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Nursing and Midwifery Council 

Fitness to Practise Committee 

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

Name of registrant: Patsylin Palmer 
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Part(s) of the register: Registered Nurse – Sub Part 1 
 Adult Nursing  
 (January 2002) 
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Type of Case: Misconduct 
 
Panel Members: Malcolm Davidson (Chair, Lay member) 

Denise Price (Registrant member) 
Manjit Darby (Registrant member) 

 
Legal Assessor: Michael Levy  
 
Panel Secretary: Edmund Wylde 
 
Patsylin Palmer: Not present and not represented  
 
Nursing and Midwifery Council: Represented by Farzana Iqbal, Case Presenter 
 
Facts proved: 1, 2, 3.1, 3.2, 3.3, 4.2, 4.3.1, 4.3.2 
 
Facts not proved: 4.1 
 
Fitness to practise: Impaired 
 
Sanction: Strike Off 
 
Interim Order: Interim Suspension Order (18 months) 
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Details of charge [AS AMENDED]: 

 

That you, a registered nurse, between around October 2016 and 24 July 

2017: 

 

1. Having been made subject to an interim conditions of practice order 

(‘ICOPO’) on 27 April 2015, you worked on one or more shifts as the 

only nurse on duty, contrary to your ICOPO. 

 

2. On or around 5 July 2017, and in respect of Patient A, you failed to 

record in the Controlled Drug book, administration of Morphine to the 

patient. 

 

3. On or around 18 July 2017, and in respect of Patient E, you: 

 

3.1 used and/or instructed Colleague B to use inappropriate 

manual handling techniques when transferring the patient from 

a chair in to a wheelchair; 

 

3.2 once notified that the patient was to be moved using a hoist, 

instructed Colleague B to “just pick the patient up” or “we can 

still stand her” or words to that effect; 

 

3.3 were unable to display knowledge of using the hoist to move 

the patient. 

 

4 Did not follow the correct procedure with respect of medication 

administration on one or more of the following occasions: 

 

4.1 On or around 19 July 2017, and in respect of Patient B, you 

dispensed medication for the patient and asked Colleague 2 to 
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administer it, when Colleague 2 was not permitted to administer 

medication; 

 

4.2 On or around 21 July 2017, and in respect of Patient C, you 

dispensed medication for the patient but did not assist her with 

taking it when this was required. 

 

4.3 On or around 21 July 2017: 

 

4.3.1 left the medication trolley unattended and 

unlocked; 

 

4.3.2 left a bottle of Oromorph on top of the 

trolley. 

 

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 Palmer was not in 

attendance and that written notice of this hearing had been sent to Ms Palmer’s 

registered address by recorded delivery and by first class post on 24 August 2018.  

 

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

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

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

to proceed in her absence.  

 

Ms Iqbal 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.  

 

Ms Palmer had also recently sent a number of emails to the NMC which indicated that 

she was fully aware of the date of the hearing and it was therefore clear that the Notice 

of Hearing and correspondence from the NMC had been received. 

 

In the light of all of the information available, the panel was satisfied that Ms Palmer has 

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

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

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

 

Decision on proceeding in the absence of the Registrant 

 

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

 

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

Committee 

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

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

notice of hearing on the registrant; 

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

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

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions. 

Ms Iqbal invited the panel to continue in the absence of Ms Palmer on the basis that she 

has voluntarily absented herself. Ms Iqbal submitted that Ms Palmer had not requested 

an adjournment and there was no reason to believe that an adjournment would secure 

Ms Palmer’s attendance on some future occasion. Ms Iqbal directed the panel’s 

attention to the relevant documentation before it. She invited the panel to consider the 

correspondence with Ms Palmer, namely emails dated 11 September 2018, 12 

September 2018 and 24 September 2018, in which Ms Palmer confirmed that she 

would not be attending this hearing. Ms Iqbal further invited the panel to consider the 

public interest in the expeditious disposal of this case, and informed the panel that a 

number of witnesses are scheduled to attend today and tomorrow to give live oral 

evidence. 

 

The panel accepted the advice of the legal assessor.  

 

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

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

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

(No.2) [2002] UKHL 5. The panel further noted the case of R (on the application of 
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Raheem) v Nursing and Midwifery Council [2010] EWHC 2549 (Admin) and the ruling of 

Mr Justice Holman that:  

 

“...reference by committees or tribunals such as this, or indeed judges, to 

exercising the discretion to proceed in the person's absence "with the utmost 

caution" is much more than mere lip service to a phrase used by Lord Bingham 

of Cornhill. If it is the law that in this sort of situation a committee or tribunal 

should exercise its discretion "with the utmost care and caution", it is extremely 

important that the committee or tribunal in question demonstrates by its language 

(even though, of course, it need not use those precise words) that it appreciates 

that the discretion which it is exercising is one that requires to be exercised with 

that degree of care and caution.” 

 

The panel took into account the correspondence from Ms Palmer. In her email dated 11 

September 2018, Ms Palmer stated that the “hearing will have to take place in my 

absent.” [sic]. In her email dated 12 September 2018, Ms Palmer did not follow up on 

the NMC’s offer of assistance to attend today’s hearing. In her email dated 24 

September 2018, Ms Palmer indicated that she “will not be attending the hearing.” 

 

The panel has decided to proceed in the absence of Ms Palmer. 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 

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

parties. The panel considered that the NMC had made reasonable efforts to secure Ms 

Palmer’s attendance at today’s hearing. It noted that: 

 

 no application for an adjournment has been made by Ms Palmer; 

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

some future date;  

 three witnesses have attended today to give live evidence, others are due to 

attend;  
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 not proceeding may inconvenience the witnesses, their employers and, for those 

involved in clinical practice, the clients who need their professional services; 

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

recall events; 

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

 

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

proportionate to proceed in the absence of Ms Palmer. The panel will draw no adverse 

inference from Ms Palmer’s absence in its findings of fact. 
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Decision and reasons on amendment of Charge 1 

 

After asking Ms Iqbal whether she intended to make an application to amend the 

charge, the panel heard that, were it to wish to amend the wording of charge 1 of its 

own volition, the NMC would not oppose such amendments.  

 

The panel accepted the advice of the legal assessor that Rule 28 of the Rules states: 

 

28. (1) At any stage before making its findings of fact, in accordance with rule 

24(5) or (11), the Investigating Committee (where the allegation relates to a 

fraudulent or incorrect entry in the register) or the Fitness to Practise Committee, 

may amend 

(a) the charge set out in the notice of hearing; or  

(b) the facts set out in the charge, on which the allegation is based, 

unless, having regard to the merits of the case and the fairness of the 

proceedings, the required amendment cannot be made without injustice.  

(2) Before making any amendment under paragraph (1), the Committee shall 

consider any representations from the parties on this issue. 

The panel, of its own volition, decided to make a number of minor amendments to 

charge 1. The amendments were to change the phrase “subject to a conditions of 

practice order” to “subject to an interim conditions of practice order”, and to insert the 

letter “I” before the word “COPO” on two occasions. The panel considered that these 

amendments would provide clarity and more accurately reflect the reality of the case. 

The panel was of the view that such amendments were in the interests of justice. The 

panel was satisfied that there would be no prejudice to Ms Palmer and no injustice 

would be caused to either party. It was therefore appropriate to make the amendments 

to ensure clarity and accuracy. 
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Original Charge 1 

 

“Having been made subject to a conditions of practice order (“COPO”) on 27 April 2015, 

you worked on one or more shifts as the only nurse on duty, contrary to your COPO.” 

 

Amendment to Charge 1 

 

“Having been made subject to an interim conditions of practice order (“ICOPO”) on 27 

April 2015, you worked on one or more shifts as the only nurse on duty, contrary to your 

ICOPO.” 
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Background 

 

Ms Palmer was referred to the NMC by the deputy manager of Woodlands Manor Care 

Home (“the Home”) on 9 August 2017. At the time of the allegations, Ms Palmer was 

employed at the Home as a night nurse and worked there from October 2016 until 24 

July 2017. 

 

The Home raised concerns as it transpired that Ms Palmer had been working in breach 

of an interim conditions of practice order by being the only nurse on the night shift.  The 

interim conditions of practice order was initially imposed on 27 April 2015 and had a 

condition stating that at any time that Ms Palmer is employed or otherwise providing 

nursing services, she must work at all times on the same shift as, but not necessarily 

under the direct observation of, a registered nurse who is physically present in or on the 

same ward, unit, floor or home that Ms Palmer was working in or on. 

 

When Ms Palmer was interviewed for the role of night nurse at the Home, she was 

informed that she would be the only nurse on night shifts, but she failed to disclose that 

this would put her in breach of her interim conditions of practice order. She generally 

worked 3 night shifts a week. 

 

From May 2017 the Home employed an independent consultant to help with an action 

plan for the Home. The consultant conducted checks on the NMC PIN numbers for all 

nurses at the Home and identified that Ms Palmer was subject to restrictions. When 

spoken to, Ms Palmer stated that she did mention in her interview that she needed to 

work under supervision. There was nothing recorded in the recruitment paperwork from 

when Ms Palmer was interviewed. Ms Palmer was moved to day shifts in order to 

comply with her interim conditions of practice order. She subsequently resigned.  

 

In addition to the allegations concerning breach of the interim conditions of practice 

order, there are allegations concerning a number of clinical issues which the Home 

raised concerns about. These included Ms Palmer’s alleged failure to record 
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administration of morphine to a patient in the controlled drug book, allegedly using 

inappropriate moving & handling techniques, and allegedly failing to follow the correct 

procedure with regards to the administration and management of medication.  

 

On 5 July 2017, Ms Palmer allegedly signed Patient A’s MAR chart to show that she 

had administered morphine but she did not record this in the controlled drug book. Ms 

Palmer admitted this omission to the deputy manager of the Home, said she forgot to 

record it in the controlled drug book, and suggested making a retrospective entry. 

 

On 18 July 2017, a healthcare assistant was helping Ms Palmer move a patient from a 

chair to a wheelchair. Ms Palmer allegedly told the healthcare assistant to put her arms 

under the patient’s arms and put her in the wheelchair. No manual handling aid was 

used despite the patient’s care plan stating she required the assistance of two carers 

and the full hoist with all transfers. The patient required a hoist due to a fractured neck 

of femur, which meant she could not bear weight. 

 

The healthcare assistant was then asked to assist Ms Palmer in helping the same 

patient into bed. The healthcare assistant stated that she would get the hoist to which 

Ms Palmer responded that they could just pick the patient up. The healthcare assistant 

ignored Ms Palmer and went to get a hoist. When the healthcare assistant brought the 

hoist to the patient’s room, Ms Palmer appeared not to know how to use it. She 

allegedly asked the healthcare assistant questions about it and had to be told to watch 

out for the patient’s legs whilst lifting as they could have banged into the hoist. 

 

On 19 July 2017, Ms Palmer allegedly left medication in front of a patient but did not 

administer it. A healthcare assistant was present and intervened to inform Ms Palmer 

that she could not just leave the medication there. It is alleged that Ms Palmer asked the 

healthcare assistant to administer the medication, which she refused.  
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On 21 July 2017, Ms Palmer allegedly left medication with a patient who needed help in 

taking it, as she was physically unable to do so. Ms Palmer failed to follow the correct 

procedure in administering medication to the patient.  

 

On the same date, 21 July 2017, Ms Palmer allegedly left the medication trolley 

unlocked and unattended with a bottle of liquid Oromorph on the top of the trolley. 
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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 adduced in 

this case together with the submissions made by Ms Iqbal, on behalf of the NMC. The 

panel noted that the only material provided by Ms Palmer was a single email, dated 24 

September 2018, in which she made a number of complaints of a general nature but did 

address the charges or the evidence.  

 

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

 

The panel was aware that the burden of proof rests on the NMC, and that the standard 

of proof is the civil standard, namely the balance of probabilities. This means that the 

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

incidents occurred as alleged. 

 

The panel has drawn no adverse inference from the non-attendance of Ms Palmer. 

 

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

 

Witnesses called on behalf of the NMC were:  

 

Ms 1 – Clinical Lead/Deputy Manager at Woodlands Manor Care Home  

Ms 2 – Healthcare Assistant at Woodlands Manor Care Home 

Ms 3 – Registered Manager at Woodlands Manor Care Home  

Mr 4 – Investigation Manager at the Nursing and Midwifery Council 

Ms 5 – Administrator at Woodlands Manor Care Home 

 

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

had heard from.  
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The panel considered the evidence of Ms 1 to be honest, credible and clear. Ms 1 tried 

to assist the panel as much as was possible, and was honest about what she could not 

comment on or did not know – to her credit. 

 

Ms 2 was an honest and credible witness, whose evidence was of great assistance to 

the panel. The panel considered her to be a helpful witness, new to the healthcare field 

but clearly very conscientious and caring. Ms 2’s recall of events was very clear, and 

she was straightforward in her statement that Ms Palmer was unsure how to use a 

hoist. 

 

The panel considered that the evidence of Ms 3 was consistent, honest and credible. 

She was embarrassed by the shortcomings of practice in the Home and accepted that 

the process of recruiting Ms Palmer was not watertight. Ms 3 provided the panel with 

some clarity about Ms Palmer’s role and that she would be the sole registrant nurse 

working on a night shift. 

 

Mr 4’s evidence was professional, clear and concise. He informed the panel about the 

history of the case and the NMC process of informing registrants of any relevant interim 

conditions of practice. 

 

The panel was of the opinion that Ms 5 tried to assist it to the best of her abilities. She 

did not know all of the facts of the case and her recollection was at times limited. The 

panel considered that a lot of assumptions were made in the course of Ms 5’s evidence 

but that her fundamental statement of facts was honest and credible. 

 

The panel considered each charge and made the following findings: 
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Charge 1: 

 

 1. Having been made subject to an interim conditions of practice order (“ICOPO”) on 

27 April 2015, you worked on one or more shifts as the only nurse on duty, contrary 

to your ICOPO. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and 

particularly the evidence of Ms 1, Ms 3, Mr 4, and the work rotas provided from the 

Home.  

 

The panel was satisfied that Ms Palmer was subject to an interim conditions of practice 

order from 27 April 2015 which continued until November 2017. Furthermore, Ms 

Palmer attended the relevant interim order hearings and was sent appropriate outcome 

letters; the panel was therefore satisfied that Ms Palmer was aware of the conditions of 

her interim conditions of practice order. Ms Palmer also made contact with the NMC on 

1 November 2016 to inform them of her nursing role at the Home and she confirmed to 

the NMC Case Officer that her job was compliant with the ICOPO – this was not the 

case. 

 

The panel took into account Ms 3’s evidence that Ms Palmer was informed at interview 

that the job was specifically for a night shift role and that she would be the only 

registered nurse on duty at those times. It considered that the relevant work rotas 

demonstrated that Ms Palmer undertook some 84 such night shifts as the sole 

registered nurse on duty; this included covering for other registered nurses who were 

absent or on leave. The panel also noted that the work rotas were clear in their 

differentiation between recording the registered nurses and healthcare assistants on 

shift.  

 

The panel therefore found this charge to be proved, on the balance of probabilities. 
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Charge 2: 

 

 2. On or around 5 July 2017, and in respect of Patient A, you failed to record in the 

Controlled Drug book, administration of Morphine to the patient. 

 

This charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and 

particularly that of Ms 1, as well as the relevant MAR chart and controlled drug record.  

 

The panel considered that the relevant MAR chart confirmed that morphine was 

administered to Patient A at 21:00 on 5 July 2017 – the entry was made with Ms 

Palmer’s signature. The panel also considered that there was a gap where the 

corresponding entry should have been on the controlled drug record; there was a clear 

discrepancy between the two documents. 

 

The panel also considered the evidence of Ms 1, who indicated that, when Ms Palmer 

was interviewed about the matter, she admitted to her omission, said that “she forgot to 

record it” and offered to make a retrospective entry in the controlled drug book.  

 

The panel therefore found this charge to be proved, on the balance of probabilities. 

 

Charge 3: 

 

 3. On or around 18 July 2017, and in respect of Patient E, you 

 

Sub-Charge 3.1: 

 

3.1 used and/or instructed Colleague B to use inappropriate manual handling 

techniques when transferring the patient from a chair in to a wheelchair; 
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This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and in 

particular the evidence of Ms 1 and Ms 2.  

The panel determined that Ms Palmer was or should have been aware that Patient E’s 

care plan required two carers and a hoist for all transfers, as confirmed by Ms 1’s 

evidence that Ms Palmer was made aware of these facts during her handover and the 

fact that Ms Palmer was a registered nurse on shift.  

 

The panel took into account Ms 2’s clear and consistent evidence that Ms Palmer did 

not use a hoist or stand-aid to transfer Patient E to the wheelchair.  

 

The panel considered Ms 1’s evidence that she did not “know why [Ms Palmer] decided 

to manual handle the patient in the way she did” as Patient E “was totally dependent for 

transferring” and “looking at the patient this was obvious she needed a lot of 

assistance.” It also considered that Ms 1 stated that Ms Palmer “admitted to incorrectly 

manual handling a resident” and said that “her manual handling would have been 

correct if the resident required a stand aid”. 

 

The panel therefore found this sub-charge to be proved, on the balance of probabilities. 

 

Sub-Charge 3.2: 

 

3.2 once notified that the patient was to be moved using a hoist, instructed Colleague B 

to “just pick the patient up” or “we can still stand her” or words to that effect; 

 

This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and in 

particular the evidence of Ms 1 and Ms 2. 
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The panel reminded itself of Ms 2’s clear, cogent and consistent recall of the incident. 

Ms 2 stated that when she said to Ms Palmer that she would retrieve a hoist to move 

Patient E, Ms Palmer “said to me that we could just pick Patient E up” and other words 

to that effect. The panel noted that there was no urgent reason requiring Patient E to be 

moved unduly swiftly, such as a lifesaving intervention, and therefore there was no 

reason for the transfer to be done in an inappropriate manner. 

 

The panel therefore found this sub-charge to be proved, on the balance of probabilities. 

 

Sub-Charge 3.3: 

 

3.3 were unable to display knowledge of using the hoist to move the patient. 

 

This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and in 

particular the evidence of Ms 2. 

 

The panel considered that Ms Palmer would have been given instruction on how to use 

a hoist as part of her handling training upon induction into the home. 

 

The panel took into account the fact that Ms 2, in her evidence, stated very clearly that 

she felt that it was “like she was teaching” Ms Palmer, who “did not seem to know how 

to use the hoist”; Ms Palmer “did not seem to know what she was doing” and was 

unsure in her actions. Furthermore, Ms 2 stated that she had to tell Ms Palmer “to watch 

for Patient E’s legs as they could have banged into the hoist”. 

 

The panel therefore found this sub-charge to be proved, on the balance of probabilities. 
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Charge 4: 

 

4. Did not follow the correct procedure with respect to medication 

administration on one or more of the following occasions: 

 

Sub-Charge 4.1: 

 

4.1 On or around 19 July 2017, and in respect of patient B, you dispensed medication 

for the patient and asked Colleague 2 to administer it, when Colleague 2 was not 

permitted to administer medication; 

 

This sub-charge is found not proved. 

 

The panel could find no evidence in the information before it of Colleague 2 being asked 

by Ms Palmer to administer any medication, and therefore found this sub-charge not to 

be proved. 

 

Sub-Charge 4.2: 

 

4.2 On or around 21 July 2017, and in respect of Patient C, you dispensed medication 

for the patient but did not assist her with taking it when this was required. 

 

This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and in 

particular the evidence of Ms 5, Ms 1 and the relevant MAR chart. 

 

The panel noted that Ms Palmer was on shift on 21 July 2017, as evidenced by her 

signature on the relevant MAR chart. It considered that Ms 5 stated that when she 

entered Patient C’s room, Patient C was propped up in bed and unable to reach the 

medication left on her bedside table, positioned towards her feet. Ms 5 also indicated 
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that Patient C had made a comment to the effect that she had not been assisted in 

taking her medication. The panel also considered the evidence of Ms 1, who informed 

the panel that it was policy that medication should have been observed to have been 

administered by a nurse, not just left for a patient to take it themselves.  

 

Taking into account the MAR chart signed by Ms Palmer, the medication pot left in 

Patient C’s room unattended, and the other evidence before it, the panel considered 

that, on the balance of probabilities, Ms Palmer dispensed the relevant medication but 

did not administer it to Patient C. 

 

The panel therefore found this sub-charge to be proved, on the balance of probabilities. 

 

Sub-Charge 4.3: 

 

4.3 On or around 21 July 2017 

 

Sub-Charge 4.3.1: 

 

4.3.1 left the medication trolley unattended and unlocked; 

 

This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and 

particularly the evidence of Ms 1. 

 

In her evidence, Ms 1 told the panel that, when she went to find Ms Palmer on shift on 

21 July 2017, she “saw that the medication trolley was in the middle of the corridor and 

was open”, that “no other staff member was present” and that Ms Palmer “was not in the 

proximity of the trolley and she could not see the trolley”. Furthermore, Ms 1 stated that 

Ms Palmer “was the only nurse using the medication trolley” and that she “could not see 

[Ms Palmer] and [Ms 1] had to wait for her to appear.” 
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The panel therefore found this sub-charge to be proved, on the balance of probabilities. 

 

Sub-Charge 4.3.2: 

 

4.3.2 left a bottle of Oromorph on top of the trolley. 

 

This sub-charge is found proved. 

 

In reaching this decision, the panel took into account all of the evidence before it, and 

particularly the evidence of Ms 1. 

 

Ms 1 informed the panel that, when she went to find Ms Palmer on 21 July 2017 and 

“saw that the medication trolley was in the middle of the corridor and was open”, a 

“bottle of liquid Oromorph was out on the top of the trolley”. Ms 1 further stated that the 

“Oromorph bottle should have been inside the locked trolley.” 

 

The panel therefore found this sub-charge to be proved, on the balance of probabilities.
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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 amount to misconduct and, if so, whether Ms Palmer’s 

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 Iqbal invited the panel to take the view that Ms Palmer’s actions 

amount to a breach of The Code: Professional standards of practice and behaviour for 

nurses and midwives (2015) (“the Code”). She then directed the panel to specific 

paragraphs and identified where, in the NMC’s view, your actions amounted to 

misconduct.  

 

Ms Iqbal 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.’ She submitted that the 

misconduct in this case concerns Ms Palmer not adhering to interim conditions of 

practice that she was subject to, as well as a number of clinical issues. At the time, Ms 

Palmer was responsible for providing care to vulnerable service users and by virtue of 

her actions, she placed these service users at unwarranted risk. 

 

Ms Iqbal then moved on to the issue of impairment, and addressed the panel on the 

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

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

the profession and in the NMC as a regulatory body. Ms Iqbal referred the panel to the 

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

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

 

Ms Iqbal submitted that the first three limbs of the test within Grant were engaged. She 

submitted that Ms Palmer’s actions placed the service users she cared for at risk of 
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harm through failing to ensure appropriate manual handling techniques were used. Ms 

Iqbal invited the panel to consider that Ms Palmer failed to accurately record the 

administration of a controlled drug, failed to properly administer medication to service 

users and left the medication trolley unlocked and unattended; furthermore, Ms 

Palmer’s conduct in working as the only nurse on duty, which she was prohibited from 

doing as a result of her ICOPO, also placed service users at risk.     

 

Ms Iqbal submitted that, as a registered nurse caring for vulnerable service users, Ms 

Palmer was responsible for delivering care to a certain standard, which she failed to 

meet – her conduct fell short of the standards expected of a registered nurse.    

 

Ms Iqbal invited the panel to consider the fact that Ms Palmer failed to work in 

accordance to her ICOPO, and submitted that this undoubtedly brings the profession 

into disrepute as do the nature of her clinical errors. She submitted that Ms Palmer has 

shown a flagrant disregard to restrictions imposed upon her by the NMC as her 

regulator.  

 

Ms Iqbal further submitted that Ms Palmer’s conduct also breached fundamental tenets 

of the profession, namely to: promote professionalism and trust, prioritise patients, to 

keep accurate records and preserve patient safety. She invited the panel to conclude 

that current impairment can be found on the basis that there is a continuing risk and that 

public confidence in the nursing profession and the NMC as regulator would be 

undermined if such a finding were not made. 

 

Ms Iqbal invited the panel to consider that the concerns in this case are remediable but 

have not been remedied by Ms Palmer. Ms Palmer has not attended the hearing to 

make representations and has not submitted any evidence to show that the concerns 

have been remedied. Ms Iqbal submitted that, as such, there is an ongoing risk of 

repetition.  
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Ms Iqbal reminded the panel that insight is an important concept when considering 

impairment and submitted that, in this case, Ms Palmer has failed to demonstrate any 

insight at all; she does not appear to have given thought to what could have been done 

differently, why the concerns arose or the impact her actions have had upon service 

users, the profession and the public.  

 

Furthermore, Ms Iqbal submitted that there is no indication that Ms Palmer understands 

the cause behind the concerns or that she has taken steps personally and 

professionally to ensure that if similar circumstances arise again, she would be able to 

deal with them appropriately.  

 

The panel considered the email from Ms Palmer, dated 24 September 2018. In this 

email, amongst other matters, Ms Palmer stated that she had lost confidence in the 

NMC and the investigatory process, provided an account of personal mitigating 

circumstances in the case, and directed the panel’s attention to passages of the Bible 

which she felt to be relevant to her circumstances.  

 

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

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

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

for Healthcare Regulatory Excellence v (1) Nursing and Midwifery Council (2) Grant 

[2011] EWHC 927 (Admin).  

 

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 Palmer’s fitness to practise is currently impaired as a result of that 

misconduct.  
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Decision on misconduct 

 

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

regard to the terms of The Code: Professional standards of practice and behaviour for 

nurses and midwives (2015). 

 

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

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

professional judgement. 

 

The panel was of the view that Ms Palmer’s actions did fall significantly short of the 

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

the Code. Specifically: 

 

Prioritise People 

 

You put the interests of people using or needing nursing or midwifery services first. You 

make their care and safety your main concern and make sure that their dignity is 

preserved and their needs are recognised, assessed and responded to. You make sure 

that those receiving care are treated with respect, that their rights are upheld and that 

any discriminatory attitudes and behaviours towards those receiving care are 

challenged. 

 

1 Treat people as individuals and uphold their dignity 

 

To achieve this, you must: 

 

1.1 treat people with kindness, respect and compassion 

 

1.2 make sure you deliver the fundamentals of care effectively 
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3 Make sure that people’s physical, social and psychological needs are assessed 

and responded to 

 

To achieve this, you must: 

 

3.1 pay special attention to promoting wellbeing, preventing ill health and 

meeting the changing health and care needs of people during all stages of life 

 

6 Always practise in line with the best available evidence 

 

To achieve this, you must: 

 

6.1 make sure that any information or advice given is evidence-based, including 

information relating to using any healthcare products or services, and  

 

6.2 maintain the knowledge and skills you need for safe and effective practice. 

 

10 Keep clear and accurate records relevant to your practice 

 

To achieve this, you must: 

 

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

recording if the notes are written sometime after the event. 

 

17 Raise concerns immediately if you believe a person is vulnerable or at risk and 

needs extra support and protection 

 

To achieve this, you must: 

 

17.1 take all reasonable steps to protect people who are vulnerable or at risk 

from harm, neglect or abuse 
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18 Advise on, prescribe, supply, dispense or administer medicines within the 

limits of your training and competence, the law, our guidance and other elevant 

policies, guidance and regulations 

 

To achieve this, you must: 

 

18.2 keep to appropriate guidelines when giving advice on using controlled drugs 

and recording the prescribing, supply, dispensing or administration of controlled 

drugs 

 

 18.4 take all steps to keep medicines stored securely 

 

Promote professionalism and trust 

 

You uphold the reputation of your profession at all times. You should display a personal 

commitment to the standards of practice and behaviour set out in the Code. You should 

be a model of integrity and leadership for others to aspire to. This should lead to trust 

and confidence in the profession from patients, people receiving care, other healthcare 

professionals and the public. 

 

20 Uphold the reputation of the profession at all times 

 

To achieve this, you must: 

 

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

 

20.3 be aware at all times of how your behaviour can affect and influence the 

behaviour of other people 

 

20.5 treat people in a way that does not take advantage of their vulnerability or 

cause them upset or distress 
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20.8 act as a role model of professional behaviour for students and newly 

qualified nurses and midwives to aspire to 

 

23 Cooperate with all investigations and audits 

 

To achieve this, you must: 

 

23.3 tell any employers you work for if you had had your practice restricted or 

had any other conditions imposed on you by us or any other relevant body 

 

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

of misconduct.  

 

The panel considered that Ms Palmer had shown blatant disregard for a key condition of 

her interim conditions of practice order; she had worked some 84 shifts over a 

significant period of time, when she knew that she was not permitted to be the only 

registered nursing working on a shift. The panel determined that Ms Palmer deliberately 

misled the Home, and failed to disclose the totality of her interim conditions of practice 

order; furthermore she deliberately misled the NMC when she confirmed that her job 

was compliant with that interim order on 1 November 2016. 

 

With regard to Ms Palmer’s clinical errors, the panel considered that Ms Palmer knew 

the acceptable level of standard for competence, as she had scored highly on her 

medication competency test when initially employed and received the necessary 

training required for her role at the Home. Ms Palmer failed to discharge her 

responsibilities, in both safe dispensing and administration of medication, and placed 

patients at unwarranted risk of harm as a consequence of her actions. 

 

The panel found that Ms Palmer’s actions did fall seriously short of the conduct and 

standards expected of a nurse and amounted to misconduct. 
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Decision on impairment 

 

The panel next went on to decide if, as a result of this misconduct, Ms Palmer’s fitness 

to practise is currently impaired. 

 

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

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

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

panels considering impairment of a doctor’s fitness to practise, but in my 
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view the test would be equally applicable to other practitioners governed 

by different regulatory schemes. 

 

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

deficient professional performance, adverse health, conviction, 

caution or determination show that his/her fitness to practise is 

impaired in the sense that s/he: 

 

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

put a patient or patients at unwarranted risk of harm; and/or 

 

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

medical profession into disrepute; and/or 

 

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

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

 

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

dishonestly in the future? 

 

The panel finds that the first three limbs of the Grant test are engaged in this case. 

 

The panel determined that Ms Palmer has demonstrated no insight into her actions and 

their severity, even when challenged immediately after the relevant incidents; she has 

had plenty of opportunity to respond to the charges and does not appear to appreciate 

the seriousness of her misconduct. The panel considered that it had no evidence before 

it of any attempts made by Ms Palmer to remediate her practice, throughout the totality 

of the proceedings with the NMC. Furthermore, no personal reflection has been 

provided, only general supervision logs which do not reflect on Ms Palmer’s 

shortcomings. In light of this, the panel found that a risk of repetition of the misconduct 

must exist in this case.  
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The panel also determined that the repeated incidence of misconduct, when combined 

with Ms Palmer’s deliberate misleading of both the NMC and the Home in relation to her 

interim conditions of practice order, was evidence of an attitudinal issue on Ms Palmer’s 

part. 

 

The panel took into account Ms Palmer’s email, dated 24 September 2018, and 

concluded that it contains mostly exculpatory statements, and does not demonstrate 

any remorse or concern about her misconduct. 

 

The panel considered that the interim conditions of practice order was put in place as it 

was determined necessary to protect the public; Ms Palmer blatantly breached this 

interim order by regularly working without another registered nurse being present, as 

required by her interim conditions of practice order. Furthermore, the panel considered 

that Ms Palmer’s actions put service users at an unwarranted risk of harm by failing to 

follow the Home’s medication policy, failing to follow care pans, and by not knowing how 

to use a hoist. 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 is required.  

 

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

practise is currently impaired. 
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Determination on sanction:  

 

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

off order. It directs the registrar to strike Ms Palmer off the register. The effect of this 

order is that the NMC register will show that Ms Palmer 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. It considered the email from Ms Palmer, dated 24 September 

2018, and the submissions of Ms Iqbal, which included the NMC sanction bid of a 

striking off order. The panel accepted the advice of the legal assessor. The panel has 

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

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

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

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

independent judgement.  

 

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

 

 Ms Palmer repeatedly breached her interim conditions of practice order 

over a significant period of time (approximately six months); 

 Ms Palmer was aware that she was breaching the order but continued to 

do so; 

 Ms Palmer has demonstrated a flagrant disregard for the NMC in its role 

as regulator; 

 Ms Palmer’s breaches of her interim conditions of practice order were 

discovered, rather than admitted or disclosed – she deliberately misled 

both the Home and the NMC; 

 Ms Palmer had been provided with all requisite training and competences 

required for her job, yet still fell short of the relevant standards; 

 Ms Palmer’s clinical failings related to basic nursing care which involved 

vulnerable patients; 
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 Ms Palmer has demonstrated a significant lack of insight into her actions; 

 There is a clear pattern of misconduct and failings relating to Ms Palmer’s 

competence, as evidenced in the decision of a previous substantive panel; 

 Ms Palmer is currently suspended from the register, due to the decision of 

a previous substantive panel; 

 Ms Palmer’s conduct put patients at significant risk of harm. 

 

The panel considered that there were no mitigating factors in this case, but noted that 

no actual patient harm was caused.  

 

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

inappropriate in view of the seriousness and nature of the case. The panel decided that 

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

 

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

the panel took into account the SG, which states that a caution order may be 

appropriate where ‘the case is at the lower end of the spectrum of impaired fitness to 

practise and the panel wishes to mark that the behaviour was unacceptable and must 

not happen again.’ The panel considered that Ms Palmer’s misconduct was not at the 

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

nature and seriousness of the case. The panel decided that it would be neither 

proportionate nor in the public interest to impose a caution order. 

 

The panel next considered whether placing conditions of practice on Ms Palmer’s 

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

any conditions imposed must be proportionate, measurable and workable.  

 

The panel is of the view that there are no practical or workable conditions that could be 

formulated. The panel took into account that Ms Palmer is currently suspended from the 

register and therefore any conditions of practice it imposed would be ineffectual. The 

panel was also not confident that Ms Palmer would comply with any conditions that it 
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could formulate, given that she has previously demonstrated a blatant disregard for 

conditions imposed upon her. Furthermore the panel concluded that the placing of 

conditions on Ms Palmer’s registration would not adequately address the seriousness of 

this case and would not protect the public. 

 

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

appropriate sanction.  

 

The conduct, as highlighted by the facts found proved, was a significant departure from 

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

of the basic tenets of the profession evidenced by Ms Palmer’s actions is fundamentally 

incompatible with her remaining on the register. It took into account the evidence of 

repetition of her misconduct since the interim conditions of practice order was imposed, 

and that therefore Ms Palmer’s misconduct was not an isolated incident. The panel 

determined that, in light of there being no evidence of Ms Palmer demonstrating any 

insight into her behaviour or attempting to remediate her practice, Ms Palmer poses a 

significant risk to patient safety. The panel was not confident that Ms Palmer is capable 

of remediating her practice – a finding compounded by the previous examples of 

supervision, where additional concerns emerged during her period of supervised 

practice.  

 

The panel also bore in mind, but was not bound by, the determination of a previous and 

separate panel in relation to Ms Palmer, which stated that: 

 

Even in your contemporaneous reflective feedback forms, when your 

shortcomings were highlighted, you simply expressed a resolve to do better 

rather than any meaningful understanding of the implications of your failings. 

When shortcomings were discussed at the time of the incidents, you at times 

sought to blame others rather than accept the deficiencies in your own practice. 

During your oral evidence you continued to blame others for your clinical 

shortcomings, rather than take responsibility for them. 
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This panel considered that panel’s finding in light of the contents of the email received 

from Ms Palmer on 24 September 2018 which repeated a similar position, as well as its 

own finding that she had repeatedly breached her interim conditions of practice order. 

The panel therefore determined that there was evidence before it of a deep-seated 

attitudinal problem in Ms Palmer’s case. 

 

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

not be an appropriate or proportionate sanction.  

 

Finally, the panel considered a striking off order. 

 

Ms Palmer’s actions were significant departures from the standards expected of a 

registered nurse, and are fundamentally incompatible with Ms Palmer remaining on the 

register. The panel was of the view that the findings in this particular case demonstrate 

that Ms Palmer’s actions were serious, and to allow her to continue practising would 

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

 

Ms Palmer has demonstrated a persistent lack of insight into the seriousness of her 

actions and their consequences. Furthermore, in light of this lack of insight and lack of 

evidence of attempts to remediate her practice, there is a serious and continuing risk of 

harm to patients, were Ms Palmer allowed to practise as a registered nurse. The panel 

determined that Ms Palmer’s persistent and repeated breaching of her interim 

conditions of practice order demonstrated a deeply concerning attitude towards the 

NMC, its function as a regulator, and the regulatory process as a whole.  

 

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

during this case, the panel concluded that the appropriate and proportionate sanction is 

that of a striking-off order. Having regard to the matters it identified, in particular the 

effect of Ms Palmer’s actions in bringing the profession into disrepute by adversely 

affecting the public’s view of how a registered nurse should conduct herself, the panel 

has further concluded that nothing short of this would be sufficient in this case. 
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The panel considered that this order was necessary to mark the importance of 

maintaining public confidence in the profession, and to send to the public and the 

profession a clear message about the standard of behaviour required of a registered 

nurse. 

 



 37 

Determination on Interim Order 

 

The panel has considered the submissions made by Ms Iqbal 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 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 Palmer is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


