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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Hearing 
Friday 17 June 2022 

 

Virtual Hearing 
 
 
Name of registrant:   Aileen Elizabeth Robertson 
 
NMC PIN:  85J0150S 
 
Part(s) of the register:   Nursing, Sub Part 2 

RN7, General Nurse (05 August 1987) 
Nursing, Sub Part 1 
RN1, Adult Nurse (10 September 1992) 

 
Recordable Qualifications 
V300, Nurse independent / supplementary 
prescriber (24 January 2012) 

 
Relevant Location: Fife 
 
Type of case: Misconduct 
 
Panel members: John Vellacott (Chair, Lay member) 

Allwin Mercer (Registrant member) 
Stacey Patel (Lay member) 

 
Legal Assessor: David Swinstead  
 
Hearings Coordinator: Amira Ahmed 
 
Nursing and Midwifery Council: Represented by Zainab Mohamed, Case 

Presenter 
 
Mrs Robertson: Present and represented by Gary Burton, 

instructed by Anderson Strathern 
 
Consensual Panel Determination: Accepted 
 
Facts proved: All  
 
Fitness to practise: Impaired 
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Sanction: Conditions of practice order (12 months) 
  
Interim order: Interim conditions of practice order (18 months) 
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Details of charge 

 

That you a Registered Nurse, while working at North Glen Medical Practice (the 

“Practice”): 

 

1. On 16 October 2019, having taken 3 (three) cervical smear samples from 3 (three) 

different individuals:   

 

a) Labelled 2 (two) of the samples with the same patient information.   

 

b) Did not upload the sample information to the Scottish Cervical Call Recall 

System (“SCCRS”) until approximately 17:49. 

 

2. Had a sample of your work audited between October 2016 and September 2019 

which showed:  

 

a) That you uploaded to the SCCRS system 71 of the 115 patients sampled at least 

an hour after the patient’s appointment. 

 

b) Of the 71 patients referred to in charge 2a, uploaded to the SCCRS system 39 

samples on the following day.   

 

3. Did not adequately record cervical screening consultations. 

 

4. Did not follow the Chronic Heart Disease Monitoring Protocol when taking bloods 

for Patient A on 24 October 2018, in that you did not take FBC and TFT. 

 

5. On 24 October 2018, in relation to Patient B, did not take a TSH sample. 

 

6. On 4 October 2018 left the Practice to commence annual leave, leaving 6 

unopened and/or unactioned import laboratory results in your inbox. 
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7. On 18 October 2018 left the Practice early, leaving Patient I’s laboratory result 

which had been received on 15 October 2018, unopened and unactioned.  

 

8. Kept inadequate records of patient consultations in EMIS. 

 

9. Did not record consultations for the following patients:  

a) On 5 September 2018: 

i. Patient C 

ii. Patient D 

iii. Patient E 

b) On 6 September 2018 

i. Patient F 

ii. Patient G 

 

10. On 17 September 2018, did not adequately record the consultation with Patient H in 

that you: 

a) Recorded O/E wound healing but then noted there were ‘2 smaller ulcers, 

increasing in size’.   

b) Did not record the size of the ‘2 smaller ulcers’. 

c) Did not record the size of the ‘main ulcer’.  

d) Did not adequately describe the ‘2 smaller ulcers’. 

 

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

misconduct. 

  

Consensual Panel Determination 

 

At the outset of this hearing, Ms Mohamed informed the panel that a provisional 

agreement of a Consensual Panel Determination (CPD) had been reached with regard to 

this case between the Nursing and Midwifery Council (NMC) and you.  
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The agreement, which was put before the panel, sets out your full admissions to the facts 

alleged in the charges, that your actions amounted to misconduct, and that your fitness to 

practise is currently impaired by reason of that misconduct. It is further stated in the 

agreement that an appropriate sanction in this case would be a conditions of practice 

order for a period of 12 months. 

 

The panel has considered the provisional CPD agreement reached by the parties.  

 

That provisional CPD agreement reads as follows: 

 

“The Nursing & Midwifery Council and Mrs Aileen Elizabeth Robertson (“Mrs Robertson”), 

PIN 85J0150S (“the Parties”) agree as follows: 

  

1. Mrs Robertson is aware of the CDP hearing. Mrs Robertson intends on attending the 

hearing. Mrs Robertson understands that if the panel wishes to make amendments to 

the provisional agreement that she doesn’t agree with, the panel will reject the CPD 

and refer the matter to a substantive hearing. 

 

The Charges 

 

2. Mrs Robertson admits the following charges: 

 

That you a Registered Nurse, while working at North Glen Medical Practice (the 

“Practice”): 

 

11. On 16 October 2019, having taken 3 (three) cervical smear samples from 3 (three) 

different individuals:   

 

c) Labelled 2 (two) of the samples with the same patient information.   

 

d) Did not upload the sample information to the Scottish Cervical Call Recall 
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System (“SCCRS”) until approximately 17:49. 

 

12. Had a sample of your work audited between October 2016 and September 2019 

which showed:  

 

c) That you uploaded to the SCCRS system 71 of the 115 patients sampled at least 

an hour after the patient’s appointment. 

 

d) Of the 71 patients referred to in charge 2a, uploaded to the SCCRS system 39 

samples on the following day.   

 

13. Did not adequately record cervical screening consultations. 

 

14. Did not follow the Chronic Heart Disease Monitoring Protocol when taking bloods 

for Patient A on 24 October 2018, in that you did not take FBC and TFT. 

 

15. On 24 October 2018, in relation to Patient B, did not take a TSH sample. 

 

16. On 4 October 2018 left the Practice to commence annual leave, leaving 6 

unopened and/or unactioned import laboratory results in your inbox. 

 

17. On 18 October 2018 left the Practice early, leaving Patient I’s laboratory result 

which had been received on 15 October 2018, unopened and unactioned.  

 

18. Kept inadequate records of patient consultations in EMIS. 

 

19. Did not record consultations for the following patients:  

c) On 5 September 2018: 

iv. Patient C 

v. Patient D 

vi. Patient E 
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d) On 6 September 2018 

iii. Patient F 

iv. Patient G 

 

20. On 17 September 2018, did not adequately record the consultation with Patient H in 

that you: 

e) Recorded O/E wound healing but then noted there were ‘2 smaller ulcers, 

increasing in size’.   

f) Did not record the size of the ‘2 smaller ulcers’. 

g) Did not record the size of the ‘main ulcer’.  

h) Did not adequately describe the ‘2 smaller ulcers’. 

 

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

misconduct. 

 

Background 

 

3. Miss Robertson appears on the register of nurses, midwives and nursing associates 

maintained by the NMC as a registered adult nurse and has been a registered nurse 

since 1 September 1999. She became an independent nurse prescriber on 7 February 

2012. 

 

4. On 24 January 2020, the NMC received a referral from North Glen Medical Practice 

(“the Practice”). At the time of the concerns raised in the referral, Mrs Robertson was 

working as a nurse practitioner at the Practice. She commenced employment at the 

Practice on 4 December 2006, and resigned on 16 December 2019, following a local 

investigation by the Practice into concerns about her poor management of cervical 

smear samples.  

 
5. In June 2018 concerns were identified by the Practice with regard to 

incomplete/insufficient clinical records in EMIS and processes not being completed.  It 
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was said that Mrs Robertson was not inputting patients’ information or recording 

consultations into EMIS properly.   

 

6. As a result Mrs Robertson was placed on an Improvement Action Plan which 

commenced on 21 June 2018.   

 
7. Around October 2018 the Practice also became concerned that LAB results were not 

being managed in a timely manner.  On two occasions it was noted that Mrs Robertson 

left emails containing LAB results unopened.  On one occasion Mrs Robertson left an 

important LAB result unopened and did not action it.  As a result the patient required 

antibiotic treatment and was hospitalised with acute pancreatitis. A local investigation 

was conducted and Mrs Robertson was given a written warning.  

 

8. In October 2019 concerns were raised that related to poor management and handling 

of cervical smear samples by Mrs Robertson.     

 
9. Witness statements have been obtained from: 

 

a) Colleague 1 who was, at the material time, the Practice Manager at the Practice 

who conducted a local investigation into concerns surrounding Mrs Robertson’s 

practice.   

b) Person 1, a Senior Biomedical Scientist in the Cytopathology department at NHS 

Fife (at the material time).   At the time of providing their statement to the NMC in 

April 2021 they were still with NHS Fife but were working in the South Labs as a 

point-of-care testing coordinator.   

c) Doctor 1 who was, at the material time, the Senior General Practitioner at the 

Practice.  They had joined the Practice in 2012 

 

10. Mrs Robertson admits to all the charges and accepts that her fitness to practise is 

impaired. This was indicated in her response to the charges form dated 13 April 2022. 

 

Facts relating to Charge 1:  
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On 16 October 2019, having taken 3 (three) cervical smear samples from 3 (three) 

different individuals:   

a) Labelled 2 (two) of the samples with the same patient information.   

b) Did not upload the sample information to the Scottish Cervical Call Recall 

System (“SCCRS”) until approximately 17:49. 

 

11. The Scottish NHS Cervical Screening Programme offers tests to patients with a cervix 

between the ages of 25 and 64. All healthcare professionals who are smear sample 

takers are required to make a Cervical Cytopathology Request (“CCR”), after obtaining 

a cervical cell sample, by uploading patient information to the Scottish Cervical Call 

Recall System (“SCCRS”). 

 

12. On 17 October 2019, the Practice was contacted by Person 1, from the laboratory in 

Kirkcaldy after the staff raised a concern that two of the three samples received were 

duplicated and labelled with the same patient information. Person 1 contacted the 

Practice to ascertain whether the patient had a double cervix which would have 

required two samples to be taken and would have explained the labelling.  Person 1 

initially spoke with another nurse as Mrs Robertson was not in that day, who, on 

checking the system confirmed that the patient did not have two cervixes.  Colleague 1 

was advised of the telephone exchange and contacted Person 1 directly by telephone 

to discuss the events. 

 

13. Person 1 advised Colleague 1 that the three cervical smear samples had been taken 

by Mrs Robertson on 16 October 2019 and on booking the samples onto the system, it 

had been noted that two of the three samples were labelled with the same patient 

information. Colleague 1 confirmed this by checking the booking system. There were 

no other smear samples taken on that day by any other nurse.  

 
14. Person 1 was able to access SCCRS as there is an audit trail which shows what time 

samples are uploaded.  The audit established that the cervical smear samples had 

been uploaded onto the SCCRS system at 17.49 on 16 October 2019 which was 

several hours after they had been taken (at 09:30, 10:20 and 14:30 respectively).This 
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identified another issue as the samples should have been uploaded onto SCCRS in 

real time.  Mrs Robertson should have been uploading them whilst she was with the 

patient and checking their patient information, not at the end of the day. There was no 

known issues prohibiting the upload of patient information to SCCRS in real time on 

that day. 

 
15. As there was no way of identifying which sample belonged to which patient, all three 

samples had to be destroyed. All three patients had to have a repeat smear 

examination, which could only be done after a three month period as repeating the 

smear examination any earlier increases the risk of a misdiagnosis by false abnormal 

result.   

 
16. An investigatory interview was held with Mrs Robertson on 22 October 2019. 

 
17. Colleague 1 advised that Mrs Robertson accepted the labelling mix up and that she 

had evidently made a mistake with the labels.   

 

18. Doctor 1 provided evidence that when taking a cervical smear sample it should be 

labelled with the unique patient identifier at the time it is taken and uploaded to SCCRS 

immediately. This should all have been done in real time whilst Mrs Robertson was 

with the patient.  Doctor 1 further stated that if best practice could not be followed due 

to a system failure, for example if the internet connection was not working, the patient’s 

details should still be added to the ample container before it is left unattended, whether 

by label or handwritten.  As mentioned above, however, no problem with the system 

was identified on 16 October 2019.  

 

Facts relating to Charge 2: 

Had a sample of your work audited between October 2016 and September 2019 

which showed:  

a) That you, uploaded to the SCCRS system, 71 of the 115 patients sampled at 

least an hour after the patient’s appointment. 
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b) Of the 71 patients referred to in charge 2a, uploaded to the SCCRS system 39 

samples on the following day.   

  

19. During the local investigation process into the events relating to Charge 1, Mrs 

Robertson mentioned that all the smear takers at the Practice bulk-uploaded the 

samples at the end of the day. Following this, Colleague 1 asked Person 1 to conduct 

an SCCRS audit for every smear taker in the Practice from March to September 2019. 

The results showed that the other smear takers uploaded their samples in real time, so 

this was only a problem relating to Mrs Robertson. The results also showed that, from 

Mrs Robertson’s uploads, the vast majority were late and some were not uploaded until 

the day after the sample was taken.  

 

20. Colleague 1 looked at twelve patients for Mrs Robertson in that time period and eight 

of the twelve were not uploaded until the following day. From there, Colleague 1 looked 

at Mrs Robertson’s work load to check she had not been overloaded with work and that 

she was being given sufficient time to complete the processes.  It was identified that 

there were clear gaps in her day giving her ample time to upload the samples in real 

time, which is best practice.  

 
21. As a result of the first audit, the Practice decided to take the investigation much further 

back. Person 1 conducted a second audit going back three years from October 2016 to 

September 2019. Out of 115 patients who had their samples taken by Mrs Robertson, 

71 had a delay of at least an hour before being uploaded to SCCRS, of which 39 had 

not been uploaded until the following day. This showed a long history of poor practice 

by Mrs Robertson.  

 

Facts relating to Charge 3: 

Did not adequately record cervical screening consultations. 

 

22. As part of the investigation into the labelling of the cervical smear samples at Charge 1 

above, Colleague 1 conducted checks on Mrs Robertson’s documentation of the entire 

cervical screening consultation as recorded in the patient’s records. Mrs Robertson’s 
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records were found to be brief and didn’t go into full detail as outlined in the Practice 

handbook which states: “Document the consultation in the patient’s records. The 

following points should be recorded as a minimum: • consent was formally obtained • 

cervix was fully visualised • date sample taken and by whom, clinical details (e.g. 

unusual appearances) • details of additional sampler, if used (N.B, this only applies to 

colposcopy)”.  

 

23. Mrs Robertson’s records provided very brief details. Colleague 1 provided evidence of 

consultations recorded by Mrs Roberson where cervical smear tests had been taken 

but where there is no evidence recorded of the cervix being examined or the 

transitional zone being seen.  

 

Facts relating to Charge 4: 

Did not follow the Chronic Heart Disease Monitoring Protocol when taking bloods 

for Patient A on 24 October 2018, in that you did not take FBC and TFT. 

 

24. On 24 October 2018, Colleague 1 met with Mrs Robertson as part of her improvement 

action plan. During this meeting, telephone monitoring was discussed with copies of all 

monitoring forms supplied to Mrs Robertson. Colleague 1 also looked at general EMIS 

recording of two patients that had attended that morning. 

 

25. Patient A was due to have bloods taken as part of a chronic heart disease (“CHD”) 

review. 

 

26. Mrs Robertson advised that the bloods tests taken and recorded in the consultation 

were Glucose, Liver Function Test, and Urea and Electrolytes. It would be expected 

that a full blood count (“FBC”) and thyroid function tests (“TFT”) be taken in line with 

CHD monitoring. When Mrs Robertson was asked about this during the investigatory 

interview, she advised that she took hypertension bloods only as this was what was 

requested. The medical notes and diary entry clearly indicated that a CHD monitoring 
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letter has been sent. Mrs Robertson stated that the template for hypertension does not 

include FBC and TFT. This patient was clearly at the Practice for CHD review.  

 
27. Colleague 1 confirmed that all staff involved in the taking of bloods are aware that 

some templates require to have FBC and TFT added additionally and those blood tests 

should be incorporated into any CHD bloods taken. A notice is displayed in all 

treatment rooms advising what tests are required.  

 

Facts relating to Charge 5: 

On 24 October 2018, in relation to Patient B, did not take a TSH sample. 

 

28. Patient B was scheduled to have bloods taken and a request was made for both 

glucose and thyroid stimulating hormone (“TSH”) to be repeated. The consultation 

records only glucose being sampled. When questioned about this, Mrs Robertson 

advised that the request was only to complete a glucose sample and that TSH cannot 

be re-tested within a 28 day window. However, the patient notes entered by a GP at 

the Practice clearly recorded a repeat request for glucose and TSH as the results had 

previously shown an abnormal result.  

 

Facts relating to Charge 6: 

On 4 October 2018 left the Practice to commence annual leave, leaving 6 unopened 

and/or unactioned import laboratory results in your inbox. 

 

29. Laboratory results are returned at three different times of the day, 7am, 3pm and 7pm. 

The aim is that all results will have been looked at within 24 hours of being received. 

Whilst this doesn’t always happen as sometimes they come in when someone is off, 

the maximum time they should be left unopened in 48 hours. 

  

30. In general, the protocol for the Practice was that nurses’ import lab inbox should be 

checked every day. It is clear that Mrs Robertson was aware of this process as she 

signed a document stating that she had read the import labs protocol. 
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31. On 4 October 2018, Mrs Robertson left the Practice at approximately 13:30 to attend 

Balfarg Care Home to administer flu vaccinations to the residents prior to terminating 

duty at 14:30 as normal. Mrs Robertson was then scheduled to commence annual 

leave.  

 
32. At 15:30 that same day, during a routine check of all staff import labs, it was identified 

that several results appeared to be still sitting within Mrs Robertson’s inbox, some of 

which remained unopened and not actioned for several days prior to her starting 

annual leave. Six results were unopened that had been received between 29 

September and 3 October 2018. It would have been expected that import labs would 

be checked and cleared prior to terminating duty.  

 
33. Colleague 1 went back and looked at Mrs Robertson’s work pattern and schedule as 

against when the import labs came through to check that Mrs Roberson was at work 

and whether she had been afforded enough time to deal with the results as part of her 

workload.  Mrs Robertson’s appointments between 1 and 4 October 2018 were looked 

at and it was clear there was ample time for Mrs Robertson to go in and action the 

results. This showed that Mrs Robertson had left for a period of annual leave knowing 

there were lab results that would sit there until she returned, as she had not alerted 

Colleague 1 of them. 

 

Facts relating to Charge 7: 

On 18 October 2018 left the Practice early, leaving Patient I’s laboratory result which 

had been received on 15 October 2018, unopened and unactioned. 

 

34.  On 18 October 2018, Mrs Robertson requested to take 30 minutes time back and 

finish at 14:00 that day. Colleague 1 agreed on the basis that Mrs Robertson confirmed 

that she had completed all her duties and all her patients were dealt with.  

 
35. When Colleague 1 conducted a check at 14:47 on the same day it showed that there 

was a pending import lab result that had been received on 15 October 2018 at 15:00 

that had not been opened or actioned. 15 October 2018 was a working day for Mrs 
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Robertson; however the result had been received late in the afternoon. Expectation 

therefore would be that this result would be dealt with by close of business on 16 

October 2018. Colleague 1 looked at Mrs Robertson’s appointments and workload 

between 16 and 18 October 2018 which showed Mrs Robertson had enough time to 

check her import labs. 

 
36. This lab result turned out to be an import lab showing that Patient I had a urine 

infection.  This resulted in a direct delay to a patient’s care as they would have been 

prescribed antibiotics as well as meaning that another member of the Practice team 

had to deal with it.  Patient I was admitted to hospital for acute pancreatitis.  It was not 

the urine infection that was stated as the cause of admission but there was a risk it was 

contributory.  If Patient I had received the appropriate antibiotics at the time the result 

came back in it is unclear whether he would still have been admitted to hospital or not.   

 

Facts relating to Charge 8: 

Kept inadequate records of patient consultations in EMIS. 

 
37. In June 2018 concerns were identified by the Practice with regards to 

incomplete/insufficient clinical recordings in EMIS. Mrs Robertson was not inputting 

patients’ information or recording consultations into the Egton Medical Information 

Systems (“EMIS”) properly. The records were either very brief of missed entirely. A 

supportive action plan was put in place.   

 

38. Colleague 1 met with Mrs Robertson on 1 August 2018 as part of the improvement 

action plan.  Although some issues remained with EMIS recording, there was 

improvement noted.   

 
39. On 18 September 2018, Colleague 1 met again with Mrs Robertson as part of the 

improvement action plan.  During this meeting, the maintenance/updating of patient 

records in EMIS showed a decline from the month before.  Colleague 1 explained to 

Mrs Robertson the issues with the action of maintenance and updating of patient 

medical records.  Examples were provided where consultations were not properly 
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recorded.  It was explained to Mrs Robertson that it was imperative that any contact 

with a patient was recorded as it is pertinent for patient and staff safety.  It was 

stressed how important it is to ensure patient consultations are comprehensive and 

that contact is recorded where any information, advice or treatment is given to a patient 

including the taking of patient bloods.   

 

Facts relating to Charge 9: 

Did not record consultations for the following patients:  

a) On 5 September 2018: 

i. Patient C 

ii. Patient D 

iii. Patient E 

b) On 6 September 2018: 

i. Patient F 

ii. Patient G 

 

40.  On 5 September 2018, Patient C, Patient D and Patient E were seen by Mrs 

Robertson for bloods. However, Mrs Robertson failed to record that any consultation 

took place.  

 

41. On 6 September 2018, Patient F and Patient G were seen by Mrs Robertson for 

bloods. However, Mrs Robertson failed to record that any consultation took place. 

 

42.  The evidence shows that the patients were seen by Mrs Roberson as the patients are 

clearly marked as being in the Practice on EMIS with Mrs Robertson, however no 

details of the consultations were recorded. 

 

Facts relating to Charge 10: 

On 17 September 2018, did not adequately record the consultation with Patient H in 

that you: 
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a) Recorded O/E wound healing but then noted there were ‘2 smaller ulcers, 

increasing in size’.   

b) Did not record the size of the ‘2 smaller ulcers’. 

c) Did not record the size of the ‘main ulcer’.  

d) Did not adequately describe the ‘2 smaller ulcers’. 

 

43. On 17 September 2018, Mrs Robertson had a consultation with Patient H. Mrs 

Robertson recorded the consultation:  

‘(Review) Problem’  ‘O/E – wound healing’ – 

Examination: main ulcer, wound bed remains slough. Acticool applied  

Comment lower leg ulcers, 2 smaller ulcers, increasing in size, dressings applied, 

review Wednesday, advised increased walking, increased elevation, waiting on 

ninewells OPD appt’.  

 

44. An interview was conducted with Mrs Robertson on 15 November 2018.  Doctor 2 was 

present and asked Mrs Robertson what ‘O/E’ stood for. Mrs Robertson replied initially 

that she did not know. Doctor 2 advised her that it was ‘on examination’. Doctor 2 

asked why the wound was coded as healing, when the consultation records that there 

are ‘2 smaller ulcers, increasing in size’? Mrs Robertson advised that she routinely 

used this code for wounds. 

 

45. Doctor 2 raised the importance of thorough and accurate consultation recording with 

Mrs Robertson and examples were provided of other wound consultations recorded by 

other nurse practitioners for the same patient.  

 

46. The wound management process is as follows: examine the wound; assess whether 

the wound has increased in size; determine if the wound is giving off a foul smell; 

examine for discharge; question the patient as to pain. The nurse should record the 

size and border of the wound as well as a comprehensive description of the wound and 

its colour.  Mrs Robertson’s record of the consultation of 17 September suggests that 

wound management practice was not followed. 
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47. Doctor 1 in their witness statement provided an explanation of the importance of good 

record keeping with regards wound management: 

The seriousness and risk to patient safety of having incomplete information on 

patient records, I suppose is two-fold. Firstly, it can impair the patients confidence 

in the practice; if were having to ask the patient what we’ve done the last time, this 

doesn’t look particularly good. If it’s a different clinician seeing the patient, if nothing 

has been documented then we then have to rely on what the patient says as to 

what’s been done the last time. This is not a professional approach to be relying on. 

For example if the patient has a wound we then need to rely on what they tell us 

whether the wound looks better or worse and what treatment they have already 

received for it. Secondly, if we can’t actually have some idea on an objective basis 

taking the example of a wound, whether the wound is enlarging or improving then 

again, it’s difficult to make the right, clinical decisions as to how to manage the 

wound. So there would be a big difference for the patient and the treatment needed 

between someone whose wound is now double the size it was, compared to 

whether it was stable and improving. If that information about the size, the smell, 

any discharge is not written down then it is very difficult to make that judgement call 

for the patient you are seeing, whether a change in the management is needed. 

This could therefore cause quite a bit of harm on the patient. 

 

Misconduct  

 

48. Mrs Robertson admits that the facts at charges 1 - 10 amount to misconduct and that 

her actions/inaction fell significantly short of the standards expected of a registered 

nurse  

 

49. The comments of Lord Clyde in Roylance v General Medical Council [1999] UKPC 

16 may provide some assistance when seeking to define misconduct: 

 

‘[331B-E] Misconduct is a word of general effect, involving some act or omission 

which falls short of what would be proper in the circumstances. The standard of 
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propriety may often be found by reference to the rules and standards ordinarily 

required to be followed by a [nurse] practitioner in the particular circumstances’. 

 

50. As may the comments of Jackson J in Calheam v GMC [2007] EWHC 2606 (Admin) 

and Collins J in Nandi v General Medical Council [2004] EWHC 2317 (Admin): 

 

‘[Misconduct] connotes a serious breach which indicates that the doctor’s (nurse’s) 

fitness to practise is impaired’ 

 

And 

 

‘The adjective “serious” must be given its proper weight, and in other contexts there 

has been reference to conduct which would be regarded as deplorable by fellow 

practitioner’. 

 

 

51. Mrs Robertson’s misconduct is serious and falls short of what is expected of a 

registered nurse. The misconduct is a serious departure from expected standards, and 

is likely to cause risk to patients and risk to the reputation of the profession in the future 

if not addressed. 

 

52. At the relevant time, Mrs Robertson was subject to the provisions of The Code: 

Professional standards of practice and behaviour for nurses and midwives (2015) (“the 

Code”). The Parties agree that the following provisions of the Code have been 

breached in this case; 

 

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 
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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 

10.3 complete records accurately and without any falsification, taking immediate and 

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

requirements 

10.6 collect, treat and store all data and research findings appropriately 

 

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 

 

20 Uphold the reputation of your profession at all times 

To achieve this, you must: 

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

20.2 act with honesty and integrity at all times, treating people fairly and without 

discrimination, bullying or harassment 

20.4 keep to the laws of the country in which you are practising 

 

53. It is accepted that not every breach of the Code will result in a finding of misconduct, 

however Mrs Robertson accepts that the failings set out above are a serious departure 

from the professional standards and behaviour expected of a registered nurse.  Mrs 

Robertson acknowledges that her conduct presented a risk of harm to the patients she 

was tasked with caring for.  
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54. The parties agree that the regulatory concerns covered by the charges can be 

summarised as: 1) poor record keeping; 2) causing delays to patient care/risking 

patient safety by reason of your poor timeliness.   

 
55. The parties agree that accurate record keeping is a fundamental nursing skill integral 

to promoting safety and continuity of care for patients and is a vital part of effective 

communication in nursing.  Where records are not kept or are inadequate medical 

practitioners may have to rely on the patient to inform them of what happened at a 

previous appointment.  This risks the patient forgetting something of importance while 

reflecting poorly on the profession.  Medical records should always contain enough 

information to enable another clinician to easily take over the patient’s care and 

understand the possible diagnosis, investigations and treatment recommended or 

provided.   This minimises the risk to patients as it promotes continuity of effective 

care. 

 
56. As above the accurate labelling of samples for laboratory investigation is vital to ensure 

patients receive the correct results and by extension the correct care.  As happened in 

this case, the incorrect labelling of the smear samples resulted in the samples having 

to be destroyed and the patients contacted to re-arrange re-testing for at least 3 

months hence.  There was also the potential for misdiagnosis in that the patients could 

have received the wrong results for the smear tests, which could be detrimental.  For 

example, if two people are tested and their samples got mixed up then they may 

receive the wrong test results.  One could get a result that their smear is fine when it is 

in fact abnormal.  They would then be advised they are low grade with a 3 or 5 year 

recall and think everything is ok when in fact they should be retested in a year to c 

heck if there is a possibility of pre-cancerous cells.  In reverse the person who in fact 

should have received a clear result would be informed of potential abnormalities and 

be facing earlier testing and the associated worry and anxiety this presents.   

 
57. While there was no known harm in this case, a delay to cervical smear samples being 

analysed could have resulted in an abnormality going undetected for a further 3 

months.    
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58. With regards the delay to lab results being actioned by Mrs Robertson, the parties 

agree this amounts to misconduct as the risk to patients was that they did not receive 

the medication or care they required as a consequence of the test results.   

 

Impairment 

 

59. The parties agree that Miss Robertson’s fitness to practise is currently impaired by 

reason of her misconduct.  

 

60. 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 and therefore it is imperative that nurses make 

sure that their conduct at all times justifies both their patients’ and the public’s trust in 

them and in their profession.  

 

61. In relation to impairment, the parties have considered the factors outlined by Dame 

Janet Smith in the Fifth Shipman Report and approved by Cox J in the case of CHRE v 

Grant & NMC [2011] EWHC 927 (Admin) (“Grant”).  A summary is set out in the case 

at paragraph 76 in the following terms: 

“Do our findings of fact in respect of the doctor’s misconduct, deficient professional 

performance, adverse health, conviction, caution or determination show that his/her 

fitness to practise is impaired in the sense that s/he: 

 

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

patients at unwarranted risk of harm; and/or 

b. has in the past brought and/or is liable in the future to bring the medical profession 

into disrepute; and/or 

c. has in the past breached and/or is liable in the future to breach one of the 

fundamental tenets of the medical profession; and/or 

d. has in the past acted dishonestly and/or is liable to act dishonestly in the future.” 
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62.  The panel should also consider the comments of Cox J in Grant at paragraph 101: 

 

“The Committee should therefore have asked themselves not only whether the 

Registrant continued to present a risk to members of the public, but whether the need 

to uphold proper professional standards and public confidence in the Registrant and in 

the profession would be undermined if a finding of impairment of fitness to practise 

were not made in the circumstances of this case.” 

 

63. The Parties agree that limbs a, b and c, as identified in the above case, are engaged. 

Dealing with each limb in turn:  

 

Public Protection 

 

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 

 

64. The Parties agree that Mrs Robertson is liable in the future to put patients at 

unwarranted risk of harm. 

 

65. In regards to the incident that took place on 16 October 2019, there was the potential 

for psychological harm to the individuals involved who would have to go through the 

cervical smear procedure again.  If the mistakes had not been picked up by the lab, a 

cervical cancer could have potentially been missed until it was symptomatic at which 

time it is often too late to treat.  

    

66. Furthermore, failing to record consultations means that the Practice then has to rely 

solely on what the patient says happened at the last appointment. This is not a 

professional approach to be relying on. For example, if the patient has a wound then it 

would be up to the patient to advise on whether the wound looks better or worse and 

what treatment they have already received for it. This could result in patient harm if 

incorrect information is provided.   
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67. In addition to above, there was a direct impact to safety and care in relation to Patient 

I, where Mrs Robertson left a lab result unopened and not actioned and the patient in 

question required antibiotic treatment and ended up in hospital with acute pancreatitis 

requiring antibiotics. This result had come directly to Mrs Robertson and only came to 

light when he had been admitted to hospital as an emergency admission and 

discharged. The Practice then realised there was an outstanding urine result that 

hadn’t been dealt with prior to him going into hospital. Had Patient I received the 

appropriate antibiotics at the time the result came back it is unclear whether he would 

still have had been admitted to hospital as an emergency or not.  

 

Public Interest 

 

Has in the past brought and/or is liable in the future to bring the medical profession into 

disrepute 

 

68. Registered professionals occupy a position of trust in society. Mrs Robertson’s actions 

have impaired patient confidence in the Practice and potentially the nursing profession. 

The public, quite rightly, expects nurses to provide safe and effective care, and 

conduct themselves in ways that promotes trust. Mrs Robertson’s actions/inactions 

could cause patients and members of the public to be concerned about their safety and 

feel unnecessarily anxious about their healthcare treatment. This, the Parties agree, 

could result in patients, and members of the public, feeling deterred from seeking 

medical assistance when they should. Therefore, it is agreed that Mrs Robertson’s 

conduct has brought the profession into disrepute and that she has breached the trust 

placed in her. 

 

Has in the past breached and/or is liable in the future to breach one of the fundamental 

tenets of the medical profession 

 

69. The Code divides its guidance for nurses in to four categories which it can be 

considered are representative of the fundamental principles of nursing care. These are: 
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a) Prioritise people; 

b) Practice effectively; 

c) Preserve safety and 

d) Promote professionalism and trust 

 

70. The Parties have set out above the relevant sections of the Code they agree have 

been breached in this case.  As such the Parties agree that Mrs Robertson has 

breached fundamental tenets of practice. 

 

Remediation, reflection, training, insight, remorse 

 

71. In Cohen v GMC [2007] EWHC 581 (Admin), the Court set out three matters which it 

described as being ‘highly relevant’ to the determination of the question of current 

impairment: 

 

a) Whether the conduct that led to the charge(s) is easily remediable; 

b) Whether it has been remedied; 

c) Whether it is highly unlikely to be repeated. 

 

72. The Parties agree that the regulatory concerns identified in this case are remediable.  

 

73. The NMC has been provided with a reflective statement from Mrs Robertson, which is 

shown as Appendix 1. 

 

74. Mrs Robertson has demonstrated some insight. It is noted in their reflective statement 

that they accept that ‘did not enter 3 patient’s smear details into SCCRS electronic 

programme in real time or in a timely acceptable manner’ (Charge 1b). 

 

75. Mrs Robertson advised in her statement that her ‘role for this weekly session involved 

all usual treatment room work & smear taking. I worked alone & was fully responsible 
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for the afternoon session’s work related tasks. The outcome of that particular afternoon 

session was 2 patients smear pots were sent to the laboratory with same 

name/address/DOB detailed label attached. Therefore the 3 patients had to be recalled 

for another smear 3 months later as there was no safe & guaranteed way to determine 

whose smear pot belonged to which exact patient.’ (Charge 1a).  

 

76. Mrs Robertson continues to state that she feels ‘regret, guilt & shame that due to my 

bad practice that some women might be decide not have their smear &/or any other 

investigations or treatment. I feel great relief that after these 3 patients have been 

recalled & their smear repeated that it was a satisfactory clinical outcome although I 

am remorseful that these 3 patients had to be recalled due to a failing on my part.’ 

 

77. Mrs Robertson also offers context into how the events relating to Charge 1 came about 

advising that ‘At end of session or when time allowed I would have reopened the 1st 

patients general records, entering the patient’s details into SCCRS programme & 

request a SCCRS pre printed label & removed previous general label & attached the 

specific SCCRS label checking both labels had same details printed on them, when I 

was satisfied that this was correct, I bagged smear pot & sealed ready for uplift to the 

laboratory. The smear pots & labelling for 2nd & 3rd patients I can only assume this is 

what happened.’ 

 

78. The Parties agree that Mrs Robertson has reflected on the events relating to Charge 1 

as Mrs Robertson has considered the impact that her conduct has on the three 

patients, her nursing colleagues and the nursing professional. Mrs Robertson has also 

acknowledged what she should have done in these circumstances. She has also 

advised that she is no longer a smear taker in her new position as a triage nurse within 

general practice.  As such she has not been in a position to practically remediate the 

concerns with smear taking and the associated record keeping and so continues to 

present a risk of repetition.   
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79. However, Mrs Robertson has failed to show insight or remediation into Charges 2 – 10. 

Whilst Mrs Robertson has demonstrated some insight by way of her full acceptance of 

the charges and that her fitness to practise is currently impaired by reason of 

misconduct, she has not acknowledged the impact her actions in Charges 2 – 10 had 

on patients, the public and her fellow colleagues. Further, Mrs Robertson has not 

identified relevant training or shown remorse towards her actions.  

 

80. The NMC has received references from two employers of Mrs Robertson who both 

report that Mrs Robertson has being working without incident.  It is confirmed that in 

her role as a triage nurse she does not carry out cervical smear tests.  Neither have 

raised any concerns about Mrs Robertson’s record keeping however the references 

are not recent and so do not provide an up-to-date picture of Mrs Robertson’s practice 

since the events which led to these proceedings.    

 

81.   The first reference at Appendix 2 is dated 6 February 2020 and comes from Ms 1, 

following Mrs Robertson commencing work there on 13 January 2020 (approximately 3 

weeks into her role).  The second, which provides Ms 1’s answers to specific NMC 

questions, is dated 25 August 2020, so approximately 7 months after commencing the 

role.  Ms 1 notes that Mrs Robertson’s job at this time is: 

 

“Aileen provides triage especially during the pandemic, Aileen has not seen many 

patients as the practice are currently doing video consultations etc so Aileen has 

been working more triaging all calls to the practice and providing patients with 

advice and medication as and when required. We have no concerns whatsoever of 

her ability and on reflection with Aileen she is fitting in very well with the team and 

works hard to ensure all work is up to date and completed accordingly.” 

 

82. Ms 1 concludes: 

“We have had no issues with Aileen over the last 6 months and there has been no 

complaints towards Aileen work from either clinicians, staff or patients. However 

this is on the basis we have been doing triage since March this year so its under 
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unprecedented times and daily things change within the practice. We have no 

concerns.” 

 

83. Ms 2, Lead Nurse Urgent Care Service Fife, responded to the NMC’s enquiries and 

can be found at Appendix 3.   At the time of Ms 2’s responses in February 2020 Mrs 

Robertson was working 1 shift of 6 hours per 4 weeks and there was ‘no record of any 

concerns in relation to record keeping within her personal file’.   

 

84. An updated reference from Mrs Robertson’s current employer has not been provided.  

Given the lack of information/references covering the period August 2020 to date 

together with no evidence of insight for charges 2-10 or training/practical remediation 

for charges 1-10 there remains a risk of repetition.    

 

85. In Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery 

Council (2) Grant [2011] EWHC 927 (Admin) at paragraph 74 Cox J commented that: 

 

“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.” 

 

86. Based on the above paragraphs, the Parties also agree that a reasonable and fully 

informed member of the public would expect a finding of impairment to follow and 

would be concerned if a nurse was not found impaired due to the concerns raised. Any 

other outcome would undermine confidence in the profession and in its regulator and 

therefore a finding of current impairment is also necessary on grounds of public 

interest. 

 

87. It is agreed that the misconduct in this case is so serious a finding of impairment on the 

basis of public interest is required. Such a public declaration would go some way 

https://www.bailii.org/ew/cases/EWHC/Admin/2011/927.html
https://www.bailii.org/ew/cases/EWHC/Admin/2011/927.html
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towards repairing the damage to the reputation of the profession caused by the 

misconduct by declaring that the misconduct was wholly unacceptable. 

 

88. The Parties agree that Mrs Robertson’s fitness to practice is impaired on public 

protection and public interest grounds. 

 

Sanction 

 

89. In accordance with Article 3(4) of the Nursing and Midwifery Order the overarching 

objective of the NMC is the protection of the public. 

 

90. Article 3(4A) of The Nursing and Midwifery Order 2001 states:- 

 

The pursuit by the Council of its over-arching objective involves the pursuit of the 

following objectives- 

 

(a) to protect, promote and maintain the health, safety and well-being of the public; 

(b) to promote and maintain public confidence in the professions regulated under 

this Order; and 

(c) to promote and maintain proper professional standards and conduct for 

members of those professions. 

 

91. Whilst sanction is a matter for the panel’s independent professional judgement, the 

Parties agree that the appropriate sanction in this case is a conditions of practice order 

for 12 month. A conditions of practice order is the most appropriate and proportionate 

sanction which properly reflects the seriousness of the misconduct. 

 

92. In reaching this agreement, the parties considered the NMC’s Sanctions Guidance 

(“the Guidance”), bearing in mind that it provides guidance and not firm rules. The 

panel will be aware that the purpose of sanctions is not to be punitive but to protect the 

public and public interest. The panel should take into account the principle of 

proportionality and it is submitted that the proposed sanction is a proportionate one 
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that balances the risk to public protection and the public interest with Mrs Robertson’s 

interests. 

 

93. The aggravating features in this case have been identified as follows: 

 

a) Issues continued after action and support plans, specifically around record keeping 

b) Limited insight shown into the regulatory concerns covered by Charges 2-10 

 

94. The mitigating features of this case have been identified as follows: 

 

a) Mrs Robertson has been working without any incidents since leaving the Practice. 

 

95. With regards to the sanctions guidance the following aspects have led the Parties to 

conclude that a Conditions of Practice Order is appropriate and proportionate. Taking 

the sanctions in  ascending order starting with the least restrictive : 

 

a) No further action - It is submitted that taking no action would not be appropriate in 

this case. NMC guidance states that taking no action will be rare at the sanction 

stage and this would not be suitable where the nurse presents a continuing risk to 

patients. In this case, the seriousness of the misconduct and the ongoing risk 

means that taking no action would not be appropriate.  

 

b) Caution order - A caution order is the least restrictive sanction which will only be 

suitable where the nurse presents no risk to the public. Again, given the concerns 

highlighted in this agreement, a caution order would not be an appropriate 

outcome. 

 

c) Conditions of Practice Order - With regard to a conditions of practice order, the 

concerns in this case relate to clinical failings. A conditions of practice order should 

only be in place where it is proportionate and sufficient to manage any risk to 

patient safety. It is submitted that a conditions of practice order would adequately 
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address the current risks to public protection in this case.  12 months would allow 

Mrs Robertson to evidence further training and an extended period of progress 

within her nursing ability.  

 

d) Suspension Order – The Parties considered whether a suspension order would be 

appropriate in this case. The Guidance suggests that temporary removal may be 

appropriate where a risk to patient safety is. Since the incidents occurred at the 

Practice, Mrs Robertson has continued practicing as a nurse elsewhere and there 

has been no further incident. Any potential risk to patients going forward can be 

sufficiently mitigated by appropriate conditions of practice. 

 

e) Striking-Off Order - The Parties agree that a striking-off order would 

disproportionate in these circumstances. The misconduct is not so serious to 

warrant Mrs Robertson being unable to practise as a nurse in the future.  

 

96. The Parties agree that workable and appropriate conditions can be formulated to 

address the identified risks in this case. 

 

Proposed Conditions of Practice Order 

 

97. The following conditions are proposed: 

 

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

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

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

midwifery or nursing associates. 

 

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

a. Telling your case officer within seven days of accepting or leaving any employment. 

b. Giving your case officer your employer’s contact details. 
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2. You must keep us informed about anywhere you are studying by: 

a. Telling your case officer within seven days of accepting any course of study. 

b. Giving your case officer the name and contact details of the organisation offering 

that course of study. 

 

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

a. Any organisation or person you work for. 

b. Any agency you apply to or are registered with for work. 

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

d. Any establishment you apply to (at the time of application), or with which you are 

already enrolled, for a course of study. 

e. Any current or prospective patients or clients you intend to see or care for when you 

are working independently 

 

4. 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. 

 

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

performance, your compliance with and / or progress under these conditions with: 

a. Any current or future employer. 

b. Any educational establishment. 

c. Any other person(s) involved in your retraining and/or supervision required by these 

conditions. 

 

6. At any time that you are employed or otherwise providing nursing services to the 

public, you must place yourself and remain under the supervision of a workplace line 

manager, mentor or supervisor nominated by your employer, such supervision to 

consist of: 
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a. When working in a role which requires you to conduct a cervical smear examination, 

direct supervision from a senior (Band 7 or equivalent) nurse, until signed off as 

competent. The assessment of your competence should consist of theoretical and 

practical components and include signed off from a senior (Band 7 or equivalent) 

nurse; 

b. When working in any other nursing capacity, working at all times on the same shift 

as, but not necessarily under the direct observation of, a registered nurse who is 

physically present in or on the same ward, unit, floor, general practice or home that you 

are working in or on. 

 

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

deputy) to create a personal development plan designed to address the concerns 

about the following areas of your practice: 

a. Conducting cervical smear samples, 

b. Recording keeping, 

c. Wound management 

d .Dealing with / escalating issues. 

 

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

deputy) at least once every month to discuss the standard of your performance and 

your progress towards achieving the aims set out in your personal development plan. 

 

9. You must forward to the NMC a copy of your personal development plan within 28 

days of the date on which these conditions become effective or the date on which you 

take up an appointment. 

 

10. You must send a report from your line manager, mentor or supervisor (or their 

nominated deputy) setting out the standard of your performance and your progress 

towards achieving the aims set out in your personal development plan at least 14 days 

prior to a review hearing.   
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11. You must allow the NMC to exchange, as necessary, information about the 

standard of your performance and your progress towards achieving the aims set out in 

your personal development plan with your line manager, mentor or supervisor (or their 

nominated deputy) and any other person who is or will be involved in your retraining 

and supervision with any employer, prospective employer and at any educational 

establishment. 

 

12. You will send your case officer evidence that you have successfully completed the 

following training within 28 days of the date of which these conditions become effective 

or the date on which you take up an appointment: 

a) Record keeping 

b) Wound management  

 

Interim order 

98. Given that the Parties agree that there is a risk that patients would be placed at an 

unwarranted risk of harm and the public interest would be engaged should the 

Registrant be permitted to practise without any restrictions, the Parties agree that an 

interim order is necessary in this case as the substantive order will not take effect for 

28 days.   

 

99. It is agreed that the likelihood of the Registrant appealing this determination is remote, 

given it has been reached by agreement.  Furthermore the public would not expect a 

nurse who had admitted the conduct which is the subject of these charges to frustrate 

the process they have engaged in, and the sanction they have agreed to, by appealing 

the order.  

 

100. However, to ensure that the risk is appropriately managed the Parties agree that an 

interim Conditions of Practice Order in the same terms as the substantive order, for a 

period of 18 months, is necessary on the grounds of public protection and it otherwise 

being in the public interest.   
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101. In the likely event that no appeal is made the interim order will fall away once the 

28-day appeal period has elapsed and the substantive order has taken effect.  

 

Appendices 

102. The following appendixes have been referred to in this agreement: 

a) Appendix 1 – Reflective statement 

b) Appendix 2 – Emails from Ms 1 of Airlie Medical Practice including employment 

reference dated 6 February 2020 including email dated 25 August 2020 providing 

answers to NMC questions.  

c) Appendix 3 – Emails from Ms 2, Urgent Care Service, providing employment 

information dated 5 and 10 February 2020 and attaching Job Description.  

 

103. The Parties understand that this provisional agreement cannot bind a panel, and 

that the final decision on findings impairment and sanction is a matter for the panel. 

The parties understand that, in the event that a panel does not agree with this 

provisional agreement, the admissions to the charges and the agreed statement of 

facts set out above, may be placed before a differently constituted panel that is 

determining the allegation, provided that it would be relevant and fair to do so.” 

 

Here ends the provisional CPD agreement between the NMC and you. The provisional 

CPD agreement was signed by you and the NMC on 14 June 2022. 

 

Decision and reasons on the CPD 

 

The panel decided to accept the CPD. 

 

The panel heard and accepted the legal assessor’s advice. 

 

Ms Mohamed referred the panel to the ‘NMC Sanctions Guidance’ (SG) and to the ‘NMC’s 

guidance on Consensual Panel Determinations’. She reminded the panel that they could 

accept, amend or outright reject the provisional CPD agreement reached between you and 
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the NMC. Further, the panel should consider whether the provisional CPD agreement 

would be in the public interest. This means that the outcome must ensure an appropriate 

level of public protection, maintain public confidence in the professions and the regulatory 

body, and declare and uphold proper standards of conduct and behaviour.   

 

The panel noted that you admitted the facts of the charges. Accordingly the panel was 

satisfied that the charges are found proved by way of your admissions, as set out in the 

signed provisional CPD agreement.  

 

Decision and reasons on impairment 

 

The panel then went on to consider whether your fitness to practise is currently impaired. 

Whilst acknowledging the agreement between you and the NMC, the panel has exercised 

its own independent judgement in reaching its decision on impairment.  

 

In respect of misconduct the panel determined that your actions fell far below the 

standards expected of a registered nurse. Therefore the panel endorsed paragraphs 48 to 

58 of the provisional CPD agreement in respect of misconduct.  

 

The panel then considered whether your fitness to practise is currently impaired by reason 

of misconduct. The panel determined that your fitness to practise is currently impaired. In 

this respect the panel endorsed paragraphs 59 to 88 of the provisional CPD agreement.   

 

Decision and reasons on sanction 

 

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

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

sanction imposed must be appropriate and proportionate and, although not intended to be 

punitive in its effect, may have such consequences. The panel had careful regard to the 

SG. The decision on sanction is a matter for the panel independently exercising its own 

judgement. 
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The panel took into account the following aggravating features:  

 

 Issues continued after action and support plans, specifically around recordkeeping 

 Limited insight shown into the regulatory concerns covered by Charges 2-10. 

 

The panel also took into account the following mitigating features: 

 

 Mrs Robertson has been working without any incidents since leaving the Practice. 
 

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

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

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

 

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

seriousness of the case, and the public protection and public interest issues identified, an 

order that does not restrict your practice would not be appropriate in the circumstances.  

 

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

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

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

the SG, in particular:  

 

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

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

assessment and/or retraining; 

 No evidence of general incompetence; 

 Potential and willingness to respond positively to retraining; 

 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. The panel accepted 

that you would be willing to comply with conditions of practice. The panel was of the view 

that it was in the public interest that, with appropriate safeguards, you should be able to 

continue to practise as a nurse. 

 

Balancing all of these factors, the panel agreed with the CPD that the appropriate and 

proportionate sanction is that of 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 as you have engaged with the NMC process and have shown insight into your 

failings. 

 

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 agreed with the CPD that the following conditions are appropriate and 

proportionate in this case: 

 

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

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

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

nursing associates.  

 

1) At any time that you are employed or otherwise providing nursing services to the 

public, you must place yourself and remain under the supervision of a workplace line 
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manager, mentor or supervisor nominated by your employer, such supervision to 

consist of: 

a. When working in a role which requires you to conduct a cervical smear examination, 

direct supervision from a senior (Band 7 or equivalent) nurse, until signed off as 

competent. The assessment of your competence should consist of theoretical and 

practical components and include signed off from a senior (Band 7 or equivalent) 

nurse; 

b. When working in any other nursing capacity, working at all times on the same shift 

as, but not necessarily under the direct observation of, a registered nurse who is 

physically present in or on the same ward, unit, floor, general practice or home that you 

are working in or on. 

 

2) You must work with your line manager, mentor or supervisor (or their nominated 

deputy) to create a personal development plan designed to address the concerns about 

the following areas of your practice: 

a. Conducting cervical smear samples, 

b. Recording keeping, 

c. Wound management 

d .Dealing with / escalating issues. 

 

3) You must meet with your line manager, mentor or supervisor (or their nominated 

deputy) at least once every month to discuss the standard of your performance and 

your progress towards achieving the aims set out in your personal development plan. 

 

4) You must forward to the NMC a copy of your personal development plan within 28 

days of the date on which these conditions become effective or the date on which you 

take up an appointment. 

 

5) You must send a report from your line manager, mentor or supervisor (or their 

nominated deputy) setting out the standard of your performance and your progress 



 40 

towards achieving the aims set out in your personal development plan at least 14 days 

prior to a review hearing.   

 

6) You must allow the NMC to exchange, as necessary, information about the standard of 

your performance and your progress towards achieving the aims set out in your 

personal development plan with your line manager, mentor or supervisor (or their 

nominated deputy) and any other person who is or will be involved in your retraining 

and supervision with any employer, prospective employer and at any educational 

establishment. 

 

7) You will send your case officer evidence that you have successfully completed the 

following training within 28 days of the date of which these conditions become effective 

or the date on which you take up an appointment: 

c) Record keeping 

d) Wound management  

 

8) You must keep us informed about anywhere you are working by: 

a. Telling your case officer within seven days of accepting or leaving any employment. 

b. Giving your case officer your employer’s contact details. 

 

9) You must keep us informed about anywhere you are studying by: 

a. Telling your case officer within seven days of accepting any course of study. 

b. Giving your case officer the name and contact details of the organisation offering 

that course of study. 

 

10) You must immediately give a copy of these conditions to: 

a. Any organisation or person you work for. 

b. Any agency you apply to or are registered with for work. 

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

d. Any establishment you apply to (at the time of application), or with which you are 

already enrolled, for a course of study. 
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e. Any current or prospective patients or clients you intend to see or care for when you 

are working independently 

 

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. 

c. Any other person(s) involved in your retraining and/or supervision required by these 

conditions. 

 

The period of this order is for 12 months. 

 

Before the end of the period of the order, 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. 

 

Any future panel reviewing this case would be assisted by: 

 

  Any references or testimonials from your current employer(s). 

 Your attendance at the review hearing  

 Evidence of compliance with the conditions of practice order  

 

This will be confirmed to you in writing. 

 

Decision and reasons on interim order 
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As the conditions of practice order cannot take effect until the end of the 28-day appeal 

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

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

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

interest until the conditions of practice order takes effect. The panel heard and accepted 

the advice of the legal assessor.  

 

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 agreed with the CPD that an interim conditions of practice order would be 

appropriate and proportionate in this case. The panel therefore imposed an interim 

conditions of practice order for a period of 18 months. 

 

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

order. 

 

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. 


