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Name of registrant: Miss Ann Marie Adams 
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Part(s) of the register: Sub Part 1 
 Registered Nurse – Adult (3 March 1997) 
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Case Presenter 
 
Facts proved: 3 
Facts proved by admission: 1 and 2 
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Sanction: Striking-off order 
 
Interim Order: Interim suspension order – 18 months  
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Details of charge: 

 

“That you while employed by BMI Healthcare and working as a registered 

nurse at the Alexandra Hospital, Cheadle on 30 September 2013: 

  

1. Did not escalate Patient A’s condition to his Consultant as he 

deteriorated between approximately 1330 and 1900 hours. 

 

2. Did not ensure that a nasogastric tube was inserted for Patient A prior to 

Patient A going for a CT scan 

 

3. Your actions as referred to in Charge 2 contributed to the death of 

Patient A. 

 

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 Ms Adams was not in 

attendance and that written notice of this hearing had been sent to her registered 

address by recorded delivery and by first class post on 18 April 2018. Further, the panel 

noted that notice of this hearing was also sent to Miss Adams’ representative at the 

Royal College of Nursing (RCN) on 18 April 2018. 

 

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

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

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

to proceed in her absence.  

 

Ms Richardson 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 Ms Adams has 

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

and 34. 

 

Decision on proceeding in the absence of the Registrant 

 

The panel next considered whether it should proceed in the absence of Ms Adams. 

 

The panel had regard to Rule 21 (2) states: 

 

(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 



 4 

(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. 

 

Ms Richardson invited the panel to continue in the absence of Ms Adams on the basis 

that she had voluntarily absented herself. Ms Richardson submitted that it was evident 

from the letter from Ms Adams’ RCN representative that she had considered the matter 

and decided not to attend the hearing. Accordingly, there was no reason to believe that 

an adjournment would secure her 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 had regard to the letter from Ms Adams’ RCN representative dated 8 May 

2018, which stated that “the Registrant has indicated that she does not wish to attend 

the hearing on 21 to 30 May 2018 … No discourtesy is intended”.  

 

The panel has decided to proceed in the absence of Ms Adams. In reaching this 

decision, the panel has considered the submissions of the case presenter, and the 

advice of the legal assessor.  It has had particular regard to the factors set out in the 
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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 Ms Adams; 

 Ms Adams has confirmed in correspondence with the NMC that she does not 

wish to attend this hearing; 

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

some future date;  

 two witnesses had attended today to give live evidence, and others were due to 

attend later in the proceedings;  

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

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

services; 

 the charges relate to events that occurred in 2013, and there is a strong public 

interest in the expeditious disposal of the case. 

 

There is some disadvantage to Ms Adams in proceeding in her absence. Although the 

evidence upon which the NMC relies has been sent to her at her registered address, 

and she has responded, she will not be able to challenge the evidence relied upon by 

the NMC and will not be able to give evidence on her 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 limited 

disadvantage is the consequence of Ms Adams’ decision to absent herself from the 

hearing, to waive her rights to attend and/or be represented, and to not provide 

evidence or make submissions on her own behalf.    

 

Accordingly, the panel decided that it would be fair, appropriate and proportionate to 

proceed in the absence of Ms Adams. 
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Background 

 

The charges arose in relation to Ms Adams’ employment by BMI Healthcare as a Staff 

Nurse based at the BMI Alexandra Hospital, Cheadle (“the Hospital”). Ms Adams began 

her employment there in 1997.  

 

In or around July / August 2013 Patient A was diagnosed with colon cancer. On 26 

September 2013 Patient A had a right hemicolectomy at the Hospital. On 27 September 

2013, Patient A remained on the ITU and experienced some vomiting. On 28 

September 2013, Patient A was transferred to the Chester Suite (the Ward) and was 

showing no signs of deterioration or of being unwell. On Sunday 29 September 2013, 

Ms Adams was on duty between 13:30 and 21:15.  

 

Patient A had a distended stomach and a paralytic ileus which is a blockage in the 

intestine. Dr 2 prescribed Metoclopramide for Patient A and said that if there was any 

further vomiting or his symptoms were not relieved, then a nasogastric (NG) tube should 

be inserted.  

 

On 30 September 2013, Ms Adams was the nurse in charge of the Ward and started 

her shift at 13:30. Following a visit in the morning, Patient A’s wife returned to the 

Hospital with her son at 17:30. Dr 5 (an RMO on duty) had ordered an 

electrocardiograph (ECG) and took a blood sample and prescribed Gaviscon, as Patient 

A had complained of chest pain. Patient A was taken to the toilet by his wife where he 

began to projectile vomit. Patient A’s wife helped him back into bed. It was clear by 

around 18:30 that Patient A’s condition had deteriorated significantly, indeed his 

National Early Warning Score (NEWS) had risen from 2 to 8. Ms Adams then phoned Dr 

2 to tell him of this and the latter said he would attend at the Hospital.  

 

Patient A’s wife took her son home and returned at about 19:30. Dr 2 saw Patient A at 

approximately 20:15. Patient A has a significantly distended abdomen at this point. 
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Patient A’s blood test showed that he had a high troponin T level indicating a possible 

cardiac event. Dr 2 indicated in oral evidence that he arranged for Patient A to have a 

CT scan to the thorax and abdomen. Whilst requesting the CT scan that evening, Dr 2 

asked Ms Adams to insert a NG tube but Ms Adams said that she was not confident 

about doing so. Dr 2 asked Ms Adams to bleep the RMO on duty at the time. On his 

arrival on the Ward Dr 2 asked Dr 3 whether he could pass a nasogastric tube and he 

said that he could. Dr 3 then left the Ward to return to a patient he was seeing on 

Lancaster ward. Dr 3 did not return in time to insert the nasogastric tube before Patient 

A was taken to CT at approximately 20:52. 

 

While Patient A was in the CT scanning room, he became unconscious, started to vomit 

and aspirated his vomit. The crash bell was pulled and attempts were made to 

resuscitate Patient A but by 21:35 these proved unsuccessful.  

 

An inquest was held on 27 to 31 March 2014 by a Senior Coroner. The Post Mortem 

report stated that the cause of death was aspiration pneumonia.  
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Decision on the findings on facts and reasons 

 

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

together with the submissions made by Ms Richardson on behalf of the NMC.  

 

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 has drawn no adverse inference from the non-attendance of Ms Adams.  

 

In a letter from Ms Adams’ RCN representative to the NMC dated 8 May 2018, Ms 

Adams admitted charges 1 and 2. These were therefore announced as proved by 

admission. 

 

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

 

Witnesses called on behalf of the NMC were:  

 

Ms 1 – Patient A’s Wife;  

Dr 2 – Consultant General and Colorectal Surgeon at the Hospital;  

Dr 3 – RMO at the Hospital;  

Dr 4 – Expert Witness: Consultant Surgeon at BHR NHS Trust.  

 

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

heard. 
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The panel found Ms 1 to be a credible and honest witness. It considered that she gave 

an objective and measured account of events. She sought to assist the panel where 

possible and spoke with self-command. Ms 1 was very clear that some of the 

information she shared had been learnt after the relevant events. The panel noted that 

her evidence did not go to critical conversations at which she was not present. 

 

The panel found Dr 2 to be a professional, credible and reliable witness who had a good 

recollection of events. He assisted the panel where possible particularly with regard to 

his expectations of Ms Adams and of the RMO on duty at the relevant time. The panel 

considered that whilst he was notably cautious at points, at no stage did he seek to 

mislead the panel.  

 

The panel found Dr 3 to be a candid and honest witness who sought to assist the panel 

where he could. However, the panel considered that his recollection of events could not 

be regarded as wholly reliable. It was difficult to reconcile the differing accounts he gave 

of what had occurred. In particular his oral evidence differed significantly from the 

account he gave in December 2013.  

 

The panel found Dr 4 to be a measured, and credible witness. He appeared to be an 

experienced professional with considerable knowledge and relevant expertise as 

regards to the issues in question. The panel noted that his area of specialty was 

colorectal and gastrointestinal surgery. The panel considered that he reflected on every 

question put to him and gave clear and helpful responses. He was clear what evidence 

he used for his review and did not attempt to speculate when he was not in a positon to 

comment.  

 

The panel had before it considerable evidence regarding the events of 30 September 

between about 17:00 and 21:00. Those principally involved in Patient A’s care were Dr 

2, Ms Adams and Dr 3.  There were conflicts and differences of evidence and 

recollection. On the basis of all the evidence before it the panel found that the critical 

aspects of the events which occurred were as follows: 



 10 

 

 At around 20:00 Dr 2 carefully explained to Patient A and Patient A’s wife, the 

issues that had arisen as regards Patient A’s condition, and the reasons for 

requesting a CT scan and for needing to pass a nasogastric tube.  As he left 

Patient A’s room at about 20:15 he mentioned to Patient A’s wife that in all 

likelihood Patient A would go to ITU after the scan. Dr 2, Patient A, and Patient 

A’s wife were the only persons present at the time.  

 

 Dr 2 then went to the nurse’s station and spoke briefly to the Registrant. He said 

that Patient A needed a nasogastric tube and that the requirement for the CT 

scan was urgent. Indeed, Dr 2 in his oral evidence stated that both the tube and 

the scan were equally urgent. However, he acknowledged that he did not make it 

clear to Ms Adams that the NG tube should go in before the scan took place. In 

any event, Ms Adams indicated in effect, that she was not confident about 

inserting an NG tube, and Dr 2 himself remarked that it was some time since he 

himself had undertaken the procedure.  

 

 Dr 2 decided that the RMO, Dr 3, be asked to insert the NG tube. Dr 3 arrived 

within minutes of having been bleeped to attend the Ward by Ms Adams.  Dr 2 

was writing up his notes when Dr 3 arrived. Dr 2’s notes recorded that the CT 

scan was urgent, but did not specifically say that the NG tube was urgent or that 

it should be put in before the scan took place. Indeed Dr 2’s note listed the CT 

scan ahead of the NG tube. Dr 2 took the view that it should have been obvious 

to an experienced nurse and any other medical or nursing practitioner that the 

tube should go in first. 

 

 

 Ms Adams appears to have gained the impression, or to have otherwise 

assumed, that the overriding priority was to get the CT scan performed given the 

concern about the possibility of a cardiac event. Those involved appear to have 

been aware that, being late in the day, scanning staff would need to remain in the 
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hospital after normal hours. Dr 2 made arrangements to ask them to remain on 

site.  

 

 Dr 2 felt sure that he had impressed upon the RMO, Dr 3, that all of the elements 

of his plan recorded in his notes were urgent, and that the tube should go in 

before Patient A had his CT scan. Dr 3 recalled that he had been asked whether 

he would put in an NG tube; that he had answered in the affirmative; but did not 

think that he had been told to put the NG tube in ahead of the scan. Indeed his 

oral evidence was that he did not know anything about Patient A or that a scan 

had been requested at all. There was some exchange between Ms Adams and 

Dr 3 about where a tube might be found, there being none on the Ward.  

 

 Dr 3 returned to the medical ward from which he had come where it was thought 

that a tube might be found. He did not think that there was any particular urgency 

about getting hold of the NG tube, and indeed thought that there would be time 

for him to finish what he had been doing on the medical ward before being 

bleeped to see Dr 2. Dr 2 indicated that if he had been aware that Dr 3 thought 

he had time to complete work on the medical ward before returning with the tube 

he would have insisted on his giving priority to the latter.  

 

 At some point soon after exchanges at the nurses station (not all of which 

involved or were clearly overheard by Dr 2, Dr 3 and Ms Adams) Ms Adams 

together with an HCA moved to Patient A’s room. Patient A, Patient A’s wife, and 

Ms Adams were present. Patient A was taken to the CT room at approximately 

20:30. Patient A’s wife clearly recalled that no NG tube had been inserted and 

that nothing was said about its absence ahead of Patient A’s transfer to the 

scanning room.  

 

The panel was mindful that Dr 2 had given an instruction directly to Ms Adams on 29 

September. Patient A had been experiencing hiccups vomiting and other discomfort. Dr 

2 instructed that if Patient A’s hiccups were to continue or if he were to vomit again then 
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a tube should be inserted. The requirement had been recorded in clinical history notes 

on 29 September 2013. Patient A vomited a significant amount of “coffee ground” liquid 

at or around 18:00 on 30 September 2013. No tube was immediately inserted. 

 

Patient A’s condition appears to have deteriorated and Ms Adams established that his 

NEWS score had reached 8.  At that point she contacted Dr 2 who indicated that he 

would visit the hospital as soon as he could (recognising that he was some distance 

away and that it would take him some time).  

 

 

Decision on Charge 3 

 

Charge 3 

 

3. Your actions as referred to in Charge 2 contributed to the death of Patient A. 

 

This charge is found proved. 

 

In reaching this decision the panel took into account all the oral and documentary 

evidence provided in this case. The panel had careful regard to the oral evidence of all 

four witnesses. The panel considered that charges 2 and 3 were by their nature 

intrinsically linked. The panel, took into account that it was not deciding on questions of 

fact in relation to charges 1 and 2, but noted as set out above that there were certain 

conflicts and differences of evidence and recollection to which it gave attention in 

reaching it decisions as regards Charge 3.  

 

The panel was mindful that as a result of Ms Adams’ admissions to charges 1 and 2 it  

had to determine a relatively narrow issue of fact, namely whether Ms Adams by not 

ensuring the nasogastric (NG) tube was inserted prior to the CT scan, contributed to the 

death of Patient A. The panel noted that it was deciding on contributory factors which 

led to the death of Patient A death rather than the cause of death.  
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The panel considered that Ms Adams accepted by way of her admission to charge 2, 

that she did not ensure that an NG tube was inserted prior to Patient A going for the CT 

scan. Her admission to charge 2 implied that she was aware that it should have been 

inserted. The panel noted that Ms Adams had admitted such an awareness to the 

Coroner when giving evidence.  This appeared at odds with her denial of Charge 3. It 

considered that, as the panel was proceeding in her absence, out of fairness to Ms 

Adams, it was necessary to determine the extent of Ms Adams knowledge of the 

consequences of not inserting the NG tube. The panel gave careful consideration to the 

transcript from the inquest where Ms Adams, when giving evidence to the Coroner, 

accepted the following: 

 

 She was a very experienced nurse. 

 

 She was the nurse in charge of the Ward when Patient A went for his scan. 

 

 She was aware that Patient A had had significant vomiting earlier. 

 

 She was aware that a patient flat on the back and vomiting is a potentially 

dangerous situation. 

 

 In her mind the prime reason for the request for an NG tube to be passed was 

to be to relieve the pressure in Patient A’s stomach and ‘remove any of the 

further vomit’. 

 

 She knew that it was necessary to prevent Patient A from vomiting because 

he was going to lie flat for the CT scan. 

 

 She knew why he needed the NG tube and why his stomach needed to be 

decompressed. 

 
The panel bore in mind that Ms Adams was the Registered Nurse in charge of the Ward 

on both 29 September 2013 and 30 September 2013. She had been instructed by Dr 2 

to insert the NG tube on 29 September 2013, if vomiting persisted, which it did.  
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The panel considered the oral evidence of Dr 4, the clinical expert, who indicated that if 

an NG tube had been passed at an earlier stage, it would have been possible to 

establish whether it had been aspirated adequately and whether any other 

consideration arose as regard stomach contents. He was clear that the risk of vomiting 

would have been reduced if a tube had been inserted at that early stage and well before 

a CT scan was undertaken. Ms Adams was then told by Dr 2 at around 20:00 on 30 

September 2013 that an NG tube was required along with a CT scan. Ms Adams told Dr 

2 that she felt unable to insert the tube herself, and was instructed to call Dr 3 to carry 

out the procedure.  

 

The panel noted that Dr 2 did not specify either in Patient A’s notes, or orally to Ms 

Adams that the NG tube must be passed prior to the CT scan but for the reasons stated 

above the panel found that Ms Adams, as a nurse with 16 years’ experience, ought to 

have known, and could reasonably be expected to have known, that this should have 

been done prior to the CT scan. This was confirmed by Dr 4, in his oral evidence. He 

told the panel that often in clinical practice verbal instructions were given and written up 

in the notes later, and that a nurse of Ms Adams experience would have known the risks 

of taking Patient A to a CT scan prior to the NG tube being passed. Furthermore, the 

panel noted that it appeared that Ms Adams did not read the notes prior to Patient A 

being taken for the CT scan.   

 

Ms Adams was in Patient A’s room when the porters arrived to take him to his CT scan. 

Accordingly, the panel decided that she was the final vanguard of protection for Patient 

A. As Patient A left she would have seen that no NG tube was in situ. She should have 

then stopped Patient A being taken to the CT scan so as to check the position and to 

ensure that an NG tube had been inserted and his stomach decompressed before he 

was laid flat.   

 

The panel considered that whilst there were various contributory factors, including 

miscommunications and incorrect assumptions that contributed to Patient A’s death, Ms 

Adams’ failure to ensure that the NG tube was inserted prior to the CT scan, was itself a 
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contributory factor. In reaching this decision the panel considered Dr 2’s written 

statement where he confirmed that “If a nasogastric tube had been inserted before he 

(Patient A) was transferred to the CT scanner, it would have decompressed Patient A’s 

stomach.  This would have reduced the risk of Patient A vomiting during the CT scan 

(although it may not have eliminated the risk completely) and therefore reduced the risk 

of him suffering an aspiration of his vomit.” 

 

The panel decided that this was supported by the oral and documentary evidence of the 

expert witness, Dr 4. In his report he states that “On the balance of probabilities, the 

omission of the naso-gastric tube had [possibly] made a material contribution to the 

death of Patient A”. In his oral evidence Dr 4 acknowledged that the word “possibly” was 

inappropriate. Dr 4 amplified his conclusion in oral evidence to the panel. The panel 

having found Dr 4 to be a credible witness and knowledgeable and experienced 

professional, determined that his opinion was clear and unequivocal. 

  

The panel considered that both Dr 2 and Dr 4 agreed that the NG tube should have 

been passed earlier than 20:00 on the 30 September 2013. However, both Dr 2 and Dr 

4 also agreed that had the NG tube been passed at around 20:00 when the decision 

was taken to send Patient A for the CT scan there would have been time to decompress 

the stomach before the scan took place.  The panel noted that in both Dr 2’s and Dr 4’s 

opinion it would have taken around 5-10 minutes to insert the NG tube, and about 15-20 

minutes to aspirate the stomach contents. 

 

In his oral evidence Dr 4 confirmed that in his opinion if the NG tube had been passed 

at around 20:00, before the scan, and the stomach had been decompressed, the 

likelihood Patient A aspirating on his vomit would have been ‘considerably less’. He told 

the panel that even if solid contents had remained, solid gastric contents are much less 

likely to be aspirated. Accordingly, any vomiting which might have then occurred would 

have been less severe with a much lower chance of Patient A aspirating on his vomit.  

Furthermore, he told the panel that would have been easier to clear, and easier to 

resuscitate him.   
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Accordingly, for these reasons, and in the absence of any evidence to the contrary the 

panel decided that Charge 3 is found proved.  
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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 amounted to misconduct and, if so, whether Ms Adams’ 

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 her submissions Ms Richardson invited the panel to take the view that Ms Adams’ 

actions amounted to a breach of The Code: Standards of conduct, performance and 

ethics for nurses and midwives 2008 (“the Code”) - the relevant Code applicable at the 

time of these events. She then directed the panel’s attention to specific paragraphs of 

the Code to identify where, in the NMC’s view, Ms Adams’ actions amounted to 

misconduct.  

 

Ms Richardson referred the panel to the case of Roylance v GMC (No. 2) [2000] 1 AC 

311 which defines misconduct as a ‘word of general effect, involving some act or 

omission which falls short of what would be proper in the circumstances.’ 

 

In relation to the issue of impairment, Ms Richardson made submissions 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. Ms Richardson also referred the panel 

to the case of Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery 

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

 

The panel had regard to the written submissions provided by Ms Adams through her 

RCN representative, and those made on her behalf in a letter dated 8 May 2018. At this 

stage the panel was provided with all the enclosures to this letter including references, 

certificates of training, and a written reflection.  
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The panel accepted the advice of the legal assessor which included reference to 

Roylance v General Medical Council (No 2) [2000] 1 A.C. 311.  

 

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, Ms Adams’ fitness to practise is currently impaired as a result of that 

misconduct.  

 



 19 

Decision on misconduct 

 

When determining whether the facts found proved amounted to misconduct the panel 

had regard to the terms of The code: Standards of conduct, performance and ethics for 

nurses and midwives 2008. 

 

In reaching its decision, the panel 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. It acknowledged that not every departure from the Code 

necessarily amounted to misconduct.  

 

The panel concluded that Ms Adams’ actions and omissions fell significantly short of the 

standards expected of a registered nurse. Her acts or omissions had breached the 

following elements of the Code: 

 

Work with others to protect and promote the health and wellbeing of 
those in your care, their families and carers, and the wider community 
 
Share information with your colleagues 
 
21 You must keep your colleagues informed when you are sharing the care of others. 

 

Work effectively as part of a team 
 
24 You must work cooperatively within teams and respect the skills, expertise and 
contributions of your colleagues. 

 

26 You must consult and take advice from colleagues when appropriate. 

 

28 You must make a referral to another practitioner when it is in the best interests of 
someone in your care. 

 

Provide a high standard of practice and care at all times 

 
Use the best available evidence 
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35 You must deliver care based on the best available evidence or best practice. 

 

Uphold the reputation of your profession 

 

61 You must uphold the reputation of your profession at all times. 

 

The panel concluded that Ms Adams’ acts and omissions were of a very serious nature. 

They had breached fundamental tenets of the profession. They plainly contributed to 

Patient A’s death. It considered that fully informed members of the profession and the 

wider public would regard what had occurred as being deplorable.  

 

The panel considered each charge separately and determined as follows: 

 

Charge 1  

 

The panel noted that Ms Adams was a very experienced nurse and in charge of the 

Ward on the relevant dates. The panel took account of the relevant patient records from 

13:30 on 30 September 2013, and all the other available evidence including that from 

Patient A’s wife, which demonstrated that Patient A was becoming progressively unwell. 

Ms Adams failed to escalate Patient A’s deteriorating condition to the consultant prior to 

his NEWS score being established at around 19:00. The panel found that Ms Adams’ 

failure to escalate Patient A worsening condition fell short of the standards of conduct 

expected of a registered nurse, and of itself amounted to misconduct.  

 

Charges 2 and 3 

 

The panel had regard to its earlier findings, namely that Ms Adams understood that 

Patient A needed an urgent CT scan, and understood why the NG tube needed to be 

inserted prior to Patient A going for the CT scan. In addition Ms Adams was present 

when Patient A was collected by the porters to be taken for the CT scan. The panel 
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decided that she understood the risks involved in laying Patient A flat, and the very 

serious risk of aspirating. Ms Adams had had a critically important opportunity to 

prevent Patient A from going to a CT scan without an NG tube. The panel found that in 

permitting Patient A to go forward without an NG tube, Ms Adams had exposed Patient 

A to a serious risk of harm, which was tragically realised. Her omissions contributed to 

Patient A’s death.  

 

The panel determined that these actions or omissions, either separately or together, fell 

far below what would be considered acceptable to the profession or the public. Her 

misconduct breached Ms Adams’ duties under the Code and fell seriously short of the 

conduct and standards expected of a nurse. Furthermore her actions and omissions 

have a real risk of undermining public trust and confidence in the nursing profession.   

 

Accordingly, for these reasons, the panel decided that the charges both individually and 

cumulatively amounted to misconduct.  
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Decision on impairment 

 

The panel next went on to decide whether as a result of this misconduct Ms Adams’ 

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. 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 

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 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 
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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. ... 

 

The panel found that the first three limbs of this formulation were engaged in this case.   

 

The panel concluded that Ms Adams’ lacked important elements of insight. It considered 

her reflective piece and found that whilst she had demonstrated some remorse, and had 

expressed an apology to Patient A’s family, and to the profession, her reflection had 

focussed significantly upon the effect the incident had had on her. Ms Adams did not 

consider her failings of professional enquiry, foresight, and judgement. Nor had she 

considered how she would address such shortcomings in the future in terms that the 

panel could regard as robust and reliable. Thus the panel considered that the depth and 

quality of her remorse was deficient. It was also concerned that Ms Adams appeared at 

points to deflect responsibility and did not comprehensively address how she would 
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exert her own initiative and responsibility in future. She demonstrated insufficient regard 

for the main issues in this case - knowing something was needed, knowing that the 

patient was at significant risk without it, but failing to rely on her own clinical judgement 

and act accordingly.  

 

In its consideration of whether Ms Adams’ has remedied her practice the panel took into 

account the nature of her misconduct. It concluded that its serious nature meant that it 

would be very difficult to remediate. The panel had regard to the training certificates 

provided. It decided that whilst these demonstrated some attempt at remediation by way 

of ordinary and mandatory training, they did not go to the heart of the panel’s concerns 

about Ms Adams’ practice. It did not consider that Ms Adams was at fault for indicating 

that she was not confident about inserting an NG tube. However the training she had 

undertaken since 2013 did not appear to address this basic nursing skill either.  

 

Further Ms Adams’ reflective piece, written in early 2017, detailed how she would seek 

to obtain clearer instructions, and ask others to explain things to her were she to be 

faced with similar issues in future. The panel did not consider that what happened in this 

case could be reduced to matters of communication alone. Ms Adams had not 

considered how her inaction had then contributed to Patient A’s death. In the absence 

of any evidence from Ms Adams in person the panel could not be satisfied that no 

attitudinal issue arose in this case.  

 

The panel had regard to the testimonials provided by Ms Adams. Most of these were 

written in the knowledge of the allegations put to her in 2016. The panel considered only 

the allegations that had featured in these proceedings. Ms Adams’ colleagues spoke 

very highly of her and indicated that they had had no concerns about her practice. 

However, the panel decided that the testimonials did little to reassure it that there was 

no risk of repetition as they did not speak to the key concerns as regards Ms Adams’ 

own accountability for her nursing practice in circumstances of the utmost risk for 

patients.  

 



 25 

The panel noted that Ms Adams had stated that her confidence had been affected by 

the incident; that she had been “broken”; and that as a consequence she moved to a 

setting which she regarded as being less acute. However the panel found that Ms 

Adams had not specified how she would address her diminished confidence, or all of 

the components of a situation similar to the one that had arisen for Patient A 

comprehensively in the future. Accordingly, the panel considered that there remained a 

high risk of repetition owing to Ms Adams’ deficient insight and lack of remediation. The 

panel therefore decided that a finding of impairment is necessary on the grounds of 

public protection.  

 

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

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

uphold/protect the wider public interest, which includes promoting and maintaining 

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

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

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

 

The panel decided that Ms Adams failings at charges 1 – 3 contributed to the death of 

Patient A. The concerns as to Ms Adams’ misconduct are of such a serious nature that 

the need to protect the wider public interest and uphold the standards of the profession, 

maintain trust and confidence in the profession and the NMC as its regulator could not 

be met without a finding of impairment on public interest grounds.  

 

Having regard to all of the above, the panel was satisfied that Ms Adams’ fitness to 

practise is currently impaired. 

 



 26 

Determination on sanction:  

 

In her submissions, Ms Richardson invited the panel to impose a striking-off order. She 

outlined what the NMC considered to be the aggravating and mitigating features of this 

case, and submitted that, because of the seriousness of the facts underlying it, the only 

sanction that would appropriately satisfy the public interest and protect the public would 

be to remove Ms Adams’ name from the register.  

 

The panel decided to make a striking-off order. It directs the registrar to strike Ms 

Adams’ name from the register. The effect of this order is that the NMC register will 

show that Ms Adams has been struck-off the register. 

 

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 which 

included reference to paragraphs 42 and 43 of Clarke v General Optical Council [2017] 

EWHC 521 (Admin). 

 

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, it may have such 

consequences. The panel also had 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.  

 

The panel had regard to the aggravating and mitigating features in this case. 

 

The panel considered the aggravating features to be these. 

 

 Ms Adams was an experienced nurse, in a senior post, and was in charge of the 

Ward at the material time. 

 She has shown a lack of insight into her own role, responsibilities, and 

professional accountability in contributing towards Patient A’s death. 
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 She has given no explanation as to why she ignored her own understanding of 

the risks to Patient A and exposed him to a serious risk of harm. 

 She has made no appropriate attempts to explain how she would act differently 

in the future in relation to exerting her own initiative and responsibility. 

 She has attempted to minimise her own involvement and to deflect blame onto 

others, which raises concerns as to whether attitudinal issues are present in her 

case. 

 She has not sought out and/or undertaken adequate timely or appropriate 

training to remedy the specific failings in her clinical practice pertinent to this 

case.  

 Her actions created a substantial risk of harm to Patient A, both by failing to 

escalate his deteriorating condition, and failing to ensure the NG tube was in 

place despite her own understanding of the risks. 

 She ignored an instruction from a consultant. 

 She contributed to Patient A’s death in failing to act as the last ‘vanguard’ before 

he was taken for the CT scan.  

 

The panel considered the mitigating features to be these.  

 

 Ms Adams has sought to apologise to Patient A’s family, her regulator and 

colleagues. 

 Ms Adams is of previous good character and has no previous or subsequent 

regulatory concerns. 

 She made early admissions to some of the charges. 

 She has multiple good character references and testimonials.  

 

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. The panel 

considered that Ms Adams’ behaviour was not at the lower end of the spectrum. The 

panel decided that a caution order would not be appropriate for the same reasons.   
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As regards the imposition of a conditions of practice order the panel concluded that 

there are no practical or workable conditions that could be formulated, given the serious 

nature of the charges in this case. Ms Adams’ misconduct could not be addressed 

through retraining alone. The panel had no evidence to suggest that she would be 

willing to engage with conditions or retrain. Indeed the panel noted that she had decided 

to retire from the nursing profession. Furthermore the panel concluded that the placing 

of conditions on her registration would not adequately address the seriousness of this 

case, and would not sufficiently protect the public. 

 

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

appropriate sanction. The SG indicates that a suspension order would 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 removal from the register. In the panel’s view suspension would not be 

appropriate in view of the following considerations: 

 

 this is not a single instance of misconduct: a number of factors featured in 

the events which occurred in this case; 

 there remain concerns about Ms Adams’ attitude; 

 her actions and/or omissions contributed to the most serious of patient 

harm, Patient A’s death; 

 Ms Adams displayed a persistent lack of understanding as to the nature of 

her contributory role in Patient A’s death; and 

 the panel was not satisfied that Ms Adams has sufficient insight into her 

behaviour, and therefore poses a significant risk of repeating it. 

 

The panel, in noting its earlier finding that there remained a significant risk of repetition, 

had regard to the case of Clarke and the legal assessor’s advice. The panel decided 

that although Ms Adams had stated that it was her intention to retire, it could distinguish 

this case from that of Clarke for the following reasons: 
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 no evidence of retirement had been adduced; 

 no undertakings have been given; 

 this is a substantive hearing and not a review; 

 the facts of this case, and the misconduct found, resulted in a different type of 

patient harm. 

 

The panel accepted that Clarke should not be considered as authority for allowing 

registrants to forgo the proper regulatory proceedings including sanction by stating that 

they have and/or are going to retire – or could otherwise be taken on its own to mitigate 

as regards sanction.  

 

Accordingly, and having had regard to the SG, the panel concluded that the conduct, as 

highlighted by the facts found proved, represented a significant departure from the 

standards expected of a registered nurse. The panel considered that the serious breach 

of the fundamental tenets of the profession evidenced by Ms Adams’ actions and/or 

omissions is fundamentally incompatible with her remaining on the register. 

 

Balancing all of these factors, the panel has determined that a suspension order would 

not be an appropriate or proportionate sanction.  

 

Finally, in considering a striking-off order, the panel took note of the following passage 

in the SG: 

 
“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)? 
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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 patients. Harm may include physical, emotional and 

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

 ... 

 … 

 … 

 … 

 Persistent lack of insight into seriousness of actions or consequences. 

 ....” 

 

The panel decided that each of these factors were relevant in this case. 

 

Ms Adams’ actions and omissions represented significant departures from the 

standards expected of a registered nurse. The panel considered these to be 

fundamentally incompatible with her remaining on the register. Ms Adams’ misconduct 

was so serious that to allow her to continue practising would undermine public 

confidence in the profession and in the NMC as a regulatory body. 

 

The panel considered that despite the lapse of time since 2013, Ms Adams had not 

demonstrated sufficient remediation. Concern as to her underlying attitude remained. 

There had also been a persistent lack of insight into the seriousness of her misconduct 



 31 

and into the part she played in contributing to Patient A’s death. In the light of these 

factors the panel could not regard suspension as being proportionate and sufficient.  

 

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

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

sanction is that of a striking-off order. Having regard to the matters it identified, including 

the adverse effect that Ms Adams’ conduct would have upon the reputation of the 

profession, the panel concluded that nothing short of this would be sufficient 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 standards required of a registered nurse.  
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Determination on Interim Order 

 

The panel has considered the submissions made by Ms Richardson that 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 interim suspension 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 striking-off order 28 

days after Ms Adams is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


