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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Hearing 

23 – 30 June 2022 
 

Virtual Hearing 
 
 
Name of registrant:   Margaret Ann Logan 
 
NMC PIN:  72I2802E 
 
Part(s) of the register: Registered Nurse: Sub Part 1 
 Adult Nurse (Level 1): 14 January 1976 
 
Relevant Location: Torbay 
 
Type of case: Misconduct 
 
Panel members: Richard Youds (Chair, Lay member) 

Diane Gow  (Registrant member) 
Yousuf Rossi  (Lay member) 

 
Legal Assessor: Tracy Ayling QC 
 
Hearings Coordinator: Jumu Ahmed 
 
Nursing and Midwifery Council: Represented by Michael Way, Case Presenter 
 
Miss Logan: Not present and not represented 
 
 
Facts proved: Charges 1, 2 and 3 
 
Facts not proved: Charges 4 and 5 
 
Fitness to practise: Impaired  
 
Sanction: Suspension order (12 months) 
  
Interim order: Interim suspension order (18 months) 
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Decision and reasons on service of Notice of Hearing 

 

The panel was informed at the start of this hearing that Miss Logan was not in attendance. 

 

Mr Way, on behalf of the Nursing and Midwifery Council (NMC), submitted that it had 

complied with the requirements of Rules 11 and 34 of the ‘Nursing and Midwifery Council 

(Fitness to Practise) Rules 2004’, as amended (the Rules).  

 

Mr Way submitted that the Notice of Hearing letter had been sent to Miss Logan’s 

registered email address on 19 May 2022 and that a hard copy was also sent to her 

address. However, he submitted that the documentation does not show that this was 

received. He informed the panel that Miss Logan had indicated to the NMC that the email 

address on the NMC register is not the email she has access to. However, he also 

submitted that it was her responsibility to keep the details up to date, therefore Miss Logan 

has been served with the Notice of Hearing in accordance with the Rules.  

 

The legal assessor referred the panel to the NMC Case Examiner’s decision letter dated 

10 August 2021, which the registrant was in receipt of, but the panel was not. It stated:  

 

‘[…] you must maintain your registration […]’ 

 

The panel accepted the advice of the legal assessor and the reference to the Case 

Examiner’s decision letter indicating that it was the registrant’s responsibility to keep her 

registration updated and therefore to keep her email address up to date.  

 

The panel took into account that the Notice of Hearing provided details of the allegation, 

the time, dates and the GoToMeeting Link of the virtual hearing and, amongst other 

things, information about Miss Logan’s right to attend, be represented and call evidence, 

as well as the panel’s power to proceed in her absence.  
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The panel noted that Miss Logan had indicated that she had retired and so did not have 

access to the email address which is on the NMC register. Further, it noted that Miss 

Logan was also sent by post the Case Examiner’s decision letter to transfer her case to a 

hearing. It was of the view that Miss Logan should have known that it was her 

responsibility to keep her contact details up to date on the NMC register. 

 

In the light of all of the information available, the panel was satisfied that Miss Logan has 

been served with the Notice of Hearing in accordance with the requirements of Rules 11 

and 34.  

 

Decision and reasons on proceeding in the absence of Miss Logan 

 

The panel next considered whether it should proceed in the absence of Miss Logan. It had 

regard to Rule 21 and heard the submissions of Mr Way who invited the panel to continue 

in the absence of Miss Logan. He submitted that Miss Logan had voluntarily absented 

herself.  

 

Mr Way referred the panel to the NMC telephone call note on 16 June 2022. It stated: 

 

‘I managed to get in contact with the Registrant today to let her know that the FTPC 

Hearing in her case was due to start on Thursday 23 June 2022 until Thursday 30 

June 2022.  

I explained that I have tried to contact her via email several times but she informed 

me that her email address had changed & provided an updated email contact.  

I confirmed I have sent by post the Hearing Bundles for the upcoming hearing in 

her case and I asked the Registrant if she intended to participate at the hearing.  

She confirmed that she does NOT wish to participate at the hearing as she has 

nothing further to add, given that everything she has said & provided to the NMC at 

the time of investigation.  

she is now retired and has not revalidated her Registration / PIN.  
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I asked the Registrant if she was happy for the hearing to proceed in her absence 

and she confirmed to me that she was.’ [sic] 

 

The panel accepted the advice of the legal assessor.  

 

The panel noted that its discretionary power to proceed in the absence of a registrant 

under the provisions of Rule 21 is not absolute and is one that should be exercised ‘with 

the utmost care and caution’ as referred to by Mr Way in the case of R v Jones (Anthony 

William) (No.2) [2002] UKHL 5.  

 

The panel decided to proceed in the absence of Miss Logan. In reaching this decision, the 

panel has considered the submissions of Mr Way and the written representation by Miss 

Logan. It also considered the advice of the legal assessor and had particular regard to the 

factors set out in the decision of R v Jones and General Medical Council v Adeogba [2016] 

EWCA Civ 162. The panel had regard to the overall interests of justice and fairness to all 

parties. It noted that:  

 

 No application for an adjournment has been made by Miss Logan; 

 In a telephone call with the NMC Case Officer on 16 June 2022, Miss 

Logan has informed the NMC that she has received the Notice of Hearing 

and confirmed she is content for the hearing to proceed in her absence; 

 There is no reason to suppose that adjourning would secure her 

attendance at some future date;  

 There is written documentation which captures Miss Logan’s views on 

some of the charges; 

 2 witnesses have attended today to give live evidence, 2 more are due to 

attend;  

 Not proceeding may inconvenience the witnesses, their employer(s) and, 

for those involved in clinical practice and the clients who need their 

professional services; 

 The charges relate to events that occurred in 2018 and 2019; 
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 Further delay may have an adverse effect on the ability of witnesses 

accurately to recall events; and 

 There is a strong public interest in the expeditious disposal of the case. 

 

There is some disadvantage to Miss Logan in proceeding in her absence. She will not be 

able to challenge the evidence relied upon by the NMC in person and will not be able to 

give evidence on her own behalf. However, in the panel’s judgement, this can be 

mitigated. The panel can make allowance for the fact that the NMC’s evidence will not be 

tested by cross-examination and, of its own volition, can explore any inconsistencies in the 

evidence which it identifies. Furthermore, the limited disadvantage is the consequence of 

Miss Logan’s decisions to absent herself from the hearing, waive her rights to attend, 

and/or be represented, and to not provide evidence or make submissions on her own 

behalf.    

 

In these circumstances, the panel has decided that it is fair, appropriate, and proportionate 

to proceed in the absence of Miss Logan. The panel will draw no adverse inference from 

Miss Logan’s absence in its findings of fact. 

 

Decision and reasons on application to amend the charge 

 

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

wording of charges 1, 3 and 4. First he applied to amend ‘September’ to ‘September 2019’ 

in charge 3. He invited the panel to replace the word ‘patient’ to ‘resident’ as this was more 

of an accurate description. He further invited the panel to remove ‘patients R, K, S, U, V, 

and X’ and submitted that this would not cause any injustice to Miss Logan.   

 

Mr Way invited the panel to add ‘Resident N’ to charge 1 and ‘Resident H’ to charge 3. He 

submitted that the addition of these residents better reflects the evidence provided to the 

panel and that the additions do not make a material difference to the overall gravity of the 

circumstances.  
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Mr Way also invited the panel to change the typographical error of ‘Slo Phylinn’ to ‘Slo-

Phyllin’.  

 

Mr Way submitted that the proposed amendments would provide clarity and more 

accurately reflect the evidence. 

 

Original charges: 

 

That you, a registered nurse: 

 

1. On 23 September 2018 incorrectly recorded the times at which you administered 

medication to one or more of the following patients and/or did not give one or more 

of the following patients their medication when they were due: 

a. Patient M; 

b. Patient O; 

c. Patient P; 

d. Patient Q; 

e. Patient R; 

f. Patient D; 

g. Patient B; 

h. Patient F; 

i. Patient E; 

j. Patient C; 

k. Patient K; 

l. Patient S; 

m. Patient T; 

n. Patient A; 

o. Patient U; 

p. Patient V; 

q. Patient X. 
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3. On 29 September incorrectly recorded the times at which you administered 

medication to one or more of the following patients and/or did not give one or more 

of the following patients their medication when they were due:  

 

a. Resident O; 

b. Resident Q; 

c. Resident OO; 

d. Resident F; 

e. Resident E; 

f. Resident K; 

g. Resident PP; 

h. Resident I; 

i. Resident A. 

 

4. On 3 December 2019 recorded that you had administered the following medication 

to resident A when you had not 

a. Montelukast 

b. Slo Phylinn  

 

Amended charges: 

 

That you, a registered nurse: 

 

1. On 23 September 2018 incorrectly recorded the times at which you administered 

medication to one or more of the following Residents and/or did not give one or more 

of the following Residents their medication when they were due: 

a. Patient Resident M; 

b. Patient Resident O; 

c. Patient Resident P; 

d. Patient Resident Q; 



 8 

e. Patient R; 

f. Patient Resident D; 

g. Patient Resident B; 

h. Patient Resident F; 

i. Patient Resident E; 

j. Patient Resident C; 

k. Patient K; 

l. Patient S; 

m. Patient Resident T; 

n. Patient Resident A; 

o. Patient U; 

p. Patient V 

q. Patient X Resident N. 

 

3. On 29 September 2019 incorrectly recorded the times at which you administered 

medication to one or more of the following patients and/or did not give one or more of 

the following patients their medication when they were due:  

 

a. Resident O; 

b. Resident Q; 

c. Resident OO; 

d. Resident F; 

e. Resident E; 

f. Resident K; 

g. Resident PP; 

h. Resident I; 

i. Resident A; 

j.  Resident H. 

 

4. On 3 December 2019 recorded that you had administered the following medication to 

Resident A when you had not 
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a. Montelukast 

b. Slo Phylinn Slo-Phyllin 

 

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

Rules. 

 

The panel accepted the amendment to replace ‘patient’ with ‘resident’ as it would reflect 

the circumstances accurately. The panel agreed to remove ‘patients R, K, S, U, V, and X’ 

and to correct the typographical error of ‘Slo-Phyllin’. The panel was satisfied that these 

amendments would not cause any prejudice or injustice to Miss Logan. It was therefore 

appropriate to allow the amendment, as applied for, to ensure clarity and accuracy. 

 

The panel considered adding Resident N to charge 1 and Resident H to charge 3. The 

panel noted that Miss Logan was not present nor represented at the hearing. It questioned 

whether prejudice would be caused to Miss Logan and whether it would cause injustice to 

her if the proposed amendment were allowed. In the absence of the registrant, the panel 

considered the application carefully and balanced the interest of justice with fairness to the 

registrant. The panel was of the view that adding Resident N to charge 1 would accurately 

support the evidence and documentation it had before it. 

 

Whilst mindful of this change, the panel noted that Miss Logan had taken a proactive 

decision to not take part in this hearing and had asked the NMC to proceed without her. 

The panel found it disappointing to be in this position of being asked to  

make amendments at this stage at the request of the NMC. However, it determined that 

adding Resident H and N would accurately support the evidence and documentation it had 

before it.  

 

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

justice.  

 

Details of charge (as amended) 



 10 

 

That you, a registered nurse: 

 

1. On 23 September 2018 incorrectly recorded the times at which you administered 

medication to one or more of the following Residents and/or did not give one or 

more of the following Residents their medication when they were due: [PROVED] 

a. Resident M; 

b. Resident O; 

c. Resident P; 

d. Resident Q; 

e. Resident D; 

f. Resident B; 

g. Resident F; 

h. Resident E;  

i. Resident C;  

j. Resident  T;  

k. Resident  A;  

l. Resident N.  

 

2. On 17 September 2019 incorrectly recorded the times at which you administered 

medication to one or more of the following Residents and/or did not give one or 

more of the following Residents their medication when they were due: [PROVED] 

a. Resident Q; 

b. Resident NN; 

c. Resident OO; 

d. Resident E; 

e. Resident C; 

f. Resident K; 

g. Resident PP; 

h. Resident J; 

i. Resident QQ; 
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j. Resident H; 

k. Resident I; 

l. Resident G; 

m. Resident A. 

 

3. On 29 September 2019 incorrectly recorded the times at which you administered 

medication to one or more of the following Residents and/or did not give one or 

more of the following Residents their medication when they were due: [PROVED] 

a. Resident O; 

b. Resident Q; 

c. Resident OO; 

d. Resident F; 

e. Resident E; 

f. Resident K; 

g. Resident PP; 

h. Resident I; 

i. Resident A; 

j.          Resident H.  

 

4. On 3 December 2019 recorded that you had administered the following medication 

to Resident A when you had not 

a. Montelukast [NOT PROVED] 

b. Slo-Phyllin [NOT PROVED] 

 

5. Your actions at charge 4a and/or 4b were dishonest in that you sought to create the 

impression that you had administered the medication to Resident A when you knew 

that you had not. [NOT PROVED] 

 

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

misconduct. 
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Background 

 

The charges arose whilst Miss Logan was employed as a registered nurse by Three 

Corners Nursing Home (the Home).  

 

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 

as well as written statements and interview notes related to the local investigation into 

Miss Logan’s actions.  

 

In October 2018 it was identified that Miss Logan was administering medication to 

residents and signing the electronic medication record retrospectively some time after 

administration. This came to light after two members of staff raised concerns after they 

saw Miss Logan sitting in the office using the computer to record the medication of several 

residents at the same time. A local investigation in the home setting highlighted that Miss 

Logan had signed to say she had administered the medication for five residents within 

seven minutes which was not possible. 

 

An investigatory meeting was held on 23 October 2018 in which Miss Logan raised the 

fact that the electronic system for recording medications was new and that she was 

struggling to use it effectively due to problems with equipment. This was taken into 

account and further equipment was issued and a Performance Improvement Plan (PIP) 

was implemented. 

 

In September 2019 the same concern was raised again by colleagues. On this occasion it 

was identified Miss Logan had signed to say she had given eight residents their 

medication in the space of nine minutes.  

 

A disciplinary meeting was held on 7 November 2019 and Miss Logan was issued with a 

final written warning.  
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On the morning of 4 December 2019, Ms 1 (Domestic Cleaner) found two tablets on the 

floor of the day room. The tablets were identified to be Montelukast and Slo-Phyllin, they 

were noted to have been in a puddle of nutricreme (a nutritional supplement) when found. 

The medication was identified as being prescribed for Resident A and should have last 

been given the previous evening. Resident A required their medication to be crushed and 

mixed with food or given in liquid form as Resident A had a difficulty with swallowing and 

was at risk of choking. Miss Logan was the nurse responsible for the medication round the 

previous evening and therefore for giving Resident A this medication.  

 

An investigation was carried out by the Home and a disciplinary hearing was held on 3 

January 2020, and the outcome was that Miss Logan was dismissed. Miss Logan 

appealed the decision and on 7 February 2020 an appeal hearing was held. The decision 

of the original hearing was upheld, and Miss Logan’s dismissal stood. 

 

Decision and reasons on facts 

 

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 Way on 

behalf of the NMC and the written representation by Miss Logan.  

 

The panel has drawn no adverse inference from the non-attendance of Miss Logan. 

 

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: Domestic Cleaner at the Home at 

the relevant time; 
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 Ms 2: Manager at the Home at the relevant 

time; 

 

 Ms 3: Deputy Manager at the Home at the 

relevant time 

 

 Ms 4: Staff Nurse at the Home at the 

relevant time. 

 

The panel also received in evidence of written representations by Miss Logan and written 

statements from Ms 1, Ms 2, Ms 3, and Ms 4.  

 

At the end of the evidence for the NMC, the panel of its own volition considered Rule 24(7) 

in camera to discuss whether there was sufficient evidence to determine whether the facts 

can be found proved and whether there was a case to answer. In reaching this decision, 

the panel did not invite Mr Way to make any representations. Taking into account all the 

information before it, the panel was of the view that whilst there are weaknesses in the 

evidence, it determined that there was sufficient evidence and material to take into 

consideration and to make a decision on the facts.  

 

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

   

Charge 1 

 

That you, a registered nurse: 

 

1. On 23 September 2018 incorrectly recorded the times at which you administered 

medication to one or more of the following Residents and/or did not give one or more 

of the following Residents their medication when they were due: 

a. Resident M; 
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b. Resident O; 

c. Resident P; 

d. Resident Q; 

e. Resident D; 

f. Resident B; 

g. Resident F; 

h. Resident E; 

i. Resident C; 

j. Resident T; 

k. Resident A; 

l. Resident N. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account Miss Logan’s written representation 

to the Home dated 19 December 2019, Ms 2’s oral evidence and written statement, and 

Ms 4’s oral evidence and written statement. The panel also had regard to the ‘Registrant’s 

Performance Improvement Plan’ (PIP) dated 25 October 2018 and the minutes of the 

investigatory meeting held on 23 October 2018. The panel also had sight of the MAR 

charts for the residents on 23 September 2018. The panel considered the evidence in 

relation to each and every resident individually and specifically their MAR chart for the 

appropriate dates and times.  

 

The panel first considered whether Miss Logan had incorrectly recorded the times at which 

she administered medication to the Residents on 23 September 2018.   

 

The panel took into account Ms 2’s written statement: 

 

‘20. On approximately 21 October 2018, though I cannot be sure of the date, I was 

approached by two Nurses at the Home … who told me that they had concerns 

about the Registrant's record keeping. […] They said they had seen the Registrant 
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sat at the office computer and signing the drugs for several patients as being 

administered in one go. They were concerned that the medications may not have 

been given if she records them later, that she may not remember everything she 

has administered, and that the timings of the next medications may be affected. 

 

21. When the Nurses reported their concerns to me, I looked back through a couple 

of the MAR charts for the Registrant's patients to see what had happened, including 

those of 23 September 2018. […] Upon reviewing these, I found that the Registrant 

had recorded medications due at 16:00 as given at the 19:00 drug round, and that 

she had recorded the drugs of several patients as having been administered within 

a matter of minutes, which is not possible. 

 

22. For example, the Registrant recorded on 23 September 2018 that she had 

administered the drugs of five residents within seven minutes […]  

 

23. These patients reside in rooms that are at different ends of the building. The 

length of a whole drug round depends on the residents and the mood they are in, 

though I would expect the administration of medication to an easier resident to last 

approximately three to five minutes. It is possible for the administration of 

medication to take a couple of minutes for a very easy patient, but it takes time to 

travel between patients during the whole drug round.’ 

 

In Ms 4’s written statement, she stated: 

 

‘After my drug round, I often used to come down to the office on the ground floor. 

On more than one occasion, I remember witnessing the Registrant, who was either 

sat on the computer or on a laptop in the office, 'clicking-off all of the medications 

from her drug round at approximately 19:30 at night, when they had likely been 

administered at approximately 18:00. I saw that she signed them off one after 

another on the electronic Medications Administration Record (MAR) Chart in one 

sitting. This is not normal practice as you should take the laptop or other device 
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round with you while administering the medications and record them as having 

been administered as you administer the medications to each resident during the 

drugs round. The system is designed so that you click all of the drugs that you have 

administered in the same way as you would select multiple emails that you would 

like to delete.’  

 

The panel was of the view that the oral evidence by Ms 2 and Ms 4 were consistent with 

their written statements. It noted that Ms 4 had directly witnessed Miss Logan inputting the 

entries retrospectively after administering medications to the residents. Further, Ms 2 had 

started an investigation after receiving concerns of this by other nurses. Ms 2 had cross 

checked the MAR chart dated 23 September 2018 and found that Miss Logan had 

“administered the drugs of five residents within seven minutes.” Further, the panel took 

into account Miss Logan’s admissions where she stated that she encountered difficulties 

in using the electronic MAR system and the laptop in particular. The panel noted that the 

time Miss Logan had inputted into the MAR chart for administering the medications for all 

of the residents were between 19:09 to 19:29. The panel decided that this could not have 

happened.  

 

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

than not that on 23 September 2018, Miss Logan had incorrectly recorded the times at 

which she administered medication to the residents. 

 

The panel next considered the second half of the charge, namely whether Miss Logan did 

not give one or more of the Residents O, P, E, C, and T their medication when they were 

due.  

 

The panel took into account Ms 2’s clear oral evidence where she stated that when cross 

checking the MAR chart on 23 September 2018, Miss Logan had provided reasons for 

why residents who were not administered medication. Ms 2 told the panel that in the MAR 

chart, there was a 15 option drop down menu listing out the reasons as to why 

medications are not administered. Ms 2 told the panel that after having cross checked 
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every one of the ‘not administered’ entries, she had concluded that all entries were 

legitimate and that she had no concerns.  

 

The panel therefore did not find this second part of charge 1 proved.  

 

Charge 2) 

 

2. On 17 September 2019 incorrectly recorded the times at which you administered 

medication to one or more of the following patients and/or did not give one or more 

of the following patients their medication when they were due: 

 

a. Resident Q; 

b. Resident NN; 

c. Resident OO; 

d. Resident E; 

e. Resident C; 

f. Resident K; 

g. Resident PP; 

h. Resident J; 

i. Resident QQ; 

j. Resident H; 

k. Resident I; 

l. Resident G; 

m. Resident A. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account Ms 4’s oral evidence and written 

statement. The panel also had regard to the ‘Registrant’s Performance Improvement Plan’ 

(PIP) dated 25 October 2018, notes of the disciplinary hearing held on 7 November 2019 

and the minutes of the investigatory meeting held on 22 October 2019. The panel also had 



 19 

sight of the MAR charts for the residents on 17 September 2019. The panel considered 

the evidence in relation to each and every resident individually and specifically their MAR 

chart for the appropriate dates and times. 

 

Similarly to charge 1, the panel first considered whether Miss Logan had incorrectly 

recorded the times at which she administered medication to the Residents on 17 

September 2019.   

 

In Ms 2’s written evidence, she stated: 

 

‘31. On this chart, the Registrant recorded the medications of eight residents in nine 

minutes. These medications included: Paracetamol, recorded as not given to 

Resident G at 19:44 […]; Co-dydramol, recorded as not given to Resident H at 

19:45 […]; Complan Shake, recorded as administered to Resident I at 19:45 […]; 

Apixaban, recorded as administered to Resident J at 19:47[…]; Carbocisteine, 

recorded as administered to Resident K at 19:47 […]; Paracetamol, recorded as 

administered to Resident L at 19:49 […]; Diazepam, recorded as administered to 

Resident A at 19:53 […], and; Olanzapine, recorded as not given to Resident M at 

19:53 […]’ 

 

The panel also took into account the minutes of the investigatory meeting held on 22 

October 2019 where Miss Logan stated: 

 

[…] ‘I’m not taking the time to alter the time I have given the meds. Should 

be amending the time on the clock so looks the right time they have been given.’ 

[…] 

 

The panel took into account notes of the disciplinary hearing held by Ms 2 on 7 November 

2019 where Miss Logan had stated: 

 



 20 

‘disappointed I am at hearing, thought it was explained at initial meeting. There are 

distractions and interruptions. Visitors and residents. The phone rings and can’t 

ignore because it may be doctor. If you tell anyone you are doing drugs, they say 

this will only take a minute. The wi-fi drops out. My ipad times out and I haven’t 

figured out how to figure out the timing. I can’t use the lap top. The battery is low. If 

you have medication that has adjustable amounts it won’t let you click on 

administered meds. You have to go back and put in number of tablets given. 

Room2 had meds given at 6pm, 6.30 and 7.44 as I kept getting interrupted. [sic] 

[…] 

 

‘have had to use PC to administer meds. It’s common place for example on the 

night shift. My error is that I failed to enter the correct time I gave meds when 

entering.’ [sic] 

 

The panel was of the view that the oral evidence by Ms 2 was consistent with her written 

statement. The panel also noted that Ms 2 had also cross checked the MAR chart dated 

17 September 2019 and found that Miss Logan had “recorded the medications of eight 

residents in nine minutes.” Further, the panel took into account Miss Logan’s admissions 

where she stated that she did input the entries retrospectively and that she had not taken 

the time to alter the time she had administered the medication. The panel noted that the 

time Miss Logan had inputted into the MAR chart for administering the medications for all 

of the residents were between 19:44 to 19:53. The panel decided that this could not have 

happened.  

 

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

than not that on 17 September 2019, Miss Logan had incorrectly recorded the times at 

which she administered medication to the residents. 

 

The panel next considered the second half of the charge, namely whether Miss Logan did 

not give one or more of the Residents Q, NN, OO, E, C, PP, QQ, H, G and A their 

medication when they were due.  
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The panel therefore did not find this second part of charge 2 proved.  

 

Charge 3) 

 

3. On 29 September 2019 incorrectly recorded the times at which you administered 

medication to one or more of the following patients and/or did not give one or more of 

the following patients their medication when they were due: 

 

a. Resident O; 

b. Resident Q; 

c. Resident OO; 

d. Resident F; 

e. Resident E; 

f. Resident K; 

g. Resident PP; 

h. Resident I; 

i. Resident A; 

j. Resident H. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account notes of the disciplinary hearing held 

on 7 November 2019 and the minutes of the investigatory meeting held on 22 October 

2019. The panel considered the evidence in relation to each and every resident 

individually and specifically their MAR chart for the appropriate dates and times. 

 

Similarly to charge 1 and charge 2, the panel first considered whether Miss Logan had 

incorrectly recorded the times at which she administered medication to the Residents on 

29 September 2019. As shown above, the panel noted that Miss Logan had made 

admissions to incorrectly recording the times at which she administered medication to the 



 22 

residents. The panel also noted that Miss Logan had entered on the MAR chart that she 

administered 10 residents’ medications in six minutes. The panel was of the view that Miss 

Logan had shown similar pattern of behaviour where she recorded the administration of 

the medication retrospectively.  

 

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

than not that on 29 September 2019, Miss Logan had incorrectly recorded the times at 

which she administered medication to the residents. 

 

The panel next considered the second half of the charge, namely whether Miss Logan did 

not give one or more of the Residents OO, E, H, and I their medication when they were 

due.  

 

The panel therefore did not find this second part of charge 3 proved.  

 

Charge 4) 

 

4. On 3 December 2019 recorded that you had administered the following medication to 

resident A when you had not 

a. Montelukast 

b. Slo-Phyllin  

 

This charge is found NOT proved. 

 

In consideration of this charge, the panel had regard to Ms 1 and Ms 3’s oral statements 

and written evidence, Miss Logan’s local statement dated 19 December 2019, and the 

staff rota dated 3 and 4 December 2019.  

 

The panel noted that in Ms 1’s statement, she stated: 

 



 23 

‘4. At some time between 08:00 and 08:30, shortly after I started my shift on 04 

December 2020, I began cleaning the patients' Day Room, which was empty […] 

The last time that this was cleaned would have been on the moring of 03 December 

2019, since it is cleaned once a day. It is possible that I cleaned this area on 03 

December 2019, though I cannot now remember who did so. [sic] 

 

5. I walked up to one of these tables and noticed approximately two or three tablets 

in what I guessed to be a puddle of spilled tea by the corner of the chair […] The 

tablets looked untouched and all in one piece. One of these was a capsule which 

was intact. 

 

6. I do not know what these medications were but I knew that they belonged to 

Patient A; I had found these tablets before in Patient A's room, who had thrown 

them away. One of the tablets was particularly recognisable and I believe I have 

found these medications in the patient's room approximately three times before. I 

cannot remember when these instances were. I was aware that the Nurses had 

wanted to change how her medication was given to stop her from doing this. 

Additionally, I assumed the puddle I found the tablets in to be spilled black tea, 

which this patient is known for spilling. For these reasons I believed the 

medications belonged to Patient A.’ 

 

The panel took into account Ms 3’s written statement: 

 

‘I can confirm that I identified the medications as a Montelukast tablet and a Slo 

Phyllin capsule. I had administered these medications to the resident, referred to in 

this statement as Resident A, on many occasions and so I easily recognised them.  

 

5. Montelukast looks like a hexagonal tablet and Slo Phyllin is a purple capsule. 

After identifying the drugs, I placed them in an envelope as evidence for safe 

keeping, and I kept this envelope locked in the Managers' office. 

 



 24 

6. I attributed these medications to Resident A because she was the only person in 

the Home at the time who was taking these medications. I attributed the error to the 

Nurse because I checked Resident A's MAR Charts and the last person to 

administer them was the Nurse at teatime on 3 December 2019, the day before.’  

 

In Miss Logan’s local statement dated 19 December 2019, she stated: 

 

‘Res A had been walking from the day room to the nurses station complaining she 

was hungry – she had eaten supper shortly before, but had not yet had her 

Forticreme. I obtained her prescribed medicines from her medicines cupboard in 

her bedroom, took a pot of Forticreme from a pack in her room, and returned to the 

day room where Res A was sitting in an armchair. As per her care plan, I had 

opened a large capsule and scattered the contents on the opened pot of 

Forticreme. Her other medications were in liquid form apart from two small tablets 

which were crushed and mixed with the liquid medications to soften and melt them. 

I sat with Res A in the day room and assisted her to eat her Forticreme and take 

her medications. Other staff were in the vicinity, assisting other residents to their 

rooms and for personal hygiene purposes. Afterwards, I documented that Res A's 

medications had been administered.’ 

 

The panel first considered whether the medications Montelukast and Slo-Phyllin were 

Resident A’s. The panel noted from Ms 3’s evidence that when Ms 1 had given her the 

medication, she had identified the medications with her knowledge and having audited the 

MAR chart, she concluded that the medications belong to Resident A. Ms 3 then placed 

them in a sealed envelope and put it in the locked managers office for safe keeping. The 

panel noted that from Ms 1, Ms 2, and Ms 3’s evidence, they had all confirmed that this 

was Resident A’s Montelukast and Slo-Phyllin. Therefore, the panel accepted that the 

medications found by Ms 1 were Resident A’s medication.  
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The panel noted that the number of tablets found by Ms 1 was inconsistent as she stated 

that there were three to four and Ms 3 had stated that there were two. However, the panel 

noted that Ms 1 had stated that her recollection is not as clear.   

 

The panel next considered how the medication came to be on the floor in the dayroom. In 

light of all the information before it, the panel was of the view that it did not have 

information before it to evidence how the tablets came to be on the floor. However, the 

panel accepted that the tablets were there.  

 

The panel then considered whether the medications were administered by Miss Logan. 

The panel noted from the staff rota dated 3 December 2019 that Miss Logan was on duty 

and that she was administering medication from 4pm onwards. This was reflected in the 

MAR chart dated 3 December 2019 and Miss Logan does not dispute this.  

 

The panel took into account Miss Logan’s local statement dated 19 December 2019. The 

panel was of the view that Miss Logan provided a clear explanation and description as to 

how she administered the medication to Resident A. The medication found by Ms 1 was 

found as a whole and uncrushed tablet.  

 

The panel was of the view that it did not have sufficient evidence to show that the 

medications found by Ms 1 were those from 3 December 2019. The panel did not have 

sufficient evidence as to what extent the room was cleaned, who cleaned the room, and 

when the room was cleaned. Due to the passage of time, Ms 1 was unable to remember 

who cleaned the room on 3 December 2019.  

 

The panel did not have any other evidence on this charge. 

 

The panel was not satisfied on the balance of probabilities that the evidence supported 

this charge. The panel therefore found this charge not proved.  

 

Charge 5) 
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5. Your actions at charge 4a and/or 4b were dishonest in that you sought to create the 

impression that you had administered the medication to Resident A when you knew 

that you had not. 

 

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

misconduct. 

 

This charge is found NOT proved. 

 

As charge 4 was found not proved, the panel did not go on to consider charge 5.  

 

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 Miss 

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

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

remain on the register unrestricted.  

 

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

and maintain public confidence in the profession. Further, it bore in mind that there is no 

burden or standard of proof at this stage and it has therefore exercised its own 

professional judgement. 

 

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

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

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

circumstances, Miss Logan’s fitness to practise is currently impaired as a result of that 

misconduct.  
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Submissions on misconduct 

 

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

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

involving some act or omission which falls short of what would be proper in the 

circumstances.’ 

  

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

misconduct. The panel had regard to the terms of ‘The Code: Professional standards of 

practice and behaviour for nurses and midwives (2015)’ (the Code) in making its decision.  

 

Mr Way identified the specific, relevant standards where Miss Logan’s actions amounted 

to misconduct. He submitted that Codes 1.2, 1.4, 10.1 to 10.6, 18.2, and 20.1 were 

engaged.  

 

Mr Way submitted that Miss Logan’s actions fell significantly short of the standards 

expected of a registered nurse and put vulnerable residents at serious risk of harm. He 

further submitted that Miss Logan’s failures in medication administration and record 

keeping are sufficiently serious to warrant a finding of misconduct. 

 

Submissions on impairment 

 

Mr Way moved on to the issue of impairment and addressed the panel on the need to 

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

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

and in the NMC as a regulatory body. He referred to the case of Council for Healthcare 

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

927 (Admin). 

 

Mr Way submitted that Miss Logan was an experienced nurse and therefore she would be 

aware that accurate record keeping ensures a continuity of safe and effective care for 
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vulnerable residents. Mr Way submitted that no actual harm was caused to the residents, 

however that there was a potential risk of significant harm.   

 

Mr Way invited the panel to determine whether Miss Logan’s conduct is capable of 

remediation, whether it has been remediated, and whether her actions are likely to be 

repeated in future. He submitted that Miss Logan’s misconduct has the potential to cause 

serious harm if and when a resident needs further medical help. He submitted that if this 

was the case, then the level of inaccuracy in the MAR chart for that particular resident 

would consequently be of little use. It would have the potential to cause other medical 

professionals to administer medications incorrectly.  

 

Mr Way submitted that whilst record keeping is capable of remediation, through reflection 

and re-training, there is nothing to suggest that Miss Logan has taken steps to adequately 

address her failings. Mr Way informed the panel that Miss Logan has not practised since 

2020 as she has retired. Mr Way submitted that Miss Logan has accepted that she did not 

accurately sign the MAR chart at the time she had administered the medications to the 

residents. He submitted that Miss Logan has not provided the panel with any reflective 

statement or evidence of any steps she has undertaken to strengthen her practice. Mr 

Way also submitted that when the misconduct took place in 2018, the Home had provided 

her with support and equipment in order to help her record accurately. However, in 2019, 

there were two further incidents with the same pattern of behaviour and the same errors. 

Therefore, Mr Way submitted there is a risk of harm and a consequent risk of repetition of 

Miss Logan’s misconduct. 

 

Mr Way further submitted that Miss Logan’s misconduct breached fundamental tenets of 

the nursing profession and that Miss Logan’s repeated failures demonstrated conduct 

falling seriously short of the standards expected of a registered nurse. He submitted that 

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

finding of impairment was not made. 
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Having regard to all the above, Mr Way invited the panel to find that Miss Logan’s fitness 

to practise is currently impaired on the grounds of public protection and public interest. 

 

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, Zygmunt v GMC [2008] EWHC 2643 (Admin), Cheatle v GMC [2009] EWHC 

645, General Medical Council v Meadow [2007] QB 462 (Admin) and Cohen v GMC 

[2008] EWHC 581 (Admin).  

 

Decision and reasons on misconduct 

 

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

regard to the terms of the Code. 

 

The panel was of the view that Miss Logan’s actions did fall significantly short of the 

standards expected of a registered nurse, and that Miss Logan’s actions amounted to a 

breach of the Code with regard to each of charges 1, 2 and 3. Specifically: 

 

‘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 

 

 

8 - Work co-operatively  

To achieve this, you must:  

 

8.2 - maintain effective communication with colleagues  
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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:  

10.1 - complete 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 records accurately and without any falsification, taking immediate 

and appropriate action if you become aware that someone has not kept to these 

requirements  

 

17 - Raise concerns immediately if you believe a person is vulnerable or at 

risk and needs extra support and protection  

 

To achieve this, you must:  

 

17.1 - take all reasonable steps to protect people who are vulnerable or at risk from 

harm, neglect or abuse  
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17.3 - have knowledge of and keep to the relevant laws and policies about 

protecting and caring for vulnerable people  

 

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

associated with your practice  

To achieve this, you must:  

19.1 - take measures to reduce as far as possible, the likelihood of mistakes, near 

misses, harm and the effect of harm if it takes place  

19.4 - take all reasonable personal precautions necessary to avoid any potential 

health risks to colleagues, people receiving care and the public  

 

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. However, the panel was of the view that all of the charges both individually 

and cumulatively, had the potential to cause serious harm. The panel noted that no actual 

harm was caused to the residents, but that Miss Logan was directly responsible for 

repeatedly exposing patients to real risk of harm.  

 

In relation to charge 1, the panel was of the view that Miss Logan’s practise fell below the 

standard expected of a registered nurse and that the misconduct was a breach of the 

fundamental tenets of the nursing practice.  
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In relation to charge 2 and charge 3, the panel was also of the view that Miss Logan’s 

practise fell below the standard expected of a registered nurse and that the misconduct 

was a breach of the fundamental tenets of the nursing practice. It noted that Miss Logan 

had received support and help from the Home after she failed to accurately record 

medications administration in 2018. The Home initiated a Performance Improvement Plan 

and provided her with alternative equipment (iPad) to support her in administration of 

medicines and in addition provided her with clinical supervision. However, Miss Logan 

failed to raise any issues she was having and continued to incorrectly record medication 

administration on the MAR chart. The panel determined that Miss Logan’s failings 

demonstrated a repeated and careless approach to medications administration and record 

keeping. These are fundamental aspects of nursing practice, and which should have been 

familiar and established practice to a registrant with over 40 years’ experience and 

working in the Home for 17 years.  

 

Therefore, the panel determined that Miss Logan’s failures put vulnerable residents at real 

risk of harm. It also determined that her actions did fall seriously short of the conduct and 

standards expected of a registered nurse and amounted to misconduct. Further, the panel 

also determined that Miss Logan’s misconduct would not promote and maintain public 

confidence in the nursing profession.  

 

In summary, the panel found that on both limbs, public protection and public interest, Miss 

Logan’s actions did fall seriously short of the conduct and standards expected of a nurse 

and amounted to misconduct. 

 

Decision and reasons on impairment 

 

The panel next went on to decide if as a result of the misconduct, Miss Logan’s 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 
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the lives of their loved ones. To justify that trust, nurses must be honest and open and act 

with integrity. They must make sure that their conduct at all times justifies both their 

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

 

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

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

 

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

reason of misconduct, the relevant panel should generally consider not only 

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

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

professional standards and public confidence in the profession would be 

undermined if a finding of impairment were not made in the particular 

circumstances.’ 

 

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

follows: 

 

‘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 
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d) ....’ 

 

The panel considered limbs a, b, and c to be engaged, both as to the past and to the 

future.  

 

The panel had found residents in Miss Logan’s nursing care to have been exposed to an 

unwarranted risk of harm. Furthermore, having breached multiple provisions of the Code, 

the panel determined that Miss Logan’s misconduct had breached basic fundamental 

tenets of the nursing profession and therefore brought the nursing profession into 

disrepute.  

 

The panel considered that Miss Logan demonstrated limited insight in relation to the 

charges found proved. Whilst Miss Logan had admitted to the making incorrect time 

entries on the MAR chart in relation to when the medications were administered during the 

local investigations, the panel was not satisfied that she fully understood or appreciated 

the consequences of her actions. Miss Logan has not provided any reflections as to how 

her actions impacted the residents under her care, her colleagues, the nursing profession 

and the wider public as a whole.  

 

Furthermore, Miss Logan did not provide the panel with any evidence of any training she 

has undertaken or provided an explanation as to what she would do differently if she were 

to be faced with a similar set of circumstances in future. The panel noted that the Home 

had provided Miss Logan with support since the 2018 incident. However, despite having 

received adjustments and the PIP to assist in her medicines administration, Miss Logan 

continued to make the same errors in 2019. The panel was of the view that this has 

demonstrated a repeated pattern of behaviour over a prolonged period of time and a lack 

of insight into her failings. Further, the panel noted from the evidence that there were 

concerns regarding Miss Logan’s availability when colleagues were requesting assistance 

but that no other concerns were raised with her nursing practice. In taking account of the 

above, the panel did not consider Miss Logan to have insight into her failures.  
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In light of all the above, the panel had insufficient evidence before it to allay its concerns 

that Miss Logan currently poses a risk to patient safety. It found there to be a real risk of 

repetition. Therefore, the panel considered there to be a risk of harm to patients in Miss 

Logan’s care, should adequate safeguards not be imposed on her nursing practice. As 

such, the panel decided that a finding of impairment is necessary on the grounds of public 

protection.  

 

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

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

uphold/protect the wider public interest, which 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 there to be a public interest in the circumstances of this case. It was 

of the view that a fully informed member of the public would be concerned by the panel’s 

findings on facts and misconduct. It concluded that public confidence in the nursing 

profession would be undermined if a finding of impairment was not made in this case. 

Therefore, the panel determined that a finding of impairment on public interest grounds 

was also required.  

 

Having regard to all of the above, the panel was satisfied that Miss Logan’s fitness to 

practise is currently impaired. 

 

Sanction 

 

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

order for a period of 12 months. The effect of this order is that the NMC register will show 

that Miss Logan’s registration has been suspended. 

 

Submissions on sanction 
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Mr Way informed the panel that in the Notice of Hearing, dated 19 May 2022, the NMC 

had advised Miss Logan that it would seek the imposition of a strike off order if it found 

Miss Logan’s fitness to practise currently impaired. He submitted that the position of the 

NMC had not changed. 

 

Mr Way submitted that Miss Logan’s nursing practice did fall short of the standards 

expected of a registered nurse which consequently breached the Code for charges 1, 2 

and 3. He submitted that Miss Logan’s misconduct breached the fundamental tenets of the 

nursing profession which put residents at a real risk of significant harm. He further 

submitted that, notwithstanding the support given by the Home, Miss Logan continued to 

repeat the failures which demonstrated a pattern of behaviour over a prolonged period of 

time and a lack of insight into her failings.  

 

Mr Way submitted that the aggravating features include: 

 Lack of insight; 

 Misconduct repeated over a prolonged period of time; and 

 Conduct which put vulnerable residents at serious risk of harm. 

 

[PRIVATE]. However, he submitted that Miss Logan’s non-engagement had made it 

difficult for the panel to determine the real effect of this. He confirmed that no interim 

orders had been put on Miss Logan’s registration previously.  

 

Mr Way further submitted that prior to this proceeding, Miss Logan has had an 

unblemished career.  

 

With regards to sanction, Mr Way submitted that taking no further action and a caution 

order would not protect the public. He further submitted that a conditions of practice order 

would also not be appropriate as Miss Logan has had the opportunity to receive the 

Home’s support and have adjustments made. However, Miss Logan’s misconduct 

continued over a prolonged period of time. He submitted that this is demonstrative of an 
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attitudinal issue, and that Miss Logan is not able to demonstrate safe practice. Therefore, 

a conditions of practice order would not protect the public.  

 

Mr Way referred the panel to the seriousness guidance. He submitted the recordings in 

the MAR chart were not accurate. He informed the panel that there were concerns raised 

about Miss Logan’s availability when her assistance was requested, which is a concern 

about her ability to work cooperatively. He submitted that Miss Logan’s practice was not in 

line with the medication administration policy in the Home and exposed vulnerable 

residents to a real risk of harm. He submitted that there was potential for an attitudinal 

concern as the pattern of behaviour was repeated between 2018 and 2019, despite 

receiving support and having had adjustments made by the Home.  

 

Therefore, Mr Way submitted that striking off was the only appropriate and proportionate 

order in response to the seriousness of the misconduct.   

 

The panel accepted the advice of the legal assessor.  

 

Decision and reasons on sanction 

 

Having found Miss Logan’s 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 Sanctions Guidance (SG). The decision on sanction, however, is a matter for 

the panel to independently exercise its own judgement. 

 

The panel took into account the following aggravating features: 

 

 Lack of insight into failings; 

 A pattern of misconduct over a prolonged period of time despite having support and 

adjustments made by the Home;  
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 Conduct which put vulnerable patients at serious risk of suffering harm; and 

 Blaming the equipment (such as a laptop, iPad or Wi-Fi connection) for the 

misconduct.  

 

[PRIVATE]. However, it did not have sufficient information or evidence before it to confirm 

this.  

 

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

inappropriate in view of the seriousness of the case. The panel decided that it would be 

neither proportionate nor in the public interest to take no further action and would not 

protect the public from harm.  

 

The panel then considered the imposition of a caution order but again determined that, 

due to the seriousness of the case, and the public protection issues identified, an order 

that does not restrict Miss Logan’s 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.’ It considered that Miss Logan’s 

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

inappropriate in view of the issues identified. The panel decided that it would be neither 

proportionate nor in the public interest to impose a caution order, and would not protect 

the public from harm. 

 

The panel next considered whether placing conditions of practice on Miss Logan’s 

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

conditions imposed must be proportionate, measurable, and workable. The panel was of 

the view that conditions could be formulated to address the risks identified in relation to 

medication administration. However, in taking into account Miss Logan’s lack of insight 

into her failings and her non engagement with the proceedings, the panel was not satisfied 

that conditions of practice could address the public protection and public interest elements 

of this case. Currently, there is no evidence that Miss Logan appreciates the serious 
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ramifications her failings could have had on residents and their families, colleagues, the 

nursing profession and the wider public in this respect. 

 

Furthermore, the panel saw no evidence that Miss Logan was working as a nurse, noting 

that she has retired. It concluded that no practical or workable conditions could be 

formulated. The panel was not satisfied that placing conditions on Miss Logan’s 

registration would adequately address the seriousness of this case, would not protect the 

public and meet the public interest. 

 

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

sanction.  

 

The panel considered whether the seriousness of the facts found proved in this case could 

be addressed by temporary removal from the NMC Register and whether a period of 

suspension would be sufficient to protect patients and satisfy the wider public interest 

concerns. When considering seriousness, the panel took into account the extent of the 

departure from the standards to be expected of a registered nurse and the risk of harm to 

the public interest caused by that departure. 

 

The panel was satisfied that in this case, the misconduct was not fundamentally 

incompatible with remaining on the register, therefore a suspension order would be the 

appropriate and proportionate sanction in this case. 

 

Although there had been a clear breach of a fundamental tenet of the nursing profession 

and a departure from a number of standards of the Code, the panel had determined Miss 

Logan’s misconduct is capable of remediation, in principle. The panel was of the view that 

Miss Logan should have the opportunity to demonstrate the impact her failings have had 

on the residents, colleagues, and the wider public interest. The panel noted that Miss 

Logan had been practising as a registered nurse for over 40 years.  
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Balancing all of these factors the panel has concluded that a suspension order would be 

the appropriate and proportionate sanction. 

 

The panel considered that this order is necessary to mark the importance of maintaining 

public confidence in the profession, and to send to the public and the profession a clear 

message about the standard of behaviour required of a registered nurse. 

 

In making this decision, the panel also carefully considered the submissions of Mr Way in 

relation to the sanction that the NMC was seeking in this case. However, the panel was 

not satisfied that a striking-off order would be proportionate. In taking account of all the 

information before it, the panel determined that, albeit serious, Miss Logan’s misconduct is 

not fundamentally incompatible with ongoing registration and that the public interest 

considerations can be satisfied by a less severe outcome than permanent removal from 

the NMC register. The panel was of the view that Miss Logan should be afforded the 

opportunity to demonstrate that she has insight into her failings and the impact it had on 

the residents, colleagues and public. 

 

Whilst the panel acknowledges that a suspension may have a punitive effect, it would be 

unduly punitive in Miss Logan’s case to impose a striking-off order. 

 

The panel determined that a suspension order for a period of 12 months was appropriate 

in this case to mark the seriousness of the misconduct and to give Miss Logan the 

opportunity to demonstrate insight.  

 

At the end of the period of suspension, another panel will review the order. At the review 

hearing the panel may revoke the order, or it may confirm the order, or it may replace the 

order with another order.  

 

Any future panel reviewing this case would be assisted by: 

 

 Miss Logan’s engagement with the NMC; 
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 Miss Logan’s attendance at the next review hearing;  

 A reflective piece, using a recognised model (E.g. Gibbs), demonstrating any 

insight, remorse and steps she has taken to strengthen her practice. It should 

identify the impact of not accurately recording the time of the administration of 

medication to vulnerable residents and patients; and 

 Any recent testimonials or references from employers, whether in paid or unpaid 

employment. 

 

This will be confirmed to Miss Logan in writing. 

 

Interim order 

 

As the substantive suspension 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 Miss 

Logan’s own interests until the substantive suspension order takes effect.  

 

Submissions on interim order 

 

The panel took account of the submissions made by Mr Way. He submitted that an interim 

suspension order was necessary to protect the public and was also in the public interest.  

 

He submitted that until the suspension order comes into effect there is a period of appeal 

which would need to be covered by an interim suspension order. He invited the panel to 

impose an interim suspension order for the same reasons as the substantive order for a 

period of 18 months. 

 

The panel accepted the advice of the legal assessor. 

 

Decision and reasons on interim order  



 42 

 

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

and is otherwise in the public interest. The panel had regard to the seriousness of the 

facts found proved and the reasons set out in its decision for the substantive order in 

reaching the decision to impose an interim order.  

 

The panel concluded that an interim conditions of practice order would not be appropriate 

or proportionate in this case, due to the reasons already identified in the panel’s 

determination for imposing the substantive order. The panel therefore imposed an interim 

suspension order for a period of 18 months to ensure the public remain protected during 

any appeal period.  

 

If no appeal is made, then the interim suspension order will be replaced by the substantive 

suspension order 28 days after Miss Logan is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 

 

 

 

 


