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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

 17 – 21 September 2018, 24 – 28 September 2018; 1 – 5 October 2018, 8 -12 October 

2018 and 15 -19 October 2018 

At 

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

 

Name of registrant: Mr Paul Nanor 

NMC PIN:  75U1368E 

Part(s) of the register: Registered Nurse – Sub Part 1 

 Mental Health Nursing – October 1977 

Area of Registered Address: England 

Type of Case: Misconduct 

 

Panel Members:   Alexander Coleman (Chair, Lay member) 

   Diane Corderoy (Registrant member) 

  Michael Duque (Registrant member) 

 

Legal Assessor: John Bromley-Davenport  

Panel Secretary: Calvin Ngwenya  

 

Nursing and Midwifery Council: Represented by Ayanna Nelson, Case 

Presenter. 

 

Registrant: Not present nor represented  

Facts proved by admission:                 None 

Facts proved: 1, 2, 3, 4a and 4b 

Facts not proved: 5 

Fitness to practise: Impaired 

Sanction: Strike-Off Order 

Interim Order: Interim Suspension Order (18 months). 
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Decision on Service of Notice of Hearing: 

 

At the start of the hearing, Ms Nelson on behalf of the NMC informed the panel that Mr 

Nanor was not in attendance and that written notice of this hearing had been sent to his 

registered address by recorded delivery and first class post on 16 August 2018. Royal 

Mail “Track and Trace” documentation confirmed that the notice of hearing was signed 

for and collected by the recipient on 17 August 2018. 

 

The panel took into account that the notice letter provided details of the time, date and 

venue of the hearing and, amongst other things, information about Mr Nanor’s right to 

attend, be represented and call evidence, as well as the panel’s power to proceed in his 

absence. Ms Nelson 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”).  

 

In the light of all of the information available, the panel was satisfied that Mr Nanor had 

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: 

 

Ms Nelson invited the panel to exercise its discretion and proceed in the absence of Mr 

Nanor. She referred the panel to numerous details of correspondence between Mr 

Nanor and the NMC in the last seven months and since the notice of this was sent on 

16 August 2018. Ms Nelson submitted that as a result of Mr Nanor’s sporadic 

engagement, the NMC had sought to seek his view in relation to his attendance of this 

hearing. She referred the panel to a detailed telephone note dated 4 September 2018, 

of a conversation between Mr Nanor and his case officer, where he made it clear from 

the outset that he would not be attending or seeking an adjournment of these 

proceedings. Ms Nelson noted that Mr Nanor cited serious health concerns for his non-

attendance and that the NMC had requested medical evidence of his concerns. 

However, to date no medical evidence has been received.  
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Ms Nelson submitted that Mr Nanor has consented to the hearing proceeding in his 

absence and made it clear that adjourning these proceedings would not secure his 

attendance in the future. She therefore submitted that there is a public interest in the 

hearing proceeding today, noting that two other registrants and their representatives 

have attended and that 12 witnesses have been called on behalf of the NMC to give live 

evidence.  

 

Ms Shah on behalf of Registrant A and Ms Molyneux on behalf of Registrant B made no 

observations in respect of this application. 

 

The panel heard and accepted the advice of the legal assessor which included 

reference to the case R. v Jones (Anthony William), (No.2) [2002] UKHL 5. 

 

The panel noted the numerous attempts made by the NMC to contact and seek Mr 

Nanor’s position with regard to his attendance. It had particular regard to the telephone 

note dated 4 September 2018 and the email dated 7 September 2018 from the NMC to 

Mr Nanor. The panel considered that in his intermittent correspondence with the NMC, 

Mr Nanor asserted that he was not well enough to attend the hearing, citing several 

medical concerns. However, no medical evidence was submitted by Mr Nanor despite 

being requested to provide it to the NMC. The panel also noted that Mr Nanor was 

offered the option of participating in these proceedings remotely via Webex (video-

calling) or telephone on 7 September 2018 but there has been no response to that offer. 

The panel considered that Mr Nanor had clearly indicated that he did not plan on 

attending this hearing.  

 

In reaching its decision, the panel had regard to the submissions of Ms Nelson.  It also 

had regard to the overall interests of justice and fairness to all parties. The panel took 

into account that: 

 No application for an adjournment had been made by Mr Nanor; 

 There was no reason to suppose that adjourning this hearing would secure Mr 

Nanor’s attendance at some future date;  
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 12 NMC witnesses have been warned to attend to give live evidence in the 

course of this hearing and further delay may have an adverse effect on the ability 

of the witnesses to accurately recall events in October 2013; 

 The charges which raise public protection concerns relate to allegations which 

date back to 2013. Therefore there is a strong public interest in the expeditious 

disposal of the case. 

 

In all the circumstances, the panel determined that Mr Nanor had chosen voluntarily to 

absent himself. The panel had no reason to believe that an adjournment would result in 

his attendance. Having weighed the interests of Mr Nanor with those of the NMC and 

the public interest in an expeditious disposal of this hearing, the panel determined that it 

would be fair and appropriate to proceed in his absence. The panel will draw no adverse 

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

 

Charges: 

 

This case has been considered in accordance with the provisions of the Nursing and 

Midwifery Council (Fitness to Practise) Rules 2004, as amended, (‘the Rules’) and the 

Nursing and Midwifery Order 2001. Mr Nanor’s case has been joined with that of two 

other registrants, namely: 

 Registrant A. 

 Registrant B. 

 

Details of charges: 

 

That you, whilst employed by Barnet, Enfield and Haringey Mental Health NHS Trust as 

a Band 6 Nurse at the Beacon Centre Mental Health Unit, Edgware Community 

Hospital: 

 

1. On 14 October 2013 allowed Patient A to leave the Beacon Centre following the 

multi-disciplinary team (“MDT”) meeting when it had not been agreed that she 

could leave the unit and attend Northgate school  
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2. Your actions, in respect of charge 1 above were contrary to the decision of the 

MDT meeting that she be subject to 15 minute observations  

 

3. You failed to make any plan for Patient A’s visit to the school 

 

4. Your conduct at charge 1 contributed to Patient A: 

 

a) Absconding from the Beacon Centre 

 

b) Committing suicide  

 

5. Following Patient A’s absconsion from the unit, you failed to adequately deal with 

reporting the matter in that you inappropriately delegated this task to a Health 

Care Assistant.  

 

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

misconduct. 

 

Decision and Reasons on application pursuant to Rule 31: 

 

Ms Nelson, on behalf of the NMC, made an application to allow the witness statement of 

Ms 5 (Head Teacher of Northgate School), which specifically relates to the case against 

Mr Nanor, into evidence. She informed the panel that Ms 5 had indicated that she was 

unable to attend the hearing due to long standing health issues. Ms Nelson submitted 

that Ms 5 has provided medical evidence from her doctor with details of her health 

conditions and an explanation as to why she will be unable to attend. Ms Nelson 

informed the panel that the NMC had canvassed the possibility of Ms 5 giving evidence 

either by Webex (video-link) or telephone. However, those options were not suitable 

due to Ms 5’s health condition.   

 

Ms Nelson referred the panel to the provisions of Rule 31 of the Rules, and the case of 

Thorneycroft v NMC [2014] EWHC 1565 (Admin), in relation to the different factors the 

panel should take into account when determining this application. Ms Nelson outlined 
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the relevance of Ms 5’s evidence and submitted that it was not the sole and decisive 

evidence in support of the charges Mr Nanor faces. She noted that there was evidence 

from other sources in support of the disputed matters and Ms 5’s evidence was only 

ancillary to the issue the panel had to decide.  

 

Ms Nelson invited the panel to consider the nature and extent of the challenge to the 

contents of the statements; the seriousness of the charge; whether there was any 

suggestion that Ms 5 had reasons to fabricate her allegations and whether Mr Nanor 

was given prior notice that the witness statement was to be read. She submitted that 

only a discrete part of Ms 5’s statement goes to the disputed matter and Mr Nanor’s 

challenge to Ms 5’s assertions is not material to the issue this panel has to determine. 

Furthermore, there is no suggestion that Ms 5 had a reason to fabricate her account.  

 

Ms Nelson submitted that the seriousness of the charge must be taken in conjunction 

with the extent to which it goes to prove the allegation. However, as already noted Ms 

5’s evidence is not the sole and decisive evidence. Ms Nelson submitted that she could 

not confirm that Mr Nanor had prior notice that the statement was to be read. However, 

Ms 5’s decision not to attend was taken at a late stage and at that point Mr Nanor had 

clearly indicated that he would not be attending. Therefore, there would be no prejudice 

to Mr Nanor in the statement being adduced as hearsay evidence in the light of his non-

attendance.  Ms Nelson submitted that the NMC had made all reasonable efforts to 

secure Ms 5’s attendance and in all the circumstances, it would be fair to adduce the 

witness evidence of Ms 5 as hearsay evidence.  

 

Ms Shah on behalf of Registrant A and Ms Molyneux on behalf of Registrant B 

confirmed that they were neutral to this application.   

 

The panel heard and accepted the legal assessor’s advice on the issues it should take 

into consideration in respect of this application. The legal assessor referred the panel to 

the principles in the latest authority of Thorneycroft v NMC [2014] EWHC 156 (Admin). 

 

Rule 31(1) states: 
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“Upon receiving the advice of the legal assessor, and subject only to the requirements 

of relevance and fairness, a Practice Committee considering an allegation may admit 

oral, documentary or other evidence, whether or not such evidence would be admissible 

in civil proceedings (in the appropriate Court in that part of the United Kingdom in which 

the hearing takes place).” 

 

The panel first considered the question of relevance. The panel noted that the witness 

statement of Ms 5 had been prepared for use in these proceedings. Having had careful 

regard to the allegations against Mr Nanor and the contents of Ms 5’s statement, the 

panel determined that Ms 5’s statement was relevant to these proceedings.  

 

The panel next considered whether Mr Nanor would be prejudiced by the change in the 

NMC’s position of moving from reliance upon the live testimony of Ms 5 to that of her 

written statement. The panel had regard to the medical evidence of long standing health 

concerns from Ms 5’s doctor and noted the reasons given for her non-attendance. The 

panel was satisfied that there was a good reason for Ms 5’s non-attendance and that 

the NMC had made all reasonable efforts to secure her attendance, including exploring 

the options of adducing her evidence remotely via telephone or Webex.  

 

The panel considered that Ms 5’s evidence was not the sole or decisive evidence in 

support of charges against Mr Nanor. There was other documentary and witness 

evidence in support of the allegations.  The panel took into account that the allegations 

against Mr Nanor are not admitted, but it had no evidence to suggest that Ms 5 had 

fabricated her account or that she bore any animosity towards Mr Nanor. The panel also 

considered that the allegations against Mr Nanor are very serious and could potentially 

have an adverse impact on his professional career. However, in the panel’s judgement, 

Ms 5’s statement mainly gave a contextual background and did not directly address the 

areas of potential factual dispute. In the panel’s view, Ms 5’s evidence would assist it in 

fully exploring the issues it has to determine.  

 

The panel noted that Mr Nanor had indicated that he would not be attending these 

proceedings, therefore he would not be in a position to question or probe Ms 5’s 

testimony. The panel considered that as an experienced professional panel it would 
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attach the appropriate weight to Ms 5’s evidence once it had heard and evaluated all the 

evidence before it and after hearing submissions. In this way any prejudice to Mr Nanor 

would be addressed. The panel was of the view that it was in all parties’ interest and 

also the public interest in the issues being explored fully and properly which supported 

the admission of Ms 5’s evidence into the proceedings to assist the panel in undertaking 

its role appropriately. 

 

In these circumstances, the panel came to the view that it would be fair and relevant to 

admit into evidence the written statement of Ms 5. 

 

Background: 

 

Mr Nanor was referred to the NMC in relation to his employment with the Barnet, Enfield 

and Haringey Mental Health NHS Trust (“the Trust”), where he worked as a Bank Staff 

Nurse at the Beacon Centre Mental Health Unit (“the Unit”) at Edgware Community 

Hospital (“the Hospital”). As part of his role, Mr Nanor was responsible for ensuring the 

safety and wellbeing of the adolescents on the Unit, attending multi-disciplinary team 

meetings and administering medications. 

 

The Unit is described as a busy 17 bed specialist acute mental health facility which 

provides assessment and treatment services for young people between the ages of 13 

and 18. There are a total of 14 acute beds and three high dependency beds. The team 

at the Unit consists of various mental health professionals including psychiatrists, 

clinical psychologists, family therapists, psychotherapists, nurses and primary mental 

health workers. The Unit provides a safe therapeutic environment offering a 

comprehensive range of treatments including psychological therapies and medication. 

 

The allegations against Mr Nanor arose from the tragic death of a young woman, 

Patient A, who died on 14 October 2013 after a short inpatient stay at the Unit. Mr 

Nanor was the nurse in charge of the shift on 14 October 2013. Patient A first came to 

the attention of the Trust in August 2012 after having travelled to Beachy Head in 

Eastbourne to attempt suicide. She was admitted to New Beginnings, an adolescent 

mental health unit, which later became the Unit. After her discharge, Patient A 
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continued to receive mental health care in the community, however she again travelled 

to Beachy Head with the intention of attempting suicide and took five overdoses in the 

nine months following her discharge.  

 

On 7 October 2013, Patient A was admitted to Chase Farm Hospital after taking an 

overdose of antidepressants at school. She was discharged from the Chase Farm 

Hospital to the Unit on the evening of Thursday 10 October 2013.When she arrived at 

the Unit, Patient A was admitted by a duty doctor. However, on Friday 11 October 2013, 

there were no consultant doctors available to see Patient A due to a staff away-day and 

she would not have been seen by a consultant until after the weekend. Patient A was 

placed on 1:1 observations, requiring a member of staff to be either within eyesight or at 

arms-length of her at all times. Patient A was a heavy smoker, and because smoking 

was not allowed on the Unit, she was prescribed a Nicorette inhaler, to be administered 

as and when required.  

 
On Saturday 12 October 2013, Patient A’s mother (Mother A) attended the Unit to visit 

her daughter. Registrant A was the Charge Nurse on the day in question. Mother A 

alleged that when she arrived at the Unit, she was immediately confronted by Registrant 

A, who told her that Patient A was being difficult because she would not hand over a 

lighter that was in her possession, in contravention of the rules. It is alleged that when 

Registrant A took Mother A to meet Patient A, she began telling off Patient A for 

concealing a lighter and told her to hand it over to her mother. Patient A allegedly 

became distressed, which resulted with the visit ending abruptly.   

 

On Sunday 13 October 2013, Registrant A allegedly continued to suspect that Patient A 

had a lighter in her possession and sought the assistance of another nurse, Ms 1, to 

conduct a search of Patient A’s room. Ms 1 stated that she conducted the search whilst 

Registrant A stood with Patient A but no cigarettes or lighters were found during the 

search. Later that day Patient A’s father (Father A) attended the Unit with Patient A’s 

older sister. On his arrival at the Unit, Father A went to speak to Registrant A due to 

concerns relayed to him by Mother A about her earlier visit. Registrant A informed 

Father A about her suspicion that Patient A was concealing a lighter.  
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Father A stated that when he went to meet Patient A, she was very upset and told him 

that the first chance she got she would run away and kill herself. She also told Father A 

that she had not been receiving her antidepressants, and that she found the 1:1 arms-

length observations upsetting as she was not allowed any toilet privacy. Patient A also 

told Father A that she had not been receiving the Nicorette inhalers that had been 

prescribed to her.  

 
It is alleged that following his discussion with Patient A, Father A returned to speak to 

Registrant A about the concerns raised by Patient A and the fact that Patient A was 

clearly distressed. Father A allegedly informed Registrant A that Patient A had told him 

she would “run away and kill herself at the first opportunity”. When Father A asked 

Registrant A why Patient A had not been receiving her medication, Registrant A 

allegedly checked Patient A’s file and stated that there was nothing written in the file 

concerning medication, so she could not administer any medication to Patient A. It is 

further alleged that when Father A asked why Patient A had not been provided with 

nicotine substitutes, Registrant A said that they had to be specifically requested as they 

would otherwise not be offered so as to discourage smoking at the Unit. 

 
An entry in Patient A’s RiO (electronic patient care record system) notes stating 

amongst other things that during the night shift her “mood appears to be low… and that 

“she is convinced she will commit suicide at some point” was made on the morning of 

Monday 14 October 2013. However, it is unclear whether that information was handed 

over to the nurses working the day shift.  

 

On 14 October 2013, a multi-disciplinary team (“MDT”) meeting took place at the Unit 

with a number of health professionals present. They included Registrant B, Ms 3 (Art 

Therapist at the Unit), Mr 9 (Clinical Psychologist at the Trust), Dr 4 (Consultant 

Psychiatrist at the Trust), Ms 11 (Agency Nurse at the Unit) and two other doctors. 

Patient A was also invited to attend the meeting. However, prior to entering the meeting, 

Patient A allegedly handed Registrant B a folded letter of complaint. The complaint 

letter was in relation to Patient A’s perception of Registrant A’s treatment towards her 

on the weekend of 12 and 13 October 2013. Registrant B did not read the complaint 

letter in detail at the time, although he acknowledged that he had skimmed it initially and 
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noted that it was a letter of complaint. After the meeting Registrant B told Patient A that 

he would read the letter and follow it up with her later.  

 

During the MDT meeting Patient A expressed a desire to attend the Northgate School, a 

pupil referral unit attached to the Unit. Dr 4, who was the Consultant leading the MDT, 

told Patient A that she could not attend Northgate School and that efforts would be 

made to reintegrate her to mainstream schooling. It was agreed that the staff  at the Unit 

would liaise with the Head Teacher of Northgate School, Ms 5 to seek her assistance in 

facilitating Patient A’s return to her mainstream school. A decision was also taken at the 

MDT meeting to downgrade Patient A’s observations from 1:1 to 15 minute 

observations but it was not agreed that Patient A would leave the Unit to visit Northgate 

School. Minutes of the MDT meeting on 14 October 2013 were taken by Ms 3. Ms 3 

stated that Patient A had left the meeting with a member of staff to return to the ward. 

However, Patient A is said to have become agitated, returned to the meeting and kicked 

the door open and stood in the doorway shouting that she thought staff did not want to 

help her. Dr 4 is said to have invited Patient A to return to the meeting to explain why 

she had become upset however Patient A declined and requested to go to a de-

escalation room to calm herself down.  

 

Following the MDT the meeting, Mr Nanor made arrangements with Northgate School 

for Patient A to visit Ms 5 with a view to discussing her return to mainstream schooling. 

However, it is alleged that Mr Nanor made a unilateral decision to allow Patient A to 

leave the Unit, having made no plan as to how the visit would be carried out and 

contrary to the decision of the MDT meeting to place Patient A on 15 minute 

observations. Ms 6, a support worker at the Unit, who was escorting another patient to 

Northgate School, was also asked to escort Patient A. As they approached the exit of 

the Unit, Patient A is said to have sprinted towards the door and ran away from the Unit. 

Ms 6 escorted the other patient to the school and upon her return to the Unit, she 

immediately reported Patient A’s absconsion to Mr Nanor who was the shift leader and 

senior nurse on duty. Mr Nanor allegedly told a health care assistant to inform the police 

about the absconsion. The police were called, however Patient A was later found to 

have committed suicide by laying on the train tracks at Mill Hill Broadway Station.  
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Mr 10, Serious Incident Investigator at the Trust, carried out an investigation into Patient 

A’s absconsion and subsequent death. During the course of his investigation he 

interviewed a number of staff members who had been involved in Patient A’s care. Mr 

10 noted that throughout the weekend, whilst on 1:1 observations, Patient A was noted 

to be writing or drawing at various times. It was later discovered after her death that 

Patient A had been writing notes in which she declared suicidal ideations, and her 

artwork was also interpreted as suicidal.  

 
As part of its investigations into the matters alleged against Mr Nanor, the NMC 

instructed Professor A, Registered Chartered Psychologist and Registered Nurse, to 

provide reports on the standard of care Mr Nanor provided to Patient A. In his report 

dated 14 January 2018 and Addendum report dated 17 January 2018, Professor A 

identified a number of failings on Mr Nanor’s part and concluded that Mr Nanor’s 

individual failings contributed to Patient A’s eventual suicide. 

 

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 Ms Nelson, on behalf of the NMC, Ms 

Shah on behalf of Registrant A and those by Ms Molyneux on behalf of Registrant B.  

 

The panel heard and accepted the advice of the legal assessor. The panel was 

reminded 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 heard oral evidence from 12 witnesses called on behalf of the NMC. 

The witness statement of Ms 5 was admitted into evidence under Rule 31 of the Rules. 

The panel also heard oral evidence from Registrant A, Registrant B and three witnesses 

called on behalf of Registrant A. 

 

The panel began by considering the credibility of the witnesses called on behalf of the 

NMC. In assessing the credibility of the witnesses, the panel bore in mind that the 
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events in question happened some five years ago. Therefore it made some allowances 

for minor inconsistencies in the witnesses’ evidence given the passage of time since the 

events of October 2013. 

 

Ms 2: 

The panel was of the view that Ms 2 was a credible, fair and balanced witness who 

sought to assist the panel as best she could. However, the panel noted that Ms 2 had 

not practised clinically for some time and some of her evidence related to her opinions 

on what was best clinical practice. The panel noted some inconsistencies between her 

witness statement and oral evidence which it put down to the passage of time since the 

incidents occurred.  

 

Mother A: 

The panel found Mother A to be a calm, dignified witness who gave credible and reliable 

evidence. She was consistent in her account of events as she perceived them at the 

time. She did her best to assist the panel and when she was not certain about her 

recollection of events she said so.  

 

Father A  

Father A’s evidence was clear, consistent, balanced and measured. He did not seek to 

embellish his account of events and when he was not certain about his recollection he 

said so. The panel found his evidence credible and reliable. 

 

Ms 3: 

 Ms 3 did her best to assist the panel. Her evidence was candid, fair and measured. She 

occasionally struggled with recollecting certain events which the panel put down to 

passage of time since the incidents. However, the panel found her credible and reliable. 

 

Ms 6: 

The panel was of the view that Ms 6 sought to assist the panel as best as she could on 

matters within her own knowledge and recollection. She made concessions when she 

could not remember certain aspects of her evidence due to the passage of time since 

the incidents in question.   
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Mr 10: 

The panel noted that Mr 10’s evidence was based on information he had obtained from 

other witnesses in the course of his root cause analysis investigation. It found his 

evidence to be credible and reliable, although the panel noted that his records were not 

verbatim and lacked clarity and details in some areas.   

 

Mr 8: 

The panel was of the view that Mr 8’s evidence was hampered by his limited 

recollection of the events in question. His recollection and memory failed him often and 

he was sometimes vague in his responses. 

 

Mr 9: 

 Mr 9’s evidence was considered to be credible and reliable. He was a confident witness 

and his recollection was consistent with the accounts he gave contemporaneously. He 

was professional and gave a good account without embellishment. He was clear and 

concise and measured in his responses to questions.  

 

Ms 7: 

Ms 7 did her best to assist the panel. She was less certain at times regarding the 

chronology of events and her recollection was limited. However, the panel found her 

credible in relation to the matters she could remember. 

 

Ms 1: 

The panel was of the view that Ms 1 was a credible and reliable witness. Her evidence 

was balanced and measured and she had a clear recollection of the events in question. 

However, the panel found that she was defensive in response to some questions.  

 

Colleague A: 

The panel found Colleague A to be a clear and confident witness. She was professional 

and knowledgeable and gave clear and concise responses to questions. The panel 

found her evidence credible and reliable.  
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Professor A: 

The panel was of the view that Professor A was a credible and reliable witness. He was 

fair, measured and balanced. He made concessions and accepted new propositions in 

the light of new information before him. His evidence was clear, confident and 

straightforward and the panel found his expert evidence very helpful. 

 

The panel next considered the credibility of the witnesses called on behalf of Registrant 

A. 

 

Mr 12: 

The panel was of the view that Mr 12 tried to assist the panel. However, the panel could 

not be satisfied that his evidence was entirely objective. Further, he was trying to 

recollect events from 5 years ago.  

 

Mr 13: 

 The panel was of the view that Mr 13 was a witness who did his best to assist. He 

carefully considered his responses to questions.  Mr 13 explained why he had a good 

recollection in relation to some matters as opposed to others but the panel could not be 

satisfied, particularly given the passage of time and the lack of documentation that his 

recollection of the Nicorette issue was accurate.   

 

Ms 14:  

The panel found Ms 14’s evidence to be balanced and measured. She was professional 

in her approach, gave candid responses and sought to assist the panel as best as she 

could.  However, the panel noted that the evidence her evidence mainly related to 

issues that had occurred prior to the incidents of October 2013.  

 

Prior to making its findings on the facts, the panel acknowledged that the allegations 

against Mr Nanor arose from a background of serious systemic failings at the Unit. 

These were set out fully in the external investigation report into the care and treatment 

of Patient A dated April 2014. These failings included: 

• Poor assessments of needs; 

• Lack of robust risk management;  
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• Failures to comply with Trust observational policy; 

• Record keeping failures; 

• Staffing problems, including a high use of bank and agency staff; 

• Lack of staff support; 

• Ineffective staff management and senior clinical leadership. 

 

The panel went on to consider each of the charges against Mr Nanor and made the 

following findings: 

 

Charge 1: 

 

1. On 14 October 2013 allowed Patient A to leave the Beacon Centre following the 

multi-disciplinary team (“MDT”) meeting when it had not been agreed that she 

could leave the unit and attend Northgate school.  

 

This charge is found proved. 

 

In reaching this decision, the panel took into account the witness statements of Ms 3, Dr 

4, Ms 6 and Mr 10 which were admitted as their evidence in chief and supplemented 

with oral evidence. The panel also had regard to the hearsay evidence of Ms 5.  

 

The panel noted that Ms 3, who was on duty at the Unit on 14 October 2013 and acted 

as the note taker during the MDT meeting, had confirmed that Mr Nanor was present in 

her list of attendees. Ms 3’s evidence was there was a discussion at the MDT meeting 

in relation to Patient A’s attendance at Northgate School and  that the staff  at the Unit 

would liaise with Ms 5 to seek her assistance in facilitating Patient A’s return to her 

mainstream school. There was no record of leave for Patient A being agreed at the 

MDT meeting within Ms 3’s entry in Patient A’s RiO notes. 

 

The panel had regard to the evidence of Dr 4 that the MDT meeting made a decision to 

downgrade Patient A's observations from 1:1 to 15 minute observations in her local  

investigation interview with Mr 10, as well as in her entry in Patient A’s RiO notes. 

However, there was no reference to leave being agreed for Patient A.  
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 The panel considered Mr Nanor’s assertion in his interview with Mr 10 that Ms 5 told 

him to bring Patient A to Northgate School. In her witness statement, Ms 5 stated that 

the decision on whether a patient is able to attend Northgate School was one for the 

clinicians at the Unit. Ms 5’s evidence was supported by Professor A’s evidence that the 

decision to allow Patient A to leave the unit “should be subject to very careful 

consideration and, most certainly, agreed by the Multidisciplinary Team.” Professor A 

concluded that the decision of Mr Nanor to allow Patient A to leave the Unit was a 

unilateral one, taken by Mr Nanor. In her evidence Ms 6 stated that she was informed 

by another support worker that: “it was agreed that Patient A could return to school and 

that: “To my recollection: this was an informal meeting between [Support worker], Mr 

Nanor and Patient A.” 

 

The panel concluded that following the MDT meeting’s decision to downgrade Patient A 

to 15 minute observations, there was no evidence to suggest that there was a plan 

agreed for Patient A to leave the Unit. In his interview with Mr 10, Mr Nanor stated: “I 

said to Patient A that I had made a conversation to Ms 5 about her going back to her 

Sixth Form School. Almost at the same time I told [Support worker] that Patient A 

needed to be escorted at the school.”  

 

In the panel’s judgement, the decision for Patient A to leave the Unit was unilaterally 

taken by Mr Nanor. There was no evidence of further discussion within the wider team 

to allow Patient A to leave the Unit and in his interview with Mr 10, Mr Nanor accepted 

that he allowed Patient A to leave the Unit when there was no leave in place. 

 

Having considered all the evidence in relation to this allegation, the panel concluded 

that Mr Nanor allowed Patient A to leave the Unit following the MDT meeting when it 

had not been agreed that she could leave the Unit and attend Northgate School. The 

panel therefore found the facts alleged in charge 1 proved on the balance of 

probabilities. 
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Charge 2: 

 

2. Your actions, in respect of charge 1 above were contrary to the decision of the 

MDT meeting that she be subject to 15 minute observations.  

 

This charge is found proved. 

 

In reaching its decision, the panel had regard to the evidence of Professor A, Mr 10 and 

Dr 4. In his evidence Mr 10 confirmed that Mr Nanor should not have allowed Patient A 

to leave the Unit as this was not agreed by the multi-disciplinary team. In his interview 

with Mr 10, Dr 4 stated that: “I am clear there was no discussion about leaving the 

building”.  

 

The panel took into account the observations of Professor A in his expert report dated 

14 January 2018 and Addendum report dated 17 January 2018. Professor A stated that: 

“When patients are on 15 minute observation, I am of the opinion that it is uncontentious 

to say that any patient on 15 minute observation is deemed to be at a significant level of 

risk. Most patients on 15 minute observations are confined to the ward. There may be 

some situations when patients on 15 minute observations are allowed out of the ward 

under close supervision. However, in such exceptional cases, the decision to allow the 

patient out of the ward under close supervision, is one that should be subject to very 

careful consideration and, most certainly, agreed by the Multidisciplinary Team.”  

 

Taking into account the above and having considered all of the oral and documentary 

evidence in respect of this charge the panel found charge 2 proved on the balance of 

probabilities.  

 

 

Charge 3: 

 

3. You failed to make any plan for Patient A’s visit to the school. 
 

 

This charge is found proved. 
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As indicated above, the panel accepted Professor A’s evidence that any decision to 

allow Patient A to leave the unit “should be subject to very careful consideration and, 

most certainly, agreed by the Multidisciplinary Team.” Professor A was also of the 

opinion that a risk assessment and plan was required if Patient A was to be permitted to 

go to Northgate School. This would have included escort arrangements and 

communication between the escorts, the Unit and Northgate School.  

 

There was no documentary or witness evidence before the panel that Mr Nanor 

consulted the MDT. Nor was there documentary evidence of any plan to facilitate 

Patient A’s visit to the Northgate School. The panel had regard to Ms 6’s evidence who 

said that she was not aware of any plan, she stated: “To my recollection: this was an 

informal meeting between [Support worker], Mr Nanor and Patient A.” Ms 6’s said that 

she was told simply to accompany Patient A and another patient to Northgate School.  

 

Taking into account the above and having considered all of the evidence in respect of 

this charge the panel found on the balance of probabilities that Mr Nanor failed to make 

any plan for Patient A’s visit to the school. It therefore found charge 3 proved.  

  

 

Charge 4: 

 

4. Your conduct at charge 1 contributed to Patient A: 

 

a) Absconding from the Beacon Centre. 

 

b) Committing suicide. 
 

This charge is found proved. 

 

In considering this charge, the panel attributed the word ‘contributed’ its ordinary 

English meaning and bore in mind that the charge does not allege that Mr Nanor 

caused Patient A’s suicide. The panel also bore in mind that in determining whether Mr 

Nanor’s omissions contributed to Patient A’s absconsion or suicide, such contribution 

had to be material and significant and not merely trivial or remote.  Whilst the panel 
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considered each limb of the charge separately, it was satisfied that the allegations are 

inextricably linked. Therefore the panel addressed the two limbs together. 

 

The panel accepted Professor A’s opinion that: “…Paul Nanor’s actions fell not only 

beneath a reasonable standard but, for whatever reason, his actions (although perhaps 

not his intentions) constituted a reckless disregard of [Patient A’s] safety. I have used 

the phrase “reckless disregard” after carefully considering its exact meaning…  

 

Within this context and based on the information provided, it appears to me that Paul 

Nanor made an extraordinary and unilateral decision to allow [Patient A] to proceed to 

the school. Not only was this decision extraordinary but Paul Nanor made no plan for 

the visit to the school and, indeed, I note that the meeting notes appear to show that 

Paul Nanor did not know which staff members, or how many, acted as an escort.” 

 

“It appears to me to be a matter of fact that Paul Nanor made a unilateral decision to 

allow [Patient A] to go to the meeting at the school …I can confirm that in my opinion 

and on the balance of probability, Paul Nanor’s failings contributed to the eventual 

outcome for [Patient A] committing suicide.” 

 

In his oral evidence to the panel, Professor A said of Mr Nanor’s actions: “This was a 

defining moment, much more than a balance of probabilities, Paul Nanor’s failings 

certainly contributed to the eventual outcome of Patient A.” In the panel’s judgement, Mr 

Nanor’s actions in allowing Patient A to leave the Unit, provided her the opportunity to 

abscond and to subsequently commit suicide. 

 

Having considered all the evidence in relation to this allegation, the panel found, on the 

balance of probabilities, that Mr Nanor’s conduct at charge 1, contributed to Patient A’s 

absconcion from the Unit and eventual suicide. 

 

Charge 5: 
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5.  Following Patient A’s absconsion from the unit, you failed to adequately deal 

with reporting the matter in that you inappropriately delegated this task to a 

Health Care Assistant  

 

 

This charge is found not proved. 

 

The panel noted that the direct evidence in support of charge 5 came from Ms 6, in her 

witness statement she stated: “I informed [Mr Nanor] that Patient A had made off from 

me whilst being escorted to school. [Mr Nanor] said that we need to inform the police.” 

The panel had regard to Mr Nanor’s local investigation interview with Mr 10, where it is 

stated: “The next thing I heard she had run off, within 5 minutes almost immediately, 

instruct (sic) [Support worker] to phone the police, he did phone the police.” The panel 

therefore found that Mr Nanor had delegated the task of calling the police to the support 

worker. 

 

However, when considering whether Mr Nanor’s actions were inappropriate, the panel 

considered the evidence that when the support worker was making the call to the police, 

Mr Nanor was present and helping with the details. In the panel’s view there was 

nothing to suggest that the police had not been furnished with all the necessary 

information. It was clear to the panel that police had attended the Unit following the call, 

therefore, the information provided to the police would have been sufficient.    

 

Having regard to the above, the panel could not be satisfied, that Mr Nanor’s actions in 

delegating the task of calling the police to a healthcare assistant were inappropriate. 

The panel therefore found charge 5 not proved.  

 

Further Information from the NMC:  

 

Following the panel’s decision on the facts and during its deliberations on the questions 

of misconduct and impairment, Ms Nelson informed the panel the NMC had become 

aware of some written submissions that were sent by Mr Nanor to the NMC’s Case 

Examiners. She submitted that the submissions which relate to the facts in Mr Nanor’s 
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case ought to have been placed before this panel and it is right that the panel have sight 

of them. 

Ms Nelson submitted that in fairness to Mr Nanor, the panel should consider those 

submissions, and decide whether those representations could change its decision on 

the facts. However, if the panel’s decision on facts still stands, then, the panel can take 

those submissions into account when considering the question of misconduct and 

impairment. 

Having carefully considered the information in Mr Nanor’s submissions all dated in June 

2016, the panel noted that Mr Nanor asserts that the MDT did not impose “a No leave 

restriction against Patient A”. 

The panel has reviewed the evidence previously presented to it. The panel had regard 

to Professor A’s evidence that: “Most patients on 15 minute observations are confined 

to the ward. There may be some situations when patients on 15 minute observations 

are allowed out of the ward under close supervision. However, in such exceptional 

cases, the decision to allow the patient out of the ward under close supervision, is one 

that should be subject to very careful consideration and, most certainly, agreed by the 

Multidisciplinary Team.” Having reviewed the evidence, the panel noted that there is no 

evidence that such a restriction on Patient A leaving the building was ever lifted.  

Further, it is significant that on 27 November 2013, when in his interview with Mr 10, Mr 

Nanor, was recorded as stating: “I am trying to say to you that I do know for a fact that 

she is not one of the patients that the team said did have leave – definition of leave – to 

leave the building.” 

In consequence, the panel determined that this information does not alter its earlier 

findings in relation to its decision on facts.  

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 Nanor’s 

fitness to practise is currently impaired. The panel considered all the documentary 

evidence adduced in this case and took into account the submissions from Ms Nelson, 

on behalf of the NMC. 
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Ms Nelson reminded the panel that there is no burden of proof at this stage and the 

decision on misconduct is for the panel’s independent judgement. She submitted that in 

determining misconduct, the panel may find assistance in the case of Roylance v 

General Medical Council (no. 2) [2000] 1 AC 311 which defines misconduct as a word of 

general effect, involving some act or omission which falls far short of what would be 

proper in the circumstances. 

 

Ms Nelson submitted that the charges found proved in respect of all the registrants in 

this case, taken individually and as a whole, were sufficiently serious to amount to 

misconduct. In relation to Mr Nanor’s case, Ms Nelson submitted that Mr Nanor’s 

extraordinary decision in allowing Patient A to leave the Unit when it had not been 

agreed by the MDT was crucial to the sequence of events that led to Patient A’s 

absconsion and eventual suicide. Ms Nelson referred the panel to Professor A’s 

conclusions that Mr Nanor’s “actions fell not only beneath a reasonable standard but, for 

whatever reason, his actions…constituted a reckless disregard of [Patient A’s] safety”. 

 

Ms Nelson invited the panel to take the view that Mr Nanor’s actions amount to 

breaches of The Code: Standards of conduct, performance and ethics for nurses and 

midwives 2008 (“the Code”). She directed the panel to specific paragraphs and 

identified where, in the NMC’s view, Mr Nanor’s actions engaged the Code. Ms Nelson 

submitted that Mr Nanor’s failures in in respect of the charges found proved would be 

considered egregious and they were sufficiently serious to amount misconduct.  

 

Ms Nelson then moved on to the issue of impairment. She referred the panel to the 

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

Council (2) Grant [2011] EWHC 927 (Admin), particularly paragraphs 76 of Mrs Justice 

Cox’s judgement, wherein she endorsed the questions formulated by Dame Janet Smith 

in her Fifth Shipman Report, in relation to the factors it should take into account when 

considering the question of impairment. She also referred the panel to the case of 

Cohen v General Medical Council [2008] EWHC 581 (Admin).  
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Ms Nelson submitted that as Mr Nanor has not presented any evidence of insight or 

remediation, there remains a risk of repetition of the matters found proved. Therefore, a 

finding of impairment is necessary on both public protection and public interest grounds. 

 

The panel heard and accepted the advice of the legal assessor which included 

reference to the cases of Roylance; Grant; and Cohen. 

Decision on misconduct: 

 

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

regard to the 2008 Code (the Code) which was in force at the time of the incidents. 

 

The panel, in reaching its decision, took into account the wider public interest and 

protection of the public and it exercised its own professional judgement. 

 

The panel determined that Mr Nanor’s actions in respect of the charges found proved 

fell far below the standards expected of a registered nurse, and that these actions 

amounted to breaches of the following parts of the Code: 

 

The Preamble where it states:  

 

“The people in your care must be able to trust you with their health and wellbeing  

To justify that trust, you must:  

 make the care of people your first concern, treating them as individuals and 

respecting their dignity 

 work with others to protect and promote the health and wellbeing of those in your 

care, their families and carers, and the wider community  

 provide a high standard of practice and care at all times.  

As a professional, you are personally accountable for actions and omissions in your 

practice, and must always be able to justify your decisions.” 

 

And paragraphs: 
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21. You must keep your colleagues informed when you are sharing the care of others. 

 

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. 

 

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

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

 

The panel appreciated that breaches of the Code do not automatically equate to a 

finding of misconduct. However, the panel determined Mr Nanor’s actions in allowing 

Patient A to leave the Unit, without any plan for Patient A’s visit, contrary to the decision 

of the MDT amounted to egregious behaviour.  In the panel’s view, Mr Nanor’s actions 

breached the observation policy designed to promote patient safety. This was 

aggravated by the fact that Mr Nanor, who was present at the MDT, would have been 

aware of Patient A’s high risk of absconsion, and would have known that Patient A had 

not been granted leave following the MDT meeting. In the panel’s judgement, Mr 

Nanor’s actions, which contributed to Patient A’s absconsion and suicide, were very 

serious.  The panel concluded that Mr Nanor’s actions in respect of the charges found 

proved fell far below the standard required of a registered nurse and therefore 

amounted to misconduct of a serious nature. 

 

Decision on impairment: 

 

The panel next went on to decide if as a result of this misconduct your fitness to practise 

is currently impaired. 

 

The panel had regard to the guidance given in the judgment of Mrs Justice Cox in the 

case of Grant. At paragraph 74 of that judgment, she said: 

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

reason of misconduct, the relevant panel should generally consider not 
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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, quoting from Dame Janet Smith in her 

Fifth Shipman Report at 25.67: 

“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/or is liable in the future to act so as to put 

a     patient or patients at unwarranted risk of harm; 

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…” 

The panel determined that by the misconduct found Mr Nanor had in the past acted so 

as to put Patient A at unwarranted risk of harm, brought the profession into disrepute 

and had breached fundamental tenets of the profession.  

The panel next considered the question of current impairment. It bore in mind that it had 

to look to the future and consider whether Mr Nanor was liable to act in such a way as 

to put patients at unwarranted risk of harm, breach fundamental tenets of the profession 

or bring the profession into disrepute. In assessing the risk of repetition in this case the 

panel had to consider the evidence of insight and remorse demonstrated by Mr Nanor 

and whether his misconduct has been or is capable of being remedied.  

The panel considered that it has not been presented with any evidence of insight from 

Mr Nanor into the impact of his conduct on Patient A, his colleagues and the nursing 

profession as a whole. The panel also had no evidence of remorse. 
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In its consideration of whether Mr Nanor has remedied his practice the panel 

determined that it has not been provided with any evidence of remediation, training or 

Mr Nanor’s current professional circumstances. The panel concluded that, in the 

absence of such evidence, Mr Nanor’s misconduct has not been remedied and, 

consequently, there is a real risk of repetition. Therefore, the panel concluded that a 

finding of impairment on the grounds of public protection is necessary. 

 

Further, in the judgement of the panel, the need to declare and uphold proper 

professional standards of conduct; public confidence in the profession and in the 

regulator would be undermined if a finding of impairment was not made in light of the 

seriousness of the matters found proved against Mr Nanor. His misconduct contributed 

to Patient A’s absconsion and suicide.  

Having regard to all of the above, the panel determined that Mr Nanor’s fitness to 

practise is currently impaired on both public protection and public interest grounds. 

 

Determination on sanction: 

 

The panel has considered this case carefully and has decided to make a striking-off 

order. The effect of this order is that the NMC register will show that Mr Nanor’s name 

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 together with the submissions of Ms Nelson, on behalf of the NMC.  

 

Ms Nelson on behalf of the NMC addressed the panel on the aggravating and mitigating 

features of Mr Nanor’s case and made submissions on the factors the panel should take 

into account at this stage. She submitted that the NMC’s sanction bid in this case is that 

of a strike-off order.  

 

The panel heard and accepted the advice of the legal assessor. 
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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.  

 

The panel first considered the aggravating and mitigating factors in Mr Nanor’s case. 

 

The panel identified the following as aggravating factors in this case: 

 Mr Nanor’s misconduct placed a highly vulnerable patient at unwarranted risk of 

harm; 

 Mr Nanor’s  lack of insight, remorse, remediation and the consequent high risk of 

repetition; 

 Mr Nanor’s actions blatantly breached the Trust’s observation policy; 

 Mr Nanor’s unilateral act which contributed to Patient A’s absconsion and suicide 

was an abuse of his position leading to patient harm. 

 

The panel identified the following as mitigating factors in this case: 

 No evidence of previous regulatory proceedings against Mr Nanor. 

 

The panel then turned to the question of which sanction, if any, to impose. It considered 

each available sanction in turn, starting with the least restrictive sanction and moving 

upwards. 

 

The panel first considered whether to take no action. The panel bore in mind that it had 

identified at the impairment stage that there remained a risk of repetition due to Mr 

Nanor’s lack of insight and remediation. As such, any repetition of his misconduct would 

bring with it unwarranted risk of harm to patients. To take no action would therefore not 

provide protection to the public and would be inconsistent with the panel’s findings at 

the impairment stage. In addition, the panel considered that to take no further action 

would be inadequate in marking the seriousness of the misconduct found and would 
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therefore not be in the public interest of declaring and upholding standards and 

maintaining public confidence in the profession. 

 

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 Nanor’s impairment was not at the 

lower end of the spectrum and that a caution order would be inappropriate in view of the 

seriousness of the misconduct found along with the panel’s findings on impairment. A 

caution order would offer no protection to the public, as it would not restrict Mr Nanor’s 

practice. Therefore, 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 Nanor’s 

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

any conditions imposed must be proportionate, measurable and workable. It had 

particular regard to the SG where it states that conditions would be appropriate where 

there is: 

 Potential and willingness to respond positively to retraining. 

Mr Nanor has not engaged with the regulatory process and the panel has no information 

regarding his current professional circumstances or his willingness to comply with any 

conditions. Therefore, the panel concluded that although conditions of practice could be 

formulated to address some of the concerns in Mr Nanor’s case, they would not be 

workable. The panel concluded however that conditions of practice would be insufficient 

to protect the public or mark the seriousness of the misconduct in this case in order to 

satisfy the public interest considerations. 

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

appropriate sanction. The panel took into account the SG, in particular: 

 

 “This sanction may be appropriate where the misconduct is not fundamentally 

incompatible with continuing to be a registered nurse or midwife in that the 
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public interest can be satisfied by a less severe outcome than permanent 

removal from the register. This is more likely to be the case when some or all 

of the following factors are apparent (this list is not exhaustive): 

 

 A single instance of misconduct but where a lesser sanction is not sufficient.  

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

 The panel is satisfied that the nurse or midwife has insight and does not pose a 

significant risk of repeating behaviour.  

The panel considered that Mr Nanor’s misconduct had placed Patient A at significant 

risk of harm and contributed to her absconsion and suicide. It bore in mind its findings 

that there is a high risk of the misconduct being repeated due to Mr Nanor’s lack of 

insight and remediation which would place patients at unwarranted risk of significant 

harm. The panel determined that Mr Nanor’s misconduct, as highlighted by the facts 

found proved was a significant departure from the standards expected of a registered 

nurse. The misconduct related to a patient who was particularly vulnerable on account 

of her age and mental health condition. In the panel’s view Mr Nanor’s misconduct was 

egregious and fell far below the standard expected of any registered nurse. This was 

aggravated by the fact that Mr Nanor was a very experienced nurse at the time of the 

incident. Mr Nanor has not engaged with this regulatory process since 2016 and the 

panel has no evidence of any remediation of his misconduct.  

 

In this particular case, the panel determined that a suspension order would not be a 

sufficient, appropriate or proportionate sanction to protect the public or satisfy the public 

interest considerations of this case. In the panel’s judgement, public confidence in the 

profession and the NMC as a regulator would be undermined in such circumstances by 

the imposition of a suspension order. 

 

Finally, in looking at a striking-off order, the panel took note of the following paragraphs 

of the SG: 

 

 Do the regulatory concerns about the nurse or midwife raise fundamental 

questions about their professionalism? 
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 Can public confidence in nurses and midwives 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 patients, 

members of the public, or maintain professional standards? 

 

The panel determined that Mr Nanor’s conduct in respect of the charges found proved 

were significant departures from the standards expected of a registered nurse, and are 

fundamentally incompatible with him remaining on the register. The panel was of the 

view that the findings in this particular case related to significant failings particularly in 

respect of Mr Nanor’s failure to provide adequate care to a vulnerable patient. The 

panel has found that Mr Nanor’s misconduct was egregious and his unilateral decision 

to allow Patient A to leave the Unit contrary the decision of the MDT, amounted to an 

abuse of his position. This decision contributed to Patient A’s absconsion and suicide. In 

all the circumstances, the panel determined that Mr Nanor’s misconduct was so serious 

that to allow him to continue practising as a nurse would not declare and uphold proper 

professional standards, would undermine public confidence in the profession and in the 

NMC as a regulatory body. 

 

The panel recognised that a striking-off order could cause Mr Nanor professional and 

financial hardship. However, the panel was satisfied that his interests in this regard are 

outweighed by the public interest. 

 

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

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

sanction is that of a striking-off order. It is the only order sufficient to protect the public 

and meet the public interest in declaring and upholding the proper standards in the 

nursing profession and to meet the public interest in maintaining public confidence in 

the nursing profession and the NMC as its regulator. 

 

Accordingly, the panel directs that Mr Nanor’s name be removed from the Register. 
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Determination on Interim Order: 

 

Ms Nelson, on behalf of the NMC, submitted that an interim suspension order should be 

imposed on the basis of protection of the public and otherwise in the public interest. She 

submitted that the interim suspension order, which would take immediate effect, should 

be for a period of 18 months to cover the possibility of an appeal being lodged by Mr 

Nanor in the 28 day appeal period.  

 

The panel heard and accepted the advice of the legal assessor.  

 

The panel had regard to the circumstances of the case and the reasons set out in its 

decision for imposing a striking off order.  

 

The panel decided to make an interim suspension order for a period of 18 months. 

  

The panel had particular regard to its earlier finding that there remained a risk of 

repetition of the significant failings identified in Mr Nanor’s clinical practice. It also bore 

in mind the seriousness of the matters which it has found proved and concluded that in 

light of its earlier decisions on impairment and sanction, that an interim order was 

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

reasons already set out in detail in the decision on sanction, the panel considered that 

conditions of practice would not be appropriate. The panel therefore concluded that it is 

necessary for Mr Nanor’s registration to be subject to an interim suspension order on 

the grounds of public protection and in the public interest. To do otherwise would be 

inconsistent 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 a striking off order 28 

days after Mr Nanor is sent the decision of this hearing in writing. 
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That concludes this determination. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


