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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Meeting 

22 August 2018 

Nursing and Midwifery Council, 2 Stratford Place, Montfichet Road, London, E20 1EJ 
 

Name of registrant: Majid Mouratsing 
 
NMC PIN:  76I3190E 
 
Part(s) of the register: RN6, Registered Nurse  

 Learning Disabilities – November 1979 

 
Area of Registered Address: England 
  
Type of Case: Misconduct 
 
Panel Members: Emma Boothroyd (Chair, Lay member) 

Alister Campbell (Registrant member) 

Robert Cawley (Lay member) 

 
Legal Assessor: John Bromley-Davenport  
 
Panel Secretary: Caroline Pringle 
 
Facts proved: 2, 3, 4(i), 4(ii), 5(i), 5(ii), 6, 7, 8 and 9 
 
Facts not proved: 1 
 
Fitness to practise: Impaired 
 
Sanction: Striking-off order 
 
Interim Order: Interim suspension order (18 months) 
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Details of charge 

 

That you, a Registered Nurse  

 

While working as Nurse in Charge on the night shift of 24/25 August 2017 at the Priory 

Hospital: 

 

1. Failed to ensure that Patient A was appropriately observed and supervised 

during a cigarette break at 10pm  

[Found NOT proved] 

 

2. Failed to ensure that observation checks were carried out for Patient A 

[Found proved] 

 

3. Failed to ascertain that Patient A had absconded 

[Found proved] 

 

4. Recorded on the observation chart that you had observed Patient A to be asleep 

and breathing when you had not, at: 

i) 0101 and/or  [Found proved] 

ii) 0133 [Found proved] 

 

5. Directed Colleague A: 

i) Not to open the doors to Patients’ Rooms and/or enter Patients 

rooms to carry out observation checks. [Found proved] 

ii) To write ‘sleeping/breathing’ on Patients’ observation charts. 

[Found proved] 

 

6. Your actions at 4 i) and/or 4 ii) above were dishonest in that you were 

representing that you had carried out observation checks which you knew you 

had not. 
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[Found proved] 

 

7. Your actions at 5 ii) above were dishonest in that you were directing another to 

represent that they record observations which, as a result of your actions at 5 i) 

above, you believed would not take place.  

[Found proved] 

 

In relation to the night shift you had worked on 24/25 August 2017 at The Priory 

Hospital 

 

8. In a written statement dated 25 August 2017, claimed that Patient A had been 

observed by Colleague A in his room at 7:00 when, as a result of your actions at 

5 i). above, you knew or believed he had not been observed in his room at that 

time. 

[Found proved] 

 

9. Your action at 8 above was dishonest, in that you were representing that Patient 

A had been seen in his room at a time, when you knew or believed that he had 

not been seen in his room at that time.  

[Found proved] 

 

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

misconduct. 
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Decision on proof of service 

The panel considered whether notice of this meeting has been served in accordance 

with the rules. Rules 11A and 34 of the Nursing and Midwifery Council (Fitness to 

Practise) Rules 2004, as amended state: 

 

“11A.(1) Where a meeting is to be held in accordance with rule 10(3), 

the [Fitness to Practise] Committee shall send notice of the meeting to 

the registrant no later than 28 days before the date the meeting is to be 

held. 

 

34.(3) Any other notice or document to be served on a person under 

these Rules may be sent by—  

(a) ordinary post” 

 

The panel accepted the advice of the legal assessor.  

 

It noted that the letter of notice of this substantive meeting was sent to Mr Mouratsing’s 

address on the register by both first class post and recorded delivery on 17 July 2018.  

Royal Mail “Track and Trace” also confirms that notice was delivered to Mr Mouratsing’s 

address on 18 July 2018 and signed for. The panel was satisfied that the notice was 

sent more than 28 days in advance of this meeting. The panel therefore determined that 

notice had been served in accordance with the Rules.  

 

 

Background 

The charges arose while Mr Mouratsing was employed as a staff nurse on the Dove 

Ward at the Priory Hospital (hereafter “the Hospital”). He was considered an 

experienced nurse and was employed at the Hospital from 1 September 2005.  

 

The Hospital is a locked 38 bedded hospital caring for patients with enduring and 

debilitating mental health illnesses. Many patients at the Hospital have complex physical 
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health care needs and all are either detained under the Mental Health Act 1983 or are 

managed through the Deprivation of Liberty Safeguards (DoLS).  

 

Dove Ward is a 15 bedded locked male rehabilitation unit.  

 

At the relevant time, Patient A was detained on Dove Ward under section 3 of the 

Mental Health Act 1983. Patient A was on the Sexual Offenders Register and was at a 

high risk of absconding, having previously absconded during his time at the Hospital. Mr 

Mouratsing knew Patient A well and would have been familiar with his care plans and 

risk level.  

 

During the night shift of 24 August 2017, Mr Mouratsing was on duty as the nurse in 

charge. Also on duty were two healthcare assistants (HCAs). Patient A was allowed out 

into the rear garden of the ward at approximately 22:00 to have a cigarette, along with 

three other patients. The patients should have been accompanied and observed during 

the cigarette break but were left unsupervised in the garden. It was at this point that 

Patient A absconded over the garden fence. 

 

Hospital policy states that patients should be observed at regular intervals during the 

night. This is to ensure both their own safety and that of the public, given that patients 

detained at the Hospital are at high risk of absconding. Documentation completed by Mr 

Mouratsing and the HCAs records that Patient A was checked on sixteen occasions 

between 00:00 and 07:00 the next morning (25 August 2017) and was “asleep and 

breathing” in his bedroom. However, when day staff reported for duty on 25 August 

2017 they discovered at approximately 07:25 that Patient A was not in his room and that 

his bed did not appear to have been slept in overnight.  

 

Patient A was absent for six days, before being found by the emergency services and 

returned to the Hospital on 30 August 2017.  
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It is alleged that Mr Mouratsing failed to ensure that Patient A was appropriately 

observed and supervised during the cigarette break at 22:00 on 24 August 2017. It is 

further alleged that Mr Mouratsing failed to check on Patient A throughout the night shift 

and, having not checked on the patient, dishonestly completed records to create the 

impression that he had done so. It is further alleged that he directed other staff to 

complete records without checking on Patient A, and dishonestly told day duty staff that 

staff had checked on Patient A at 07:00 on 25 August 2017. 

 

 

Decision on the findings on facts and reasons 

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

evidence in this case.  

 

The panel accepted the advice of the legal assessor.  

 

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 the 

facts will be proved if the panel was satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

The panel was provided with written statements from two witnesses:  

 Colleague A – agency healthcare assistant at the Hospital; 

 Mr 2 – Hospital Director and Registered Manager.  

 

The panel was also provided with other documentary evidence which included: 

 copies of Patient A’s risk assessments; 

 Patient A’s observation sheet from 24/25 August 2017; 

 local statements provided by staff on duty on 24/25 August 2017; 

 a copy of Mr 2’s investigation report dated 13 September 2017; and 

 the Hospital’s “Observation and Engagement” policy. 
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In an email to the NMC, dated 12 May 2018, Mr Mouratsing “acknowledge[d] that some 

[of the charges] are true” but did not specify which ones or make any further responses 

to the specific allegations. 

 

The panel therefore considered each charge and made the following findings: 

 

 

Charge 1 

While working as Nurse in Charge on the night shift of 24/25 August 2017 at the 

Priory Hospital: 

 

1. Failed to ensure that Patient A was appropriately observed and supervised 

during a cigarette break at 10pm 

 
This charge is found NOT proved. 

 

In reaching this decision, the panel took into account the evidence of Mr 2 and the notes 

of a local interview with Mr 3, healthcare assistant, which took place on 30 August 2017. 

 

It was apparent from the evidence that Patient A had gone into the garden at 22:00 for a 

cigarette, and that he had been accompanied by Mr 3, not Mr Mouratsing. During an 

interview with Mr 2 on 30 August 2017, Mr 3 confirmed that he had taken Patient A 

(along with three other patients) into the garden and lit their cigarettes. However, he 

then left them to do laundry.  

 

According to Mr 2’s NMC witness statement, Mr Mouratsing was ultimately responsible 

for the care and management of Patient A, as the nurse in charge of the shift. However, 

Mr Mouratsing was also responsible for delegating duties to other staff on the shift. 

According to Mr 2, Mr 3 was an experienced HCA who had worked at the Hospital for 

six years and would have been familiar with Hospital policies as well as Patient A’s 

specific care needs and risks. It was Mr 2’s evidence that it was reasonable and 
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appropriate to delegate the observation and supervision of Patient A in the garden to Mr 

3. 

 

In order to find the charge proved, the panel was aware that it must first be satisfied that 

Mr Mouratsing had a duty to ensure Patient A was supervised appropriately during his 

cigarette break. Although Mr Mouratsing may have been the nurse in charge with an 

overall duty for Patient A’s well-being, the panel accepted Mr 2’s evidence that it was 

appropriate and reasonable for Mr Mouratsing to delegate responsibility for Patient A’s 

supervision during his cigarette break to Mr 3. Having delegated this responsibility to an 

experienced employee Mr Mouratsing had done all that could reasonably be expected 

of him to ensure Patient A was appropriately observed and supervised during his 

cigarette break; this duty then lay with Mr 3. Accordingly, Mr Mouratsing cannot be said 

to have failed in this duty. 

 

Accordingly, charge 1 is found not proved.  

 

 

Charge  

2. Failed to ensure that observation checks were carried out for Patient A 
 
This charge is found proved. 

 

In reaching this decision, the panel had regard to the evidence of Colleague A and Mr 3.  

 

Colleague A was an agency healthcare assistant. Although she had worked at the 

Hospital before, 24 August 2017 was her first shift on Dove Ward. According to her 

NMC witness statement, Mr Mouratsing told Colleague A that all patients on the Ward 

needed to be physically observed during the night but that she should not go inside any 

of the patient’s bedrooms to check on them because they would be asleep. Colleague A 

also stated that she assumed, because she was female and it was a male ward, that 

she had been told this for safety reasons. According to Colleague A, Mr Mouratsing told 

her not to go into any of the patient’s bedrooms, but to write “sleeping/breathing” in the 
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observation sheet, which she did at 15-30 minute intervals. Colleague A also states 

that, at some point during the shift, Mr Mouratsing sat with her in lounge area and 

observed her completing the observation sheet in this way.  

 

Mr 3 also stated in his local interview with Mr 2 on 30 August 2017 that, after the 

patients had returned from the garden, he did not go in to Patient A’s bedroom to check 

on him because he “did not want to disturb him”.  

 

The panel considered that Mr 3’s evidence corroborated Colleague A’s and suggested 

an accepted practice within Dove Ward of completing observation sheets without 

physically checking that patients were, in fact, in their bedrooms.  

 

The panel considered that, as the nurse in charge, Mr Mouratsing had a duty to ensure 

that observation checks were carried out for Patient A and, by telling Colleague A to 

complete the observation sheets without actually going into the patient’s bedrooms, he 

failed in this duty. 

 

Accordingly, charge 2 is found proved.  

 

 

Charge 3 

3. Failed to ascertain that Patient A had absconded 

 

This charge is found proved. 

 

In reaching this decision, the panel had regard to the evidence of Mr 2 and its earlier 

decision in relation to charge 2. 

 

According to Mr 2’s investigation report, Patient A absconded from the Hospital at 

approximately 22:00 on 24 August 2018, when he was left unsupervised in the garden 

during a cigarette break. CCTV shows Patient A leaving the Ward at this time to go into 
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the garden, but he does not return. However, his absence was not noticed until 

approximately 07:25 the next morning when day staff realised that Patient A was not in 

his bedroom. 

 

The panel was satisfied that, as the nurse in charge of the shift, Mr Mouratsing had a 

duty to ensure the safety and well-being of Patient A and, by extension of this, to notice 

if he was absent from the unit. By instructing staff not to go into the patient bedrooms to 

observe them (as established in charge 2), and simply to record them as 

breathing/sleeping on the observation sheet without having seen them, Mr Mouratsing 

failed to identify that Patient A had absconded from the Ward.  

 

Accordingly, charge 3 is found proved.  

 

 

Charge 4 

4. Recorded on the observation chart that you had observed Patient A to be 

asleep and breathing when you had not, at: 

i) 0101 and/or 

ii) 0133 

 

This charge is found proved in its entirety.  

 

The panel had regard to Patient A’s observation chart from 24/25 August 2017. On this 

chart, Mr Mouratsing made entries at 01:01 (charge 4i) and 01:33 (charge 4ii) to confirm 

that he had observed Patient A. He had also written “Asleep and breathing normally”. 

However, Patient A had absconded from the Ward at approximately 22:00 (some three 

hours earlier) and therefore cannot have been asleep in his room at 01:01 and 01:33 

when Mr Mouratsing recorded that he was. 

 

The panel also had regard to its earlier findings in relation to charge 2. It was satisfied 

that, if Mr Mouratsing had instructed Colleague A to document that patients were asleep 
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and breathing without going into their rooms to check, then it was more likely than not 

that this was also his own practice.  

 

The panel was therefore satisfied that Mr Mouratsing recorded on the observation chart 

that he had observed Patient A to be asleep and breathing at 01:01 (charge 4i) and 

01:33 (charge 4ii) when he had not. 

 

Accordingly, charge 4(i) and 4(ii) are found proved.  

 

 

Charge 5 

5. Directed Colleague A: 

i) Not to open the doors to Patients’ Rooms and/or enter Patients 

rooms to carry out observation checks. 

ii) To write ‘sleeping/breathing’ on Patients’ observation charts. 

 

This charge is found proved in its entirety.  

 

In reaching this decision, the panel had regard to its earlier decision in relation to charge 

2, and the same evidence upon which it had found that charge proved.  

 

According to Colleague A’s NMC witness statement, Mr Mouratsing told her that all 

patients on the Ward needed to be physically observed during the night but that she 

should not go inside any of the patient’s bedrooms to check on them because they 

would be asleep. Colleague A also stated that she assumed, because she was female 

and it was a male ward, that she had been told this for safety reasons. According to 

Colleague A, Mr Mouratsing told her not to go into any of the patients’ bedrooms, but to 

write “sleeping/breathing” in the observation sheet, which she did at 15-30 minute 

intervals. Colleague A also states that, at some point during the shift, Mr Mouratsing sat 

with her in lounge area and observed her completing the observation sheet in this way.  
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Mr 3 also stated in his local interview with Mr 2 on 30 August 2017 that, after the 

patients had returned from the garden, he did not go in to Patient A’s bedroom to check 

on him because he “did not want to disturb him”.  

 

The panel considered that Mr 3’s evidence corroborated Colleague A’s and suggested 

an accepted practice within Dove Ward of completing observation sheets without 

physically checking that patient were, in fact, in their bedrooms.  

 

The panel was therefore satisfied that Mr Mouratsing directed Colleague A not to open 

the doors to patients’ rooms or enter the rooms to carry out observation checks (charge 

5i) and to write “sleeping/breathing” on the observation charts (charge 5ii). 

 

Accordingly, charge 5(i) and 5(ii) are found proved.  

 

 

Charge 6 

6. Your actions at 4 i) and/or 4 ii) above were dishonest in that you were 

representing that you had carried out observation checks which you knew 

you had not. 

 

This charge is found proved.  

 

The panel considered the facts found proved in charges 4(i) and 4(ii) and bore in mind 

the test for dishonesty set out in the case of Ivey v Genting Casinos [2017] UKSC 67. 

 

The panel considered that to record in a patient’s notes that they are asleep and 

breathing, when you have not actually observed them at all and therefore do not know 

this to be the case, creates a deliberate false impression and is inherently dishonest 

and would be considered so by reasonable and honest people.  

 



 13 

The panel was therefore satisfied that Mr Mouratsing’s actions at both charges 4(i) and 

4(ii) were dishonest. 

 

Accordingly, charge 6 is found proved.   

 

 

Charge 7 

7. Your actions at 5 ii) above were dishonest in that you were directing 

another to represent that they record observations which, as a result of 

your actions at 5 i) above, you believed would not take place.  

 

This charge is found proved.  

 

In reaching this decision, the panel had regard to its earlier decision in relation to charge 

6. 

 

It was of the view that, having told Colleague A not to go into patient rooms to check on 

them, Mr Mouratsing would have no reason to believe that she would do otherwise. 

Therefore, when he instructed her to write “sleeping/breathing” on the observation 

sheets, he would have known that she had not seen the patients and that therefore this 

may not be an accurate record of the patient’s current state.  

 

The panel considered that recording an assessment or observation in a patient’s notes, 

or instructing another to do so, when you are aware that the observation has not taken 

place is inherently dishonest. It was therefore satisfied that Mr Mouratsing’s actions at 

charge 5(ii) were dishonest. 

 

Accordingly, charge 7 is found proved.  

 

 

Charge 8 
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8. In a written statement dated 25 August 2017, claimed that Patient A had 

been observed by Colleague A in his room at 7:00 when, as a result of your 

actions at 5 i), above, you knew or believed he had not been observed in 

his room at that time. 

 

This charge is found proved.  

 

The panel had a copy of Mr Mouratsing’s written statement, dated 25 August 2017. In 

this statement, Mr Mouratsing has written that “At 07:00HRS, [Patient A] was observed 

by the agency staff (HCA) that he was in his room and during the head count around 

07:20HRS, noticed that [Patient A] was not in his room.” 

 

However, it has already been established that Patient A absconded at approximately 

22:00 the previous evening (24 August 2017). Furthermore, Mr Mouratsing had told 

Colleague 1 (the agency HCA referred to in his written statement) not to go into the 

patients’ rooms to check on them, and simply to write “sleeping/breathing” in their notes 

(see charges 5i and 5ii). Mr Mouratsing therefore would have known at the time of 

writing his statement on 25 August 2017 that, even if Colleague A had documented that 

Patient A was in his room at 07:00, she would not actually have observed that this was 

the case. 

 

The panel was therefore satisfied that, in a written statement dated 25 August 2017, Mr 

Mouratsing claimed that Patient A had been observed by Colleague A in his room at 

7:00 when, as a result of his actions at 5 (i), he knew or believed Patient A had not been 

observed in his room at that time. 

 

Accordingly, charge 8 is found proved.  

 

 

Charge 9 
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9. Your action at 8 above was dishonest, in that you were representing that 

Patient A had been seen in his room at a time, when you knew or believed 

that he had not been seen in his room at that time.  

 

This charge is found proved.  

 

The panel considered that asserting that Patient A had been observed in his room at 

07:00 on 25 August 2017, when Mr Mouratsing knew or believed that Colleague A 

would not in fact have done so (as a result of Mr Mouratsing’s own instructions to her) 

was misleading and inherently dishonest.  

 

The panel was therefore satisfied that Mr Mouratsing’s actions at charge 8 were 

dishonest. 

 

Accordingly, charge 9 is found proved.  

 

 
Decision on misconduct 

Having made its finding on all the facts, the panel then moved on to consider whether 

the facts found proved amount to misconduct and, if so, whether Mr Mouratsing’s fitness 

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

However, the NMC has defined it as a registrant’s suitability to remain on the register 

unrestricted.  

 

When determining whether 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). 

 

The panel, in reaching its decision, had regard to the public interest and accepted that 

there was no burden or standard of proof at this stage and exercised its own 

professional judgement. 
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The panel was of the view that Mr Mouratsing’s actions did fall significantly short of the 

standards expected of a registered nurse, and that his actions amounted to a breach of 

the Code. 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  

 

8 Work cooperatively  

To achieve this, you must:  

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

 

10 Keep clear and accurate records relevant to your practice  

This includes but is not limited to patient records. It includes all records that are relevant 

to your scope of practice.  

To achieve this, you must: 

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

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

requirements 

 

11 Be accountable for your decisions to delegate tasks and duties to other people  

To achieve this, you must:  

11.3 confirm that the outcome of any task you have delegated to someone else 

meets the required standard.  

 

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

discrimination, bullying or harassment 

 

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

of misconduct. However, in this case, Mr Mouratsing’s failures consisted of a number of 

basic failings, including a failure to observe patients and the dishonest and inaccurate 

completion of records. Furthermore, he encouraged other more junior staff to do the 

same and, when it was discovered that Patient A had absconded, continued to act 

dishonestly in order to conceal his failure to adhere to the Hospital’s observation policy. 

By acting in this way, Mr Mouratsing not only failed to meet the standards of trust, 

honesty and integrity which are expected of all registered nurses, but also delayed the 

discovery of Patient A’s absconsion from the Hospital. This had serious consequences 

for the health and well-being of Patient A and also had potentially serious implications 

for public safety. 

 

Taking all of the above into account, the panel was of the view that Mr Mouratsing’s 

actions fell seriously short of the conduct and standards expected of a registered nurse 

and amounted to misconduct.  

 

 

Decision on impairment 

The panel next went on to decide if as a result of this misconduct Mr Mouratsing’s 

fitness to practise is currently impaired. 

 

Nurses occupy a position of privilege and trust in society.  Patients and their families 

must be able to trust nurses with their lives and the lives of their loved ones. To justify 

that trust, nurses must be honest and open and act with integrity. They must make sure 

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

profession. In this regard the panel considered the judgement of Mrs Justice Cox in the 

case of Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery 
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Council (2) Grant [2011] EWHC 927 (Admin) 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.”  

 

Mrs Justice Cox went on to say in Paragraph 76: 

 

“I would also add the following observations in this case…as to the 

helpful and comprehensive approach to determining this issue 

formulated by Dame Janet Smith in her Fifth Report from Shipman, 

referred to above. At paragraph 25.67 she identified the following as an 

appropriate test for panels considering impairment of a doctor’s fitness to 

practise, but in my view the test would be equally applicable to other 

practitioners governed by different regulatory schemes. 

 

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 



 19 

 

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

one of the fundamental tenets of the medical profession; and/or 

 

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

in the future.” 

 

The panel found that all four limbs of the Grant test were engaged in this case. Mr 

Mouratsing acted dishonestly by completing Patient A’s observation chart when he had 

not in fact seen Patient A; instructing others to do the same; and by indicating to the day 

staff that Patient A had been observed in his room as recently as 07:00 on 25 August 

2017, when he knew that this was not the case. This course of conduct delayed the 

discovery of Patient A’s disappearance, and therefore the search for him, which placed 

him at unwarranted risk of harm. This course of conduct breached fundamental tenets 

of the nursing profession, namely to act with honesty and integrity and ensure the safety 

of patients, and brought the profession into disrepute. 

 

The panel then moved onto consider whether Mr Mouratsing is liable to repeat 

misconduct of this nature in the future.  

 

The panel considered that Mr Mouratsing’s misconduct is capable of remediation. 

However, Mr Mouratsing does not appear to have sought to remediate his misconduct 

and, in an email to the NMC dated 21 August 2018, indicated that he does not intend to 

continue nursing. Furthermore, although Mr Mouratsing has expressed remorse for the 

fact that Patient A absconded, the panel had no information before it to suggest that Mr 

Mouratsing has any insight into how his method of practising contributed to Patient A’s 

absconsion or exacerbated the situation. 

 

In light of this, the panel concluded that there is a significant risk that Mr Mouratsing 

may repeat such misconduct in the future. It therefore decided that a finding of 

impairment is necessary on the grounds of public protection.  
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The panel also 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 and protect the wider public interest. This includes promoting and maintaining 

public confidence in the nursing and midwifery professions and upholding the proper 

professional standards for members of those professions. The panel noted that, in this 

case, Mr Mouratsing had deliberately chosen not to follow the Hospital policy regarding 

the observation of patients, and had dishonestly completed records to create the false 

impression that he had. Furthermore, as the nurse in charge of the shift he had 

instructed other junior colleagues to do the same. These actions led to the absconsion 

of a high-risk patient going undetected for over nine hours and being at large for six 

days. Moreover, when day staff discovered that Patient A was missing, Mr Mouratsing 

dishonestly created the impression that Patient A had been observed on the Ward as 

recently as 25 minutes earlier when, in fact, no one had actually seen Patient A since 

22:00 the previous night. This further delayed the search for Patient A. The panel 

considered that public confidence in the nursing profession would be seriously 

undermined if a finding of current impairment were not made in these circumstances. 

The panel therefore determined that a finding of impairment on public interest grounds 

was also required, in order to uphold proper professional standards and maintain 

confidence in the nursing profession, and in the NMC as its regulator.  

 

Having regard to all of the above, the panel was satisfied that Mr Mouratsing’s fitness to 

practise is currently impaired. 

 

 

Determination on sanction 

The panel considered this case and decided to make a striking-off order. It directs the 

registrar to strike Mr Mouratsing off the register. The effect of this order is that the NMC 

register will show that Mr Mouratsing has been struck-off the register. 
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In reaching this decision, the panel had regard to all the evidence that has been 

adduced in this case. The panel accepted the advice of the legal assessor. The panel 

bore 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 published by the NMC. It 

recognised that the decision on sanction is a matter for the panel, exercising its own 

independent judgement.  

 

The panel considered that the aggravating factors in this case are: 

 Patient A suffered harm during his absence from the Ward; 

 Mr Mouratsing was an experienced practitioner who made multiple failings 

covering a wide range of nursing practice;  

 His misconduct involved deliberate dishonesty in an attempt to cover his failings; 

 He has demonstrated a lack of insight into the seriousness of his misconduct. 

 

The panel considered that the mitigating factors in this case are: 

 Mr Mouratsing has not been subject to any previous adverse regulatory findings 

in a career of almost 40 years; 

 There is some recognition of his failings and an expression of remorse; 

 The panel had some evidence from Mr Mouratsing that, at the relevant time, he 

was under some degree of stress at work.  

 

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. 

 

 

Next, in considering whether a caution order would be appropriate in the circumstances, 

the panel took into account the Sanctions Guidance, which 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 
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and must not happen again”. The panel considered that Mr Mouratsing’s misconduct 

was not at the lower end of the spectrum and that a caution order 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 impose a caution order. 

 

The panel next considered whether placing conditions of practice on Mr Mouratsing’s 

registration would be a sufficient and appropriate response. It concluded that there are 

no practical or workable conditions that could be formulated, given the nature of the 

dishonesty in this case. It also took account of the fact that Mr Mouratsing has indicated 

that he no longer wishes to continue practising as a nurse. The panel therefore decided 

that a conditions of practice order would be inappropriate, unworkable, and would not 

adequately address the seriousness of this case.  

 

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

appropriate sanction. The Sanctions Guidance indicates that a suspension order would 

be appropriate where (but not limited to): 

 

 “does the seriousness of the case require temporary removal from the 

register? 

 will a period of suspension be sufficient to protect patients and the public 

interest? 

 

This sanction may be appropriate where the misconduct is not fundamentally 

incompatible with continuing to be a registered nurse or midwife in that the public 

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

register. This is more likely to be the case when some or all of the following factors 

are apparent (this list is not exhaustive): 

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

sufficient 

 no evidence of harmful deep-seated personality or attitudinal problems 

 no evidence of repetition of behaviour since the incident 
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 the Committee is satisfied that the nurse or midwife has insight and does 

not pose a significant risk of repeating behaviour 

 … 

 …” 

 

The panel considered that, although Mr Mouratsing had made multiple failings, these 

had occurred in the course of a single shift in a career of almost 40 years. Given the 

length of his career, and the lack of any concerns prior to this incident, the panel was 

also satisfied that it had no evidence of a harmful deep-seated personality or attitudinal 

problem.  

 

However, the panel also had regard to the fact that Mr Mouratsing was an experienced 

practitioner and nurse in charge of a high risk unit, where he had worked for 12 years. 

He was familiar with the Hospital’s procedures and the risks presented by the patients 

on Dove Ward. He would therefore have an understanding of the importance of 

observing each patient to ensure they were safe and present on the ward. Despite this, 

he chose not to follow the Hospital’s policy and made inaccurate records to create the 

impression that he had observed Patient A when he had not done so. He also instructed 

a junior colleague, who was new to the ward, to do the same. As a result of Mr 

Mouratsing’s dishonesty, Patient A’s absconsion went unnoticed for over nine hours, 

until the day staff realised he was missing at approximately 07:25 the next morning. 

Moreover, when it was eventually discovered that Patient A was missing, rather than 

being open and informing the day staff that no-one had actually observed Patient A 

during the night, Mr Mouratsing continued to act dishonestly and stated that Patient A 

had been observed as recently as 07:00, thus implying that he had only disappeared in 

the past 25 minutes.   

 

The panel noted that Mr Mouratsing has expressed remorse for Patient A’s absconsion 

but has demonstrated little insight into how his actions contributed to the situation.  
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Honesty and integrity are fundamental tenets of the nursing profession. Mr Mouratsing’s 

misconduct was a serious breach of these values and a significant departure from the 

standards expected of a registered nurse. The panel therefore decided that Mr 

Mouratsing’s actions are fundamentally incompatible with remaining on the NMC 

register. Accordingly, it decided that a suspension order would not be an appropriate or 

proportionate sanction.  

 

The panel therefore moved on to consider a striking-off order. It took account of the 

following sections of the NMC Sanctions Guidance: 

 

“Key considerations are: 

 can public confidence in the professions and the NMC be 

maintained if the nurse or midwife is not removed from the 

register? 

 is striking-off the only sanction which will be sufficient to protect 

the public interest? 

 is the seriousness of the case incompatible with ongoing 

registration (see above for the factors to take into account when 

considering seriousness)? 

 

This sanction is likely to be appropriate when the behaviour is 

fundamentally incompatible with being a registered professional, which 

may involve any of the following factors. 

 A serious departure from the relevant professional standards as 

set out in key standards, guidance and advice. 

 Doing harm to others or behaving in such a way that could 

foreseeably result in harm to others, particularly patients or other 

people the nurse or midwife comes into contact with in a 

professional capacity. Harm is relevant to this question whether it 

was caused deliberately, recklessly, negligently or through 

incompetence, particularly where there is a continuing risk to 
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patients. Harm may include physical, emotional and financial 

harm. The seriousness of the harm should always be considered. 

 … 

 … 

 … 

 Dishonesty, especially where persistent or covered up … 

 Persistent lack of insight into seriousness of actions or 

consequences. 

 …” 

 

Mr Mouratsing’s actions were significant departures from the standards expected of a 

registered nurse, and are fundamentally incompatible with him remaining on the 

register. Mr Mouratsing chose to act in a way which was deliberately dishonest and 

directed other junior colleagues to do so.  

 

The panel had regard to the case of Parkinson v NMC [2010] EWHC 1898 (Admin) and 

the NMC’s specific guidance regarding dishonesty. It appreciated that dishonesty, 

although serious, did not necessarily or automatically mean that a registrant should be 

permanently removed from the register. However, the panel was of the view that, in this 

case, Mr Mouratsing has engaged in a very serious course of dishonesty which had 

severe consequences for Patient A and had the potential for serious harm to others. 

This panel has no evidence of any meaningful engagement or insight from Mr 

Mouratsing to reassure it that Mr Mouratsing has learned from these incidents and will 

not repeat them in the future. In fact, the only communication from him indicates that he 

has little intention of doing so. In these circumstances, the panel considered that 

allowing Mr Mouratsing to continue practising would undermine public confidence in the 

profession and in the NMC as a regulatory body. 

 

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

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

is that of a striking-off order. Having regard to the matters it identified, in particular the 
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effect of Mr Mouratsing’s actions on Patient A and the wider public, and also in bringing 

the profession into disrepute by adversely affecting the public’s view of how a registered 

nurse should conduct himself, the panel has concluded that nothing short of this would 

be sufficient in this case. 

 

The panel noted the hardship such an order will inevitably cause Mr Mouratsing. 

However the panel considered that this is outweighed by the public interest in this case. 

 

The panel considered that this order was 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. 

 

 

Determination on interim order 

Having made its decision in respect of sanction, the panel then considered whether to 

impose an interim order to cover the statutory appeal period. The panel accepted the 

advice of the legal assessor and was aware that it may only impose an interim order if it 

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

Mouratsing’s own interests.  

 

The panel was satisfied that an interim suspension 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. To do otherwise 

would be incompatible with its earlier findings. 

 

The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 
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If no appeal is made, then the interim order will be replaced by the striking-off order 28 

days after Mr Mouratsing is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


