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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

5 - 8 March 2018 

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

Name of registrant: Michele Perella 
 
NMC PIN:  15I0340C 
 
Part(s) of the register: Registered Nurse – Sub Part 1 
 Adult Nursing (September 2015) 
 
Area of Registered Address: Italy 
 
Type of Case: Misconduct 
 
Panel Members: Alexander Coleman (Chair, lay member) 

Frances Clarke (Registrant member) 
Joy Julien (Lay member) 

 
Legal Assessor: Adrienne Morgan 
 
Panel Secretary: Jodie Harrison 
 
Mr Perella: Not present and not represented in absence  
 
Nursing and Midwifery Council: James Edenborough, Case Presenter 
 
Facts proved: 1i, 1ii, 1iii, 2i, 2ii, 3 
 
Facts proved by admission: N/A 
 
Facts not proved: 4i, 4ii 
 
Fitness to practise: Impaired 
 
Sanction: Suspension order (8 months) 
 
Interim Order: Interim suspension order (18 months) 
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Details of charge: 

 

That you, a registered nurse, on 22nd July 2016 at the Stroke Unit of Colchester 

University Hospital; 

 

1. Failed to provide adequate nursing care to Patient A in that you: 

 

i. Did not undertake neurological or other vital signs observations between 

0700 and 0930hrs. 

ii. Did not assist Rehabilitation Assistant A in taking Patient A’s neurological 

and other observations at 0930hrs when she alerted you to a deterioration 

in Patient A’s Glasgow Coma Score. 

iii. Did not record any detail of Patient A’s condition and Glasgow Coma 

Score in the nursing records. 

 

2. Failed to appropriately delegate to Rehabilitation Assistant A in that: 

 

i. You failed to ensure that Patient A’s observations were undertaken by a 

qualified person; and/or 

ii. You did not review or otherwise check the accuracy of the observations 

undertaken by Rehabilitation Assistant A. 

 

3. Failed to escalate following the deterioration in Patient A’s neurological status at 

1800hrs 

 

4. Practised outside the scope of your competence in accepting the care of Patient 

A when you: 

 

i. Did not have adequate experience of caring for acute stroke patients, 

and/or 
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ii. Knew that you did not have adequate experience of caring for acute stroke 

patients. 

 

 

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

misconduct. 
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Decision on Service of Notice of Hearing 

 

The panel was informed at the start of this hearing that Mr Perella was not in 

attendance and that written notice of this hearing had been sent to Mr Perella’s 

registered address by recorded delivery and by first class post on 1 February 2018.  

Notice of this hearing was delivered to Mr Perella’s registered address on 12 February 

2018.  

 

The panel took into account that the notice letter provided details of the allegation, the 

time, dates and venue of the hearing and, amongst other things, information about Mr 

Perella’s right to attend, be represented and call evidence, as well as the panel’s power 

to proceed in his absence.  

 

Mr Edenborough submitted the NMC had complied with the requirements of Rules 11 

and 34 of the Nursing and Midwifery Council (Fitness to Practise) Rules 2004, as 

amended (“the Rules”).  

 

The panel accepted the advice of the legal assessor.  

 

In the light of all of the information available, the panel was satisfied that Mr Perella has 

been served with notice of this hearing in accordance with the requirements of Rules 11 

and 34. It noted that the rules do not require delivery and that it is the responsibility of 

any registrant to maintain an effective and up-to-date registered address. It also noted 

that where a notice is served under the Rules it shall be treated as having been served 

on the day after it was sent by delivery service.  

 

Decision on proceeding in the absence of the Registrant 

 

The panel next considered whether it should proceed in the absence of Mr Perella.  

The panel had regard to Rule 21 (2) states: 
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(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 

(a) shall require the presenter to adduce evidence that all reasonable 

efforts have been made, in accordance with these Rules, to serve the 

notice of hearing on the registrant; 

(b) may, where the Committee is satisfied that the notice of hearing has 

been duly served, direct that the allegation should be heard and 

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions. 

 

Mr Edenborough invited the panel to continue in the absence of Mr Perella on the basis 

that he had voluntarily absented himself. He referred the panel to an email from Mr 

Perella dated 13 December 2017 in which he stated ‘I am contacting you il [sic] relation 

for the hearing scheduled on Monday 5 March to Thursday 8 March. I probably cannot 

attend for the hearing so I am content to proceed in my absence.’ Mr Edenborough 

conceded that Mr Perella’s email was sent in December 2017 and stated that he 

probably cannot attend the hearing, not that he definitely could not attend the hearing.  

 

Mr Edenborough further drew the panel’s attention to an email from Mr Perella to the 

NMC case officer dated 10 February 2018 in which Mr Perella provided the case officer 

with a completed and signed Voluntary Removal application form (“VR form”). Mr 

Edenborough directed the panel to the relevant sections of the VR form where Mr 

Perella has populated the ‘Yes’ box at question 4 that stated ‘Has your case(s) been 

scheduled for a final meeting or hearing?’ and noted that Mr Perella has completed the 

correct dates for this hearing. Mr Perella has also populated the ‘Yes’ boxes under 

questions 6.1 and 6.2 thus admitting the facts of the allegations against him and that his 

fitness to practise is impaired. Mr Edenborough noted that the VR form was signed by 

Mr Perella on 10 February 2018. 
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Mr Edenborugh told the panel that although the signed VR form is not equivalent to a 

signed Standard Directions Form from Mr Perella, the VR form together with Mr 

Perella’s email dated 13 December 2017 confirming that he will not be attending the 

hearing, is a clear indication that Mr Perella does not intend to attend the hearing. Mr 

Edenborough submitted it is in the interest of justice for the panel to proceed in Mr 

Perella’s absence. He noted there are three witnesses in attendance intending to give 

evidence. He further submitted there was no reason to believe that an adjournment 

would secure Mr Perella’s attendance on some future occasion.  

 

The panel accepted the advice of the legal assessor.  

 

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

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

the utmost care and caution” as referred to in the case of R. v Jones (Anthony William), 

(No.2) [2002] UKHL 5. The panel further noted the case of General Medical Council v 

Adeogba [2016] EWCA Civ 162. 

 

The panel noted the correspondence from Mr Perella dated 13 December 2017 in which 

he stated that he would not be attending the hearing. The panel gave further 

consideration to the completed and signed VR form from Mr Perella dated 10 February 

2018.  

 

After questioning from the panel regarding the outcome of Mr Perella’s request for 

voluntary removal and whether Mr Perella had been made aware of the outcome, Mr 

Edenborough informed the panel that Mr Perella’s request for voluntary removal had 

been declined. He confirmed that the outcome had been sent to Mr Perella on 28 

February 2018 by email and by airmail to his registered address. Mr Edenborough told 

the panel that he was not aware of any subsequent correspondence from Mr Perella. 

 

The panel has decided to proceed in the absence of Mr Perella.  In reaching this 

decision, the panel has considered the submissions of Mr Edenborough, and the advice 
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of the legal assessor.  It has had particular regard to the factors set out in the decision 

of Jones.  It has had regard to the overall interests of justice and fairness to all parties. It 

noted that: 

 no application for an adjournment has been made by Mr Perella; 

 there is no reason to suppose that adjourning would secure his attendance at 

some future date;  

 three witnesses have attended today to give live evidence;  

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

those involved in clinical practice, the clients who need their professional 

services; 

 further delay may have an adverse effect on the ability of witnesses accurately to 

recall events; 

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

 

There is some disadvantage to Mr Perella in proceeding in his absence. He will not be 

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

evidence on his own behalf. However, in the panel’s judgment, this can be mitigated. 

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

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

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

Perella’s decision to absent himself from the hearing, waive his rights to attend and/or 

be represented and to not provide evidence or make submissions on his own behalf.    

 

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

proportionate to proceed in the absence of Mr Perella. The panel will draw no adverse 

inference from Mr Perella’s absence in its findings of fact. 

 

Preliminary decision 
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At the outset of the hearing Mr Edenborough referred the panel to the completed and 

signed VR form by Mr Perella dated 10 February 2018. Within the VR form question 6 

reads: 

‘6 Do you admit: 

 6.1 The facts of the allegation against you? 

 6.2 That your fitness to practise in impaired?’ 

 

Mr Edenborough directed the panel to the pre-populated ‘Yes’ boxes for both questions 

6.1 and 6.2. Further, he referred the panel to the declaration signed by Mr Perella which 

states ‘I admit the facts of the allegation against me and that my fitness to practise is 

impaired.’  

 

Mr Edenborough submitted that the Standard Directions Form had not been returned by 

Mr Perella in response to the charges. However, the VR form provides Mr Perella’s 

admissions of the charges. He submitted that if the panel are not minded to take the 

completed VR form as Mr Perella’s formal admission, the panel may attach any weight it 

deemed appropriate to it. 

 

The panel considered Mr Edenborough’s submissions. The panel were mindful that Mr 

Perella is not present at the hearing and is not represented in his absence. It therefore 

determined that it must approach its consideration of Mr Perella’s apparent admission 

with the utmost care and caution. It noted that Mr Perella’s admissions as highlighted in 

the VR form is a unitary admission to all charges, and not to each individual charge and 

sub-charges, as is ordinarily the way when completing the Standard Directions Form; a 

form which the panel noted Mr Perella has not returned. Accordingly, the panel 

concluded that it would take a precautionary approach regarding Mr Perella’s admission 

within the VR form. The panel will consider the VR form again in its assessment of all 

the evidence adduced. In these specific circumstances, the panel is not satisfied to find 

all charges proved by way of the admission in the VR Form. 
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Background 

 

The NMC received a referral on 13 November 2016 from Colchester Hospital NHS 

Foundation Trust (‘the Trust’) where Mr Perella worked as a Staff Nurse. The 

allegations relate to Mr Perella’s care of Patient A. Patient A had suffered a stroke and 

had received thrombolysis. On 22 July 2016, Mr Perella was assigned to care for 

Patient A. It is alleged that Mr Perella did not personally carry out observations or 

document them and did not adequately supervise or review the observations or 

documentation completed by Ms 1, the Rehabilitation Assistant in relation to Patient A. 

Further, it is alleged that when Ms 1 alerted Mr Perella that Patient A’s neurological 

observations scoring had deteriorated, he did not escalate the concern. 

 

Following the escalation by the Deputy Sister on the on-coming night shift a CT scan 

confirmed that patient A had suffered a cerebral bleed and died six days later. The 

matter was investigated by the Trust. Mr Perella resigned from the Trust prior to any 

disciplinary hearing taking place. It was accepted that the alleged failures of Mr Perella 

did not affect the ultimate outcome for Patient A. 

 

Decision on the findings on facts and reasons 

 

In reaching its decisions on the facts, the panel considered all the evidence adduced in 

this case together with the submissions made by Mr Edenborough, on behalf of the 

NMC. 

 

The panel heard and 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. 
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The panel has drawn no adverse inference from the non-attendance of Mr Perella. 

 

The panel heard oral evidence from three witnesses tendered on behalf of the NMC.  

 

Witnesses called on behalf of the NMC were:  

 

Ms 1 – Rehabilitation Assistant/Student Nurse;  

Ms 2 – Staff Nurse;  

Ms 3 – Head of Nursing;  

 

The panel first considered the overall credibility and reliability of all of the witnesses it 

had heard from.  

 

The panel heard from Ms 1, who at the time, was training as a Student Nurse. Ms 1 had 

previously worked as a Rehabilitation Assistant on the ward and had done so for over 

seven years. Ms 1 was still working two days a week as a Rehabilitation Assistant 

alongside training as a Student Nurse. Ms 1 was on duty on the same shift as Mr 

Perella. The panel noted that in her oral evidence, Ms 1 introduced new information 

which was not in her statement, claiming that Mr Perella had left the ward for one and a 

half hours to take a patient for an MRI scan. However, the panel considered that Ms 1 

may have got this part of her evidence confused. Mr Perella’s statement dated 29 

August 2016 stated that Ms 2 left the ward for an hour and a half to attend training. 

Further, neither Ms 2 nor Ms 3 could confirm that Mr Perella left the ward for this length 

of time, nor is it mentioned in his statement. Whilst hesitant at times, nevertheless the 

panel found that Ms 1 was clear in her recall of most of the events. Overall the panel 

found Ms 1 to be a credible witness. 

 

The panel heard from Ms 2, who was the Staff Nurse on duty. The panel found Ms 2 to 

be a credible and knowledgeable witness. Her evidence provided clarification to the 

panel and it was evident that she was a caring and supportive colleague. 
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The panel heard from Ms 3, who at the time, was working as the Head of Nursing and 

conducted the local investigation into the events in question. The panel found Ms 3 to 

be clear, knowledgeable and objective regarding the incident and the investigation.  

 

The panel first considered what weight, if any, it should attach to Mr Perella’s statement 

dated 29 August 2016. The panel considered that the statement was completed five 

weeks after the events in question therefore Mr Perella would have completed it when 

the events were fresh in his mind. However, it noted that the statement was a broad 

summary of the whole shift and not as a result of specific questions in relation to the 

charges. The panel noted that some aspects of Mr Perella’s statement are consistent 

with Ms 1’s statement as regard to timings albeit providing an alternate view of the 

events. The panel also found that Mr Perella makes some admissions within the 

statement which goes against his own interest. The panel bore in mind that this was the 

only statement provided to it by Mr Perella and that it had not been tested. However, he 

made it knowing that it was part of an investigation and it is dated and signed by him. 

Accordingly, the panel decided to consider this statement in the round with all the other 

evidence and give it the appropriate weight. 

 

The panel then considered, having heard all of the evidence, whether to attach any 

weight to the VR form which was signed and completed by Mr Perella on 10 February 

2018. The panel reminded itself that Mr Perella has not responded to the Standard 

Directions Form therefore his response to each of the charges and sub-charges 

individually cannot be considered, though Mr Perella should be fully aware of the 

detailed charges. The panel concluded that the VR form is set in a different context as it 

is essentially a method to be removed from the register. Crucially in the panels view the 

admission in the VR form is inextricably linked to Mr Perella’s then wish to be removed 

from the register. The panel considered that this undermines the admission in the VR 

form because such an admission is the only method by which a VR application can be 

considered. If Mr Perella had a settled intention to make admissions to the charges it is 

likely he would have done so also on the Standard Directions Form which sets out the 

charges and sub-charges in detail rather than on one tick box on the VR form. Mr 
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Perella is neither present nor legally represented. Taking all these factors into account 

the panel decided to disregard the admission within the VR form. 

 

The panel considered each charge and made the following findings: 

 

That you, a registered nurse, on 22nd July 2016 at the Stroke Unit of Colchester 

University Hospital; 

 

Charge 1i: 

 

1. Failed to provide adequate nursing care to Patient A in that you: 

i. Did not undertake neurological or other vital signs observations between 

0700 and 0930hrs. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account Mr Perella’s statement in which he 

confirms that Patient A had been allocated to him to look after. This was also confirmed 

in the statement of Ms 1 and Ms 2. The panel found it was therefore Mr Perella’s duty to 

provide adequate nursing care to Patient A.  

 

The panel heard from Ms 1 that Patient A had received Thrombolysis treatment the 

previous night and in accordance with the Thrombolysis protocol Patient A was to 

undergo hourly neurological and vital signs observations for 12 hours after treatment. 

Subsequently, Patient A would undergo two hourly observations for a further 12 hours. 

The panel observed the documentary evidence before it. It noted that the Glasgow 

Coma Scale (“GCS”) chart was blank between the hours of 0700 and 0930hrs indicating 

that Patient A’s neurological or other vital signs observations had not been completed. 

Further, the panel noted that in Mr Perella’s statement there is no suggestion that he 

carried out Patient A’s observations. Mr Perella states ‘Patient A was on 2 hourly neuro 

obs [sic] which were made by the student nurse [Ms 1] throughout the day…I have not 
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had time to check the neuro obs [sic] which was done by the student nurse without 

asking me…’. The panel therefore found this charge proved.  

 

Charge 1ii: 

 

1. Failed to provide adequate nursing care to Patient A in that you: 

ii. Did not assist Rehabilitation Assistant A in taking Patient A’s neurological 

and other observations at 0930hrs when she alerted you to a deterioration 

in Patient A’s Glasgow Coma Score. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account Ms 1’s evidence. Ms 1 told the 

panel that at approximately 09:30 she noticed that according to the observations chart 

Patient A had not had her observations carried out between 0700 and 0930hrs. 

Knowing that Patient A was on hourly neurological post thrombolysis observations, Ms 1 

decided to undertake the observations. Ms 1 told the panel that this was something she 

would normally be delegated to do by a Staff Nurse when working as a Rehabilitation 

Assistant. During the observations Ms 1 noticed that Patient A’s GCS score had 

dropped indicating that Patient A’s condition had deteriorated. She told the panel that 

after being alerted to Patient A’s condition Mr Perella attended Patient A and directed 

Ms 1 to give her a wash and perform a full set of neurological observations but that he 

did not assist her. After completing further observations on Patient A, Ms 1 reported the 

results to Mr Perella who confirmed that as Patient A was 12 hours post thrombolysis 

her observations should continue as two hourly. 

 

The panel noted that there was no account of these events in Mr Perella’s statement. 

However, it took account of Ms 2’s evidence in that she told the panel that Ms 1 had 

been working on the ward for seven years as a Rehabilitation Assistant by this time and 

it was normal for a Rehabilitation Assistant to undertake neurological observations of 

patients. Ms 2 told the panel that Ms 1 would have carried out “thousands” of 
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observations. The panel considered that Ms 1 was an experienced Rehabilitation 

Assistant and well established on the ward in that role. It was satisfied that with her 

experience, she would have alerted Mr Perella to Patient A’s deterioration. The panel 

noted that in her evidence, Ms 1 was clear and specific about the conversations she 

had with Mr Perella and had regard to her statement dated 9 August 2017 in which she 

detailed these discussions. The panel therefore accepted Ms 2’s evidence that Mr 

Perella did not assist her in undertaking the neurological and other observations, and 

found this charge proved. 

 

Charge 1iii: 

 

1. Failed to provide adequate nursing care to Patient A in that you: 

iii. Did not record any detail of Patient A’s condition and Glasgow Coma 

Score in the nursing records. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the evidence from Ms 2 and Ms 3. 

Ms 2 and Ms 3 told the panel that once Mr Perella was notified of Patient A’s 

deterioration, as per the National Early Warning Score (“NEWS”) protocol, he had a 

duty to conduct his own clinical assessment. If the GCS and NEWS remained the same 

they would have expected action to be taken such as alerting a senior nurse or a doctor. 

The panel had regard to the records for Patient A and noted that there was nothing 

recorded by Mr Perella within the record. The panel therefore found this charge proved. 

 

Charge 2i: 

 

2. Failed to appropriately delegate to Rehabilitation Assistant A in that: 

i. You failed to ensure that Patient A’s observations were undertaken by a 

qualified person; and/or 
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This charge is found proved. 

 

In the specific context of this case the panel took a wide interpretation of the word 

‘qualified’ and considered that a ‘qualified person’ is either a registered nurse, or a 

suitably trained individual such as a Rehabilitation Assistant. Mr Edenborough accepted 

that this was a possible interpretation.  

 

The panel noted that there is no evidence that Mr Perella asked another nurse to carry 

out these observations.  

 

The panel took into account that Ms 1 had been working as a Rehabilitation Assistant 

for seven years and undertaking observations was routine. Ms 1 told the panel that she 

had worked with Mr Perella on a number of occasions before 22 July 2016 therefore the 

panel determined that it was not unreasonable for Mr Perella to assume that she was a 

suitably trained individual. However, Ms 1 told the panel that Mr Perella had not asked 

her to undertake the observations and it was something she had taken upon herself to 

do. She further told the panel that Mr Perella did not ask her if the checks were being 

completed at any time throughout the shift. Moreover, in his statement, Mr Perella 

states ‘…I have not had time to check the neuro obs [sic] which was done by the 

student nurse without asking me…’ therefore confirming that not only had he not 

checked the observations himself, but that he had not delegated the task to Ms 1. The 

panel concluded that there was no evidence of the care of Patient A being delegated to 

Ms 1 and that Mr Perella should have been regularly checking that the observations 

were being completed. The panel therefore found this charge proved.  

 

Charge 2ii: 

 

2. Failed to appropriately delegate to Rehabilitation Assistant A in that: 

ii: You did not review or otherwise check the accuracy of the observations 

undertaken by Rehabilitation Assistant A. 
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This charge is found proved. 

 

In reaching this decision, the panel took into account that Patient A was allocated to Mr 

Perella’s care therefore it was his duty to ensure that observations were being 

undertaken. In his statement dated 29 August 2016 Mr Perella accepts that he was 

allocated to look after Patient A. It took account of Ms 1’s evidence that she informed Mr 

Perella on two occasions of the deterioration in Patient A’s condition; once at 0930hrs 

and again at 1800hrs. The panel took account of Ms 3’s evidence. Ms 3 told the panel 

that Patient A’s care plan was very prescriptive due to undergoing thrombolysis. She 

said that once he was aware that Ms 1 was undertaking the observations of Patient A, 

she would have expected Mr Perella to regularly check the patient and the overall 

position. Further, having highlighted a deterioration in Patient A’s condition, Ms 3 said 

Mr Perella should have undertaken his own observations and taken any necessary 

actions. The panel referred to Mr Perella’s statement in which he states ‘…I have not 

had time to check the neuro obs [sic] which was done by the student nurse…’ The panel 

therefore found this charge proved.  

 

Charge 3: 

 

3. Failed to escalate following the deterioration in Patient A’s neurological status at 

1800hrs 

 

This charge is found proved. 

 

In reaching its decision the panel took into account the inconsistencies in Ms 1’s 

evidence and in Mr Perella’s statement. On the one hand, Mr Perella said that Ms 1 

asked him for help as she was having difficulties with the neurological observation 

scoring, but as he was busy with the drug round he told her to ask another nurse to help 

her. On the other hand, Ms 1 said that when noting that Patient A’s NEWS score was 

low she alerted Mr Perella immediately who then assisted her in changing Patient A’s 

position. The panel had regard to the GCS chart and observed that Ms 1 had recorded 
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a drop in the GCS for the second time that day. It recognised that although the score did 

not match what she wrote on the NEWS chart which Ms 1 accepts as a mistake, the 

panel did not doubt that having completed both charts, the likelihood is that Ms 1 would 

have escalated the drop to Mr Perella. The panel preferred the evidence of Ms 1. The 

panel considered Ms 1 to be experienced in undertaking neurological observations and 

was satisfied that she would have been sufficiently concerned to alert Mr Perella to the 

deterioration. Further, the panel noted that Ms 1 had provided considerable detail of her 

interactions with Mr Perella. 

 

The panel took into account Mr Perella’s statement in which he states ‘After finished 

[sic] the drug round at around 19:00, I started the handover with the nurse [sic]. 

Unfortunately I noticed only at that moment that Patient A’s GCS was low from around 

18:00 and the student nurse had not informed me…’ Having accepted Ms 1’s evidence 

that she did inform Mr Perella of Patient A’s condition, the panel took account of the 

evidence by Ms 2. Ms 2 told the panel that having been made aware of the drop in 

Patient A’s scores, Mr Perella should have retaken the observations and escalated to a 

consultant, who would carry out an urgent review and arrange a CT scan. The panel 

determined that Mr Perella had a duty to re-check the observations and escalate the 

concern. The panel found this charge proved. 

 

Charge 4: 

 

4. Practised outside the scope of your competence in accepting the care of Patient 

A when you: 

 

i. Did not have adequate experience of caring for acute stroke patients, 

and/or 

ii. Knew that you did not have adequate experience of caring for acute stroke 

patients. 

 

This charge is found NOT proved. 
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In reaching this decision, the panel considered the sub charges separately but decided 

to set out its findings as one due to the evidence being inextricably linked. The panel 

adopted the normal English meaning of the terms ‘scope of your competence’ and 

‘adequate experience’.  

 

The panel took into account Ms 2’s statement in which she stated ‘I asked Michele at 

the start of the shift if he was comfortable and confident in what he needed to do 

regarding patients that have been thrombolysed and he confirmed that yes he was. 

Throughout the day I asked several times if both Michele and his patients were getting 

on ok and if they needed any assistance, but he replied that everything was ok.’ In her 

oral evidence Ms 2 explained that she asked Mr Perella if he was comfortable and 

confident in dealing with a thrombolysed patient as she was aware he was a junior 

nurse and she had not had much experience working alongside him. She told the panel 

that it is her normal practise to ask staff throughout the day how they and their patients 

were getting on. The words that she had used in her statement were a summary of what 

she always said to her colleagues. The panel drew the reasonable inference that were 

Ms 2 concerned with Mr Perella’s abilities or his patients, she would have checked on 

the patient herself.  

 

The panel also took into account Mr Perella’s statement in which he stated ‘Although I 

am not completely confident and I have not a lot of experience with acute stroke 

patients…I am aware that in case of sign of bleeding and low GCS we need to inform 

the doctor and request an urgent CT…I could not do it because I realized [sic] only 

during the handover that Patient A had deteriorated…I have since then familiarised with 

the stroke post thrombolysis protocol.’ The panel found that there were some 

contradictions in Mr Perella’s statement. However, having taken into account that 

English is not his first language and given the other evidence about training and the use 

of the protocol in the ward, it has inferred that when he used the term ‘familiarised’ he 

meant returning to the protocol he would have been aware of having worked on the 

ward without incident for approximately a year.  
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This finding is further supported by Ms 3 who told the panel that while she did not 

investigate exactly what induction or training Mr Perella undertook when he commenced 

employment at the Trust, she was aware that all new staff attend a general induction, 

followed by a local specialist induction dependant on the ward they were placed on. Ms 

2 confirmed that when he started working on the ward, Mr Perella would have been 

subject to a four week induction period which would have introduced him to all the 

protocols in place. She said that he would have also been aware of the thrombolysis 

protocol from attending team days, and that the protocol was also posted in the staff 

room on the ward. The panel also heard evidence that in an acute stroke unit the Stroke 

Post Thrombolysis Protocol would have been referred to regularly by all staff. 

 

The panel found that Mr Perella recognised during the handover that the GCS was low 

and set out in his statement the steps that should have been followed under the 

protocol. It considered that Mr Perella had been working on the ward for approximately 

a year prior to this without incident and without any previous concerns raised. The panel 

determined that on the balance of probability it would not have been likely that Mr 

Perella did not know about the protocol as it was a core part of caring for acute stroke 

patients and was a key treatment on the ward.  

 

The panel found that the NMC have not discharged the evidential burden on sub-charge 

4i.  

 

In consequence, sub-charge 4ii falls. 

 

The panel therefore found this charge not proved. 

 

Submission on misconduct and impairment:  

 

Having announced 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 Perella’s 
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fitness to practise is currently impaired. There is no statutory definition of fitness to 

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

remain on the register unrestricted.  

 

In his submissions Mr Edenborough invited the panel to take the view that Mr Perella’s 

actions amount to misconduct. He submitted that the concerns relate to a single shift in 

which Mr Perella made a series of serious failings and ultimately did not take proper 

responsibility for his patient. He said having regard to the matters found proved, it is 

notable that there are a number of occasions where Mr Perella could be said to have 

abdicated his duty. Mr Edenborough further submitted that where a failure of 

responsibility takes place on a high dependency ward regarding a patient that requires 

regular monitoring, it is particularly apparent that this failure amounts to misconduct.  

 

He then moved on to the issue of impairment, and addressed the panel on the need to 

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

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

profession and in the NMC as a regulatory body.  

 

Mr Edenborough submitted that apart from Mr Perella saying in his statement dated 29 

August 2016 that he had since ‘…familiarised with the stroke post thrombolysis protocol’ 

the panel had no other information before it as to any practical remediation undertaken 

by him. He further submitted that although the panel may consider some elements of Mr 

Perella’s statement go against his interest to some extent, this falls far short of insight. 

In light of this, he submitted there is a degree of risk involved and a real risk of 

repetition. In such circumstances, a finding of impairment on the grounds of public 

protection and the public interest was necessary in order to uphold proper professional 

standards and public confidence in the profession and the NMC as regulator. 

 

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

number of judgments which are relevant, these included: Roylance v General Medical 

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

http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=34&crumb-action=replace&docguid=I2FA9FC80663911DBA565F1A94730B2D7
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v Meadow [2007] QB 462 (Admin). Council for Healthcare Regulatory Excellence v (1) 

Nursing and Midwifery Council (2) Grant [2011] EWHC 927 (Admin), Schodlok v GMC 

[2015] EWCA Civ 769.  

 

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

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

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

circumstances, Mr Perella’s fitness to practise is currently impaired as a result of that 

misconduct.  

 

Decision on misconduct 

 

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 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. 

 

The panel was of the view that Mr Perella’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 

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

responsible is delivered without undue delay, 

 

http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=34&crumb-action=replace&docguid=I2FA9FC80663911DBA565F1A94730B2D7
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3  Make sure that people’s physical, social and psychological needs are 

assessed and responded to 

 

8 Work cooperatively 

To achieve this, you must: 

8.2 Maintain effective communication with colleagues 

 

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 score of practice. 

To achieve this, you must: 

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

recording if the notes are written some time after the event 

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

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

need 

 

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

of misconduct. The panel was of the view that the facts found proved relate to a series 

of connected failings. Mr Perella worked on a high dependency unit with a patient who 

required close monitoring. However, he failed to undertake what the panel consider to 

be basic and core aspects of his duty as a nurse. The panel found that Mr Perella did 

not carry out his function in caring for Patient A.  

 

In relation to charge 1i, the panel considered that monitoring vital signs of a patient is a 

basic and core duty of any nurse. It is a crucial task for all patients regardless of 

whether they are in a high dependency setting, as these observations are vital in 

detecting signs or symptoms which may indicate further problems. The panel concluded 

that Mr Perella’s failure to undertake observations of Patient A amounted to misconduct. 
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In relation to charge 1ii, Mr Perella should have assisted Ms 1 in taking Patient A’s 

neurological and other observations when she alerted him to Patient A’s deterioration. 

The patient had undergone thrombolysis and following this required close observation 

and a high level of care. The panel concluded that Mr Perella’s failure to provide this 

care amounted to misconduct. 

 

In relation to charge 1iii, the panel also considered that recording of such observations 

was essential in order to notify other members of staff of any changes. The panel is of 

the view that Mr Perella’s failure to record any detail of Patient A’s condition amounted 

to misconduct. 

 

In relation to charge 2i, the panel determined that Mr Perella should have taken the 

observations himself or delegated appropriately. He did not do this and this put Patient 

A at risk of harm. The panel concluded that this amounts to misconduct. 

 

In relation to charge 2ii, the panel bore in mind that although Mr Perella did not delegate 

Patient A’s observations to Ms 1, it was his responsibility to either monitor Patient A 

himself, or to review the accuracy of Ms 1’s observations. The panel found that this 

amounts to misconduct. 

 

When considering whether charge 3 amounts to misconduct, the panel had regard to 

the potential significant impact to Patient A that could have arisen as a result of Mr 

Perella failing to escalate her deterioration. Although it was found during the local 

investigation that Mr Perella’s failure to escalate the concerns in relation to Patient A did 

not have an impact on the final outcome, the panel considered that Mr Perella would not 

have known this at the time. The panel is of the view that when Ms 1 alerted Mr Perella 

to Patient A’s deterioration at 0930 on 22 July 2016, he should have escalated this as 

outlined within the thrombolysis policy. In the panels judgement, having heard that 

Patient A’s GCS had dropped for a second time that day at 1800, not escalating this 

immediately was a serious departure from what is expected of a registered nurse and 
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put Patient A at unwarranted risk of harm. The panel therefore found that charge 3 

amounts to misconduct.  

 

Consequently, the panel found that Mr Perella’s actions did fall seriously short of the 

conduct and standards expected of a registered nurse and taken individually and 

collectively amounted to misconduct. 

 

Decision on impairment 

 

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

practise is currently impaired. 

 

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

to be professional and to maintain professional boundaries. Patients and their families 

must be able to trust nurses with their lives and the lives of their loved ones. 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 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: 
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I would also add the following observations in this case having heard 

submissions, principally from Ms McDonald, 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 

 

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

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

 

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

dishonestly in the future. 

 

The panel finds that limbs a, b and c are engaged by Mr Perella’s past actions which 

gave rise to the charges found proved. The panel concluded that Mr Perella has in the 

past acted so as to put Patient A at unwarranted risk of harm in that he did not fulfil his 

duty of undertaking Patient A’s observations. In addition, he did not ensure Patient A 

was cared for appropriately and by a suitably trained individual or record any detail of 
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Patient A’s condition. Moreover, the consequences of the risk to Patient A’s continuity of 

care by Mr Perella’s failure to escalate the GCS score could have been potentially 

significant. 

 

The panel considered that the issue it had to determine was that of current impairment. 

It therefore had to look to the future and considered whether Mr Perella is liable in future 

to act in such a way as to put patients at unwarranted risk of harm, breach fundamental 

tenets of the profession or to bring the profession into disrepute. That decision about the 

risk of repetition in this case would be informed by consideration of the level of insight 

and remorse he has demonstrated and by whether his misconduct has been or is 

capable of being remedied. 

 

In its consideration of whether Mr Perella has demonstrated insight or remedied his 

practice the panel took into account Mr Perella’s statement dated 29 August 2016. It 

noted that the statement was completed before the local investigation had finished and 

before Mr Perella was brought before his regulator. The panel noted that within his 

statement, Mr Perella identifies some of his failures and areas for improvement. He 

stated ‘I have since then familiarised with the stroke post thrombolysis protocol. I will 

ensure that in the future I will do the neuro obs [sic] myself and not leave it to a student 

nurse or healthcare assistant. I have learnt from this incident and I will make sure to 

escalate any changes in patient presentation immediately.’ The panel considered that 

this may demonstrate the beginnings of insight. However, the panel did not have any 

further information before it from Mr Perella such as any evidence of training or a 

reflective piece.  

 

Accordingly, the panel determined that in the absence of any evidence of Mr Perella’s 

insight or remediation since his statement dated 29 August 2016, there is a real risk of 

repetition. The panel 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/protect the wider public interest, which includes promoting and maintaining 

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

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

this case, a finding of impairment on public interest grounds was required. The panel 

bore in mind that Mr Perella failed to undertake core and basic duties while working on 

a high dependency unit and in relation to a patient with a prescribed care plan following 

thrombolysis. The panel determined that the need to uphold and declare proper 

professional standards and conduct would be undermined if a finding of current 

impairment were not made in this care. Furthermore, public confidence in the profession 

and the NMC as regulator would be undermined if a finding of impairment were not 

found. The panel finds current impairment on the public interest grounds also. 

 

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

practise is currently impaired. 

 

Determination on sanction:  

 

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

suspension order for a period of 8 months. The effect of this order is that the NMC 

register will show that Mr Perella’s registration has been suspended. 

 

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

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

has borne in mind that any sanction imposed must be appropriate and proportionate 

and, although not intended to be punitive in its effect, may have such consequences. 

The panel had careful regard to the Sanctions Guidance (“SG”) published by the NMC. 

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

independent judgement.  
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In making his submissions, Mr Edenborough invited the panel to impose a suspension 

order for a period of 12 months. He submitted that taking no further action or imposing a 

caution order would be inappropriate because they would not sufficiently mark the 

seriousness of the misconduct. He reminded the panel that Mr Perella was working on 

an acute ward and on 22 July 2016 he abandoned his responsibility of caring for a high 

risk patient.  

 

Mr Edenborough noted that Mr Perella does not intend to return to the UK, and although 

this can change, his current intention to remain in Italy limits the possibility to impose 

effective conditions. He submitted that even with extensive conditions including direct 

supervision, there is still a high risk of repetition at this stage due to the limited insight 

and remediation found by the panel. To that end a conditions of practice order would not 

be sufficient to mark the misconduct identified in this case. 

 

Mr Edenborough submitted that a period of suspension would allow Mr Perella the 

opportunity to develop his insight and consider practical steps for remediation.  

 

The panel first considered what it deemed to be the aggravating and mitigating factors 

in this case and determined the following: 

 

Aggravating features: 

 The concerns identified involved a patient in a high dependency acute setting 

 He failed in a supervisory role to junior staff 

 The failures are of a basic nature 

 There were multiple opportunities for Mr Perella to remedy his failings during the 

course of the shift 

 

Mitigating features:  

 He has shown some insight albeit limited 

 He demonstrated some early recognition of his mistakes in his statement 

 There are no previous regulatory concerns 
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The panel went on to consider what sanction, if any, it should impose in this case.  

 

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 SG, 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 and must 

not happen again.’ The panel considered that Mr Perella’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. Such an order would leave Mr Perella in unrestricted practise 

and in consequence would not protect the public. 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 Perella’s 

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

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

took into account the SG. In particular the following factor: 

 

 Potential and unwillingness to respond positively to retraining 

 

The panel considered Mr Perella’s expressed intention not to return to the UK or 

continue practising as a registered nurse. However, it recognised that Mr Perella can 

change his mind. It bore in mind that there is no evidence before it from Mr Perella of a 

potential and willingness to respond positively to retraining. Rather he made an 

unsuccessful application for voluntary removal and there is no evidence that he has 

kept his nursing skills and training up to date. For these reasons, the panel is of the 

view that there are no practical or workable conditions that could be formulated. 
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Although this is a single instance of misconduct which concerned one patient on one 

shift the panel considered that a conditions of practice order is not sufficient at this time 

given its seriousness. Furthermore the panel concluded that the placing of conditions on 

Mr Perella’s registration would not sufficiently satisfy the public interest at this time.  

 

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

appropriate sanction.  

 

The panel determined that, although there had been a clear breach of fundamental 

tenets of the profession, there are in Mr Perella’s case some mitigating circumstances. 

It noted that prior to this incident there were no concerns in regards to his practice and 

no previous regulatory findings. The panel considered that the misconduct identified in 

this case is remediable. It reminded itself that there is a public interest in returning an 

effective nurse back to safe practice once his or her conduct has been appropriately 

remediated and proportionately marked. As such, the panel concluded that, in Mr 

Perella’s case, the misconduct was not fundamentally incompatible with remaining on 

the register.  

 

The panel further considered whether a striking-off order would be proportionate in Mr 

Perella’s case. Taking account of all the information before it, the panel concluded that 

while the misconduct is serious, a lesser sanction would proportionately address the 

seriousness in terms of public protection and satisfy the public interest. It concluded that 

a striking-off order would be disproportionate. Whilst the panel acknowledges that a 

suspension may have a punitive effect, it would be unduly punitive to impose a striking 

off order. 

 

Balancing all of these factors the panel has concluded that a suspension order would be 

the appropriate and proportionate sanction. 

 

The panel noted the hardship such an order may inevitably cause Mr Perella. However 

this is outweighed by the public interest in this case. 
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The panel considered that this order is necessary for public protection and 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. 

 

The panel determined that a suspension order for a period of 8 months was appropriate 

in this case to mark the seriousness of the misconduct, and to allow Mr Perella time to 

consider if he wants to return to the UK to work as a registered nurse and if so, to 

develop his insight.  

 

The panel decided that this suspension order should be reviewed by another panel 

before its end date. 

 

At this review hearing the panel may revoke the order, or it may confirm the order, or it 

may replace the order with another order. Any future panel may be assisted by 

evidence of:  

 

 A written reflective piece using a recognised model such as Gibbs or similar 

focussing on Mr Perella’s accountability as an NMC registrant including the 

scope of his professional practise, delegation, prioritisation, and escalation. 

 Any evidence of efforts to keep his nursing knowledge up to date. 

 References from any employers whether paid or unpaid 

 Mr Perella’s attendance at the review hearing 

 

Determination on Interim Order 

 

The panel has considered the submissions made by Mr Edenborough.  He invited the 

panel to impose an interim suspension order for a period of 18 months. Mr 

Edenborough submitted the public protection concerns identified by the panel are as 

significant during the period of possible appeal as they are when the suspension order 
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comes into effect. Accordingly, an interim order should be made on the grounds that it is 

necessary for the protection of the public and is otherwise in the public interest.  

 

The panel accepted the advice of the legal assessor.  

 

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. 

 

If no appeal is made, then the interim order will be replaced by the suspension order 28 

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

 

That concludes this determination. 

 

 
 


