely as a nurse with highly vulnerable 

patients. The panel determined that, with appropriate restrictions, it was in the public 

interest for you to be able to continue to practise as a nurse. 

 

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

proportionate sanction is a conditions of practice order. 

 

The panel was of the view that to impose a suspension order or a striking-off order would 

be disproportionate and would not be a reasonable response in the circumstances of your 

case. The panel noted that you have no previous regulatory findings, and have fully 

engaged with this regulatory process. You have shown some insight into your misconduct, 

albeit limited, and a suspension order would not give you the opportunity to further 

develop your insight, to remediate your misconduct and to demonstrate safe practice in 

the areas of concern. 

 

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. 
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1. You must restrict your nursing practice to a single employer. You may not undertake 

agency or bank work. 

 

2. You must ensure that you are indirectly supervised at all times that you are working. 

Your supervision must consist of: 

• Working at all times on the same shift as, but not always directly observed 

by, a registered nurse of band 6 or above. 

 

3. You must ensure that you are directly supervised by a registered nurse of band 6 or 

above in the following areas. This supervision must continue until you are signed off 

as competent by a registered nurse of band 6 or above: 

• Flushing and maintenance of NJ tubes 

• Maintenance and management of PVC devices 

• Competence in wound care and aseptic techniques 

• Undertaking all required observations, including post-operative observations if 

appropriate 

 

4. You must undertake recognised, certificated training on duty of candour within two 

months from the date that these conditions come into force. 

 

5. You must work with your line manager to create a personal development plan (PDP). 

Your PDP must address the following areas of concern: 

• Flushing and maintenance of NJ tubes 

• Maintenance and management of PVC devices 

• Recognising and escalating the deterioration of patients 

• Conducting adequate handovers 

• Undertaking all required observations, including post-operative observations if 

appropriate 

• Consulting patient notes before carrying out nursing care 

• Competence in wound care and aseptic techniques 
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• Abiding by the duty of candour 

 

 You must: 

a) Send your case officer a copy of your PDP within 14 days of you starting a 

new role.  

b) Meet with your line manager at least every 4 weeks to discuss your progress 

towards achieving the aims set out in your PDP. 

c) Send your case officer a report from your line manager every 6 months. This 

report must show your progress towards achieving the aims set out in your 

PDP. 

 

6. You must keep a reflective practice profile about cases relevant to the following 

areas of concern: 

• Recognising and escalating symptoms of deteriorating patients 

• Providing adequate shift handovers 

• Taking adequate post-operative observations 

• Abiding by the duty of candour 

• Administration of medication and recordkeeping 

• Consulting patient notes before carrying out patient care 

• Competence in wound care and aseptic techniques 

 

The profile will: 

a) Select three cases per area of concern when you undertake or assist with 

the above. 

b) Set out the nature of the care given. 

c) Be signed by your line manager each time. 

d) Contain feedback from your line manager on how you gave the care. 

 

You must send your case officer a copy of the profile every six months. 
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7. You must submit a reflective piece to your case officer 14 days in advance of any 

review hearing addressing the facts found proved and your misconduct as outlined in 

condition 6. 

 

8. You must keep the NMC 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. 

 

9. You must keep the NMC 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. 

 

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

a) Any organisation or person you work for.  

b) Any employers you apply to for work (at the time of application). 

c) Any establishment you apply to (at the time of application), or with which you are 

already enrolled, for a course of study.  

d) 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. 

 

11. 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. 

 

12. 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. 
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c) Any other person(s) involved in your retraining and/or supervision required by 

these conditions. 

 

The period of this order is for 18 months to allow you adequate time to fully comply with 

the conditions and to demonstrate safe practice. 

 

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. 

 

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 

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

accepted the advice of the legal assessor.  

 

Submissions on interim order 

 

Mr Maini-Thompson submitted that an interim conditions of practice order for 18 months 

on the same terms, as the substantive order was necessary to protect the public and was 

otherwise in the public interest. 

 

Mr Buxton opposed the application. He submitted that it was not necessary to protect the 

public or to uphold the public interest to cover the appeal period, given that you have been 

working without restriction for three years without further concern. He submitted that such 
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an order would be disproportionate, as an interim condition of practice order would in 

effect leave you unable to work immediately, as your conditions prohibit you from 

continuing with your current employment. 

 

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. It had regard to its reasons set out in its decision for 

the substantive order in reaching the decision to impose an interim order.  

 

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 

for a period of 18 months. 

 

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 you are sent the decision of this 

hearing in writing. 

 

That concludes this determination. 


