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Nursing and Midwifery Council 
Fitness to Practise Committee 

Substantive Meeting 
18 February 2019 – 19 February 2019 

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

Name of registrant: Patricia Linda Parker 
 
NMC PIN:  65I0449S 
 
Part(s) of the register: Registered Nurse – Sub Part 1 
 RN1: Adult – 2 November 1968 
 
Area of Registered Address: England 
 
Type of Case: Misconduct 
 
Panel Members: Paula Burton (Chair, Lay member) 

Shane Moody (Registrant member) 
Robert Cawley (Lay member) 

 
Legal Assessor: Nigel Parry  
 
Panel Secretary: Edmund Wylde 
 
Facts proved: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13 (in 

their entirety) 
 
Fitness to practise: Impaired 
 
Sanction: Striking-Off Order 
 
Interim Order: Interim Suspension Order (18 months) 
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Details of charge: [AS AMENDED] 

 

That you, a Registered Nurse, while employed as manager of Laurel Bank Care 

Home Between 5 July 2016 and 18 March 2017: 

 

1. Failed to take adequate steps to ensure that effective systems were in 

place for safe medication management in that one or more of the following 

concerns were identified in CQC inspections: 

 

i) drugs were not securely and safely stored 

ii) Medication Administration Records (MAR) were signed 

before medication was administered 

iii)  Medication was marked as ‘refused’ on a MAR chart when 

instead it had been discontinued 

iv) failing to record on a MAR chart whether prescribed medication 

was administered or not. 

v) On inspection of MAR Charts for 6 separate Service Users: 

 

a) MAR charts did not accurately reflect the current position 

regarding medication 

b) medications had not been signed as given 

c) care plans contained inconsistent information to that on 

the equivalent MAR chart 

d) allergies were not always marked on the MAR charts 

e) nutritional supplements were not recorded on the MAR charts, 

f) there was inadequate direction for the administration of 

two sedatives to a particular service user. 

 

2. During a CQC inspection on 6 July 2016 failed to manage medication 

safely in that you did one or more of the following: 

 

i) Left the medication trolley unlocked in the lounge, with service users 

present 
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ii) Signed Medication Administration Record (“MAR”) charts on three 

occasions before the medication had been administered

iii)  Gave medication to another nurse to administer to an unknown service 

user and signed the MAR chart: 

 

a) without being in the presence of the service user when the 

medication was administered 

b) without administering the medication yourself; 

 

iv) Incorrectly recorded on the MAR chart for Service User Z that 

medication had been refused when it had been discontinued. placed 

medication into a medicine cup without wearing gloves during this 

process; 

 

3. During a CQC inspection on 6 July 2016 failed to maintain the dignity of a 

Service User that when administering medication in the conservatory, you 

rolled up the service user’s skirt. 

 

4. During a CQC inspection on 7 February 2017 failed to record on Service User 

B’s MAR Chart that you had administers Amoxicilin and Fludrocortisone to 

them. 

 

5. Failed to adequately manage Service Users’ risk of falls in that one or more of 

the following concerns were identified during CQC Inspections and a CCG 

Inspection: 

 

i) In relation to Service User D: 

 

a) It was not clear whether the falls team had visited or been in contact 

or if any advice had been given since a referral to the falls team on 

20 December 2016 

b) It was not clear from the documentation what action staff needed to 

take to keep Service User D safe 
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c) Not all falls had been recorded 

d) Sensor mats were not put in the right places for Service User D’s 

needs 

e) The falls risk assessment and risk management plan were not 

updated with adequate frequency. 

 

ii) In relation to Service User B: 

a) A Falls Care plan dated 17 October 2017 did not record who had 

been involved in the decision making process. 

b) There had been no review of the Falls Care Plan by 7 February 

2017

c) On 7 February 2017 and 10 February 2017 Service User B’s bed 

was at the highest setting with no mattress on the floor, contrary to 

the Falls Care Plan. 

 

iii)  In Relation to Service User F: 

 

a) There was no or no adequate system in place to manage the risk of 

falling when outside to smoke. 

b) There were no means in place to alert staff if assistance was 

required by Service User F while outside to smoke. 

 

iv) During a CCG visit on 15 & a6 March 2017: 

 

a) The falls risk assessments for some service users were not up to 

date 

b) Some Service Users were nursed and/or fed in bed without 

sufficient reason. 

 

6. Failed to ensure the nutritional needs of service users were met adequately in 

that during CQC Inspections it was identified that: 

 

i) In relation to Service User B: 
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a) Service User B had lost weight and had a body mass index of 18. 

b) Service Use B was not being weighed often enough. 

c) Service User B’s food and fluid charts were poorly completed. 

d) Service User B was not being offered food that he was known to 

like. 

 

ii) In relation to Service User D: 

 

a) Service User D was at high risk of malnutrition and had a BMI of 12. 

b) There was no information recorded in Service User D’s nutritional 

chart to indicate whether the dietician had visited or called or any 

advice had been given. 

c) Prior to the relevant inspection, Service User D was not been 

monitored daily in respect of nutrition and weight 

d) Service User D’s food and fluid charts were not completed 

adequately 

e) Service User D’s risk of choking was not recorded adequately 

 

iii)  Systems for and monitoring of weight and nutrition were inadequate 

 

iv) Staff were not trained or otherwise made sufficiently aware of implications 

and/or need to act upon significant changes in Service Users’ weight. 

 

7. Failed to take adequate steps to ensure that effective systems were in place 

for safe pressure area care for service users in that one or more of the 

following concerns were identified during CQC inspections: 

i) One or more Service Users were not regularly repositioned 

ii) One or more Service Users did not receive appropriate equipment for 

minimising the risk of pressure ulcers. 

iii)  One or More mattresses and/or pressure cushions were not fit for use. 

iv) In relation to Service User B: 
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a) The wound assessment plan for a grade 2 ulcer had no entries 

recording care between 7 January and 7 February 2017. 

b) Two members of staff were unaware of the ulcer 

c) The requirement in the Care Plan for repositioning every two hours 

was not being met. 

 

8. Failed to take adequate steps to ensure that effective systems were in place 

for care plans to be acted upon, reviewed and updated, and/or adequately 

reflected the needs of the service users in relation to one or more of the 

following concerns identified in CQC inspections: 

 

i) In relation to care plans for six Service Users: 

 

a) One or more directions on care plans were not followed 

b) One or more clinical issues were not recorded 

c) One or more care plans did not accurately reflect daily care provided 

d) One or more care plans were not adequately updated 

 

9. Failed to safeguard vulnerable service users and/ or failed to make 

appropriate referrals to safeguarding and the CQC in that between October 

2016 and 1 February 2017, one or more incidents occurred in respect of 

Service Users, which had not been referred to the local authority 

Safeguarding Team and/or to the CQC as required . 

 

10. Failed to ensure staff had adequate training in that one or more of the 

following concerns were identified in CQC inspections: 

i) Staff competency was not assessed and monitored to identify skill gaps 

and be used as a basis to inform training needs. 

ii) No competency assessments were undertaken on staff practice. 
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iii)  One or more members of nursing staff had not had any supervisions 

within the first six months of 2016. 

iv) One or more members of nursing staff had not completed mandatory 

fire training 

v) One or more members of care staff had not completed mandatory fire 

training 

vi) One or more members of care staff had not completed dementia 

training. 

vii)  One or more members of staff had not received epilepsy training. 

viii)  Adequate systems were not in place to ensure that staff received the 

training they required for their roles. 

 

11. Failed to ensure that risk assessments were appropriately carried out in that 

during a CQC inspection in July 2016 it was identified that: 

i) Service User V and service User W had bed rails in situ, but that there 

were no risk assessment documents within their care files to 

demonstrate that the risks associated with bed rails had been 

considered 

ii) control measures had not put in place to keep Service User V and 

Service User W safe.” 

 

12. Failed to ensure that the condition attached to the Deprivation of Liberty 

Safeguards for Service User E on 10 November 2016, was met. 

 

13. Failed to maintain a safe environment for service users in that during CQC 

inspections it was identified that: 

i) Areas of the Home were not clean 

ii) Staff were not provided with adequate facilities to wash their hands 

iii)  A bedroom had no hot water 

iv) One or more toilets had damage and/or a loose seat. 

v) A call bell was broken 
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vi) A bedroom radiator was off leaving the bedroom unacceptably cold 

 

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 Meeting 
 

The panel was informed that written notice of this meeting had been sent to Mrs 

Parker’s registered address by recorded delivery on 7 January 2019. Notice of this 

meeting was left with Mrs Parker’s neighbour on 8 January 2019. The panel took into 

account that Mrs Parker had returned the Case Management Form attached to the 

notice of hearing, and therefore determined that she had received the notice.   

 

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

time, dates and venue of the meeting and other pertinent information with regards to 

this meeting. The panel noted that, in the notice of meeting sent to Mrs Parker, it was 

clearly indicated that Mrs Parker had previously requested for this matter to be held at a 

meeting, and that she would not attend a hearing.  

 

The panel accepted the advice of the legal assessor.  

 

In the light of all of the information available, the panel was satisfied that Mrs Parker has 

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

11A 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.  
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Decision and reasons on amending the charge 

 

The proposed amendment was to correct a typographical error in charge 13(i) in order 

to provide clarity and more accurately reflect the evidence. 

 

Original Charge 13(i) 
 

13 Failed to maintain a safe environment for service users in that during CQC 

inspections it was identified that: 

i) Areas of the Home were note clean 

 

Proposed Amendment to Charge 13(i) 
 

13 Failed to maintain a safe environment for service users in that during CQC 

inspections it was identified that: 

i) Areas of the Home were not clean 

 

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. 
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The panel was of the view that such an amendment, as applied for, was in the interests 

of justice. The panel was satisfied that there would be no prejudice to Mrs Parker and 

no injustice would be caused by the proposed amendment being allowed. It was 

therefore appropriate to allow the amendment, as applied for, to ensure clarity and 

accuracy. 



 12 

Background 
 

Mrs Parker began working at the Laurel Bank Care Home (“the Home”) on 7 September 

1985. She was employed as a nurse and was subsequently promoted to the role of 

deputy matron and thereafter to the role of matron. Mrs Parker became the Care Quality 

Commission (“CQC”) registered manager of the Home in 2010. 

 

On 6 July 2016 an unannounced CQC inspection was conducted at the Home. The 

overall rating given for the Home was “inadequate”. In brief, the following concerns were 

raised: 

 

• Medicines were not safely managed; 

• Issues were found in relation to the care home environment (including 

issues related to water temperature); 

• There was a lack of risk assessments; 

• Audits undertaken to assess, monitor and improve the service were not 

sufficiently robust; 

• There was a lack of staff training; 

• There were infection control issues; 

• There was a lack of safeguarding referrals. 

 

A further CQC inspection took place at the Home on 7 and 10 February 2017. At that 

inspection, the overall rating given for the Home was “inadequate”. The CQC stated 

that: 

 

…although we have found new systems and processes had been put in place 

since our last inspection to improve the service we found these were not effective 

and people were not receiving the care and support they needed. 
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Not only did the issues identified in the first inspection remain a problem, there were 

allegedly new concerns raised in relation to care planning and management of risks in 

relation to falls and nutritional needs. 

 

Mrs Parker resigned from her position as the Home Manager on 17 March 2017 and a 

further CQC inspection was carried out on 20 March 2017. At that inspection, the overall 

rating for the Home was “inadequate”, with the CQC report stating that:  

 

…many of the issues we identified at the inspection as detailed below, were 

raised at our inspection in February 2017. [sic] 

 

A Notice of Proposal was issued from the CQC to cancel Mrs Parker’s registration as 

CQC registered manager and the provider closed the Home on 8 April 2017. 

 

The CQC referred Mrs Parker to the NMC on 24 April 2017. She retired from nursing on 

30 April 2017. 

 

It is alleged that Mrs Parker, as the registered manager, held overall responsibility for 

the failures at the Home. 
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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, namely the documentation provided on behalf of the NMC and the 

documentation provided on Mrs Parker’s behalf. 

 

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 had sight of the evidence matrix provided to it. It was also assisted by the 

NMC Statement of Case provided to it, but was not bound by this document. 

 

The panel took into account that, in Mrs Parker’s returned Case Management Form 

(scanned on 30 January 2019), she makes full admissions to all of the charges. The 

panel also had sight of the handwritten letter from Mrs Parker attached to her returned 

Case Management Form. 

 

The panel also took into account the documentary evidence provided on behalf of the 

NMC, which included nine witness statements and their supporting exhibits, and ran to 

some 1749 pages. The panel determined that this amounted to appropriately 

substantial, persuasive and probative evidence, in support of Mrs Parker’s full 

admissions, to find all of the charges proved on the balance of probabilities. 

 

All of the charges were therefore announced as proved. 
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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 Code). 

 

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

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

professional judgement. 

 

The panel was of the view that Mrs Parker’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  
 
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 

 

… 

 

1.5 respect and uphold people’s human rights 

 

3. Make sure that people’s physical, social and psychological needs are 
assessed and responded to 
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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 life stages  

 

Practise effectively 
 
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 

 

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

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

 

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

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

requirements 

 

Preserve safety 
 
13. Recognise and work within the limits of your competence 
 
To achieve this, you must: 

 

13.2 make a timely and appropriate referral to another practitioner when it is in the 

best interests of the individual needing any action, care or treatment 
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16. Act without delay if you believe that there is a risk to patient safety or 
public protection 
 
To achieve this, you must: 

 

16.1 raise and, if necessary, escalate any concerns you may have about patient or 

public safety, or the level of care people are receiving in your workplace or any 

healthcare setting and use the channels available to you in line with our guidance 

and your local working practices 

 

17. Raise concerns immediately if you believe a person who 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 

 

18. Advise on, prescribe, supply, dispense or administer medicines within the 
limits of your training and competence, the law, our guidance and other 
relevant 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 

 

18.3 make sure that the care or treatment you advise on, prescribe, supply, 

dispense or administer for each person is compatible with any other care or 

treatment they are receiving, including (where possible) over-the-counter medicines 
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18.4 take all steps to keep medicines stored securely 

 

19. Be aware of, and reduces as far as possible, any potential for harm 
associated with your practice 
 
To achieve this, you must: 

 

19.1 take measures to reduce, as far as possible, the likelihood of mistakes, near 

misses, harm and the effect of harm if it takes place 

 

Promote professionalism and trust 
 
20. Uphold the reputation of your profession at all times 
 
To achieve this, you must: 

 

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

 

… 

 

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

cause them upset or distress 

 

… 

 

20.8 act as a role model of professional behaviour for students and newly qualified 

nurses and midwives to aspire to 

 

25. Provide leadership to make sure people’s wellbeing is protected and to 
improve their experiences of the healthcare system 
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To achieve this, you must: 

 

25.1 identify priorities, manage time, staff and resources effectively and dealt with 

risk to make sure that the quality of care or service you deliver is maintained and 

improved, putting the needs of those receiving care or services first, 

 

25.2 support any staff you may be responsible for to follow the Code at all times. 

They must have the knowledge, skills and competence for safe practice; and 

understand how to raise any concerns linked to any circumstances where the Code 

has, or could be, broken. 

 

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

of misconduct. However, the panel was of the view that Mrs Parker’s errors related not 

only to clinical failings, but also to those concerning managerial and professional 

leadership responsibilities; Mrs Parker’s errors were wide-ranging, serious in their 

nature, and occurred over a protracted period of time. The panel considered that, as a 

result of the charges found proved in this case, patients were put at a significant risk of 

harm, and that actual harm did occur to particular patients. The panel further took into 

account that these patients were vulnerable, due to their age and relative frailty, 

amongst other factors. 

 

The panel noted that Mrs Parker had previously been subject to regulatory proceedings 

in 2007, relating to similar (if not almost identical) failings to those in the current case. It 

therefore considered that Mrs Parker was fully aware of the standards expected of a 

registered nurse in her position. 

 

For the reasons given above, the panel found that Mrs Parker’s actions did fall seriously 

short of the conduct and standards expected of a nurse, would be viewed as 

“deplorable” by other members of the nursing profession and the wider public, 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, Mrs Parker’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. … 

 

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

considered that, in the past, Mrs Parker’s widespread and serious failings have put 

patients at an unwarranted risk of harm, brought the nursing profession into disrepute, 

and breached fundamental tenets of the nursing profession.  

 

The panel considered that the clinical and professional leadership/management 

concerns raised through the charges found proved are serious, and, for the most part, 

remediable.  

 

The panel considered that there was no evidence before it of any training undertaken by 

Mrs Parker, or of any proactive attempts made by Mrs Parker to remediate her practice. 

It noted that Mrs Parker has been retired since 2017. 
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The panel further considered that Mrs Parker has demonstrated only limited insight into 

her failings, rather than the required standard of developed insight. In coming to this 

conclusion, the panel took into account Mrs Parker’s full admissions to the charges, 

admission that her fitness to practise is currently impaired, and the contents of the 

handwritten letter attached to Mrs Parker’s returned Case Management Form (scanned 

30 January 2019). In this letter, Mrs Parker writes: 

 

My management and leadership skills were not up to acceptable standards… 

However none of the above takes any blame or responsibility away from me, I 

was the failure and for that I feel overwhelming remorse [sic] 

 

Despite the above, the panel considered that, on the evidence before it, Mrs Parker’s 

insight into her failings remains insufficiently developed; as an example of this, the 

panel noted that, in Mrs Parker’s written responses and handwritten letter, she makes 

no reference to the clinical failings within her practice – only those to do with managerial 

and leadership errors. 

 

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. There is a heightened public 

interest as to the adequacy of care homes, and failings such as Mrs Parker’s, were she 

be allowed to practise unrestricted henceforth, would damage the public confidence in 

the profession. The panel therefore determined that, in this case, a finding of 

impairment on public interest grounds was required.  
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Having regard to all of the above, the panel was satisfied that Mrs Parker 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 Mrs Parker off the register. The effect of this 

order is that the NMC register will show that Mrs Parker has been struck-off the register. 

 

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

adduced in this case. The panel accepted the advice of the legal assessor. 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 the aggravating factors in this case to be as follows: 

 

• Wide range of failures over a sustained period of time; 

• Limited insight; 

• Senior position held; 

• Vulnerable residents; 

• A high risk of harm and some actual harm noted, as found in the charges proved; 

• The charges found proved in this case demonstrate a repetition of similar 

concerns found at regulatory proceedings in 2007, for which Mrs Parker was 

given a 5-year caution order. This gives rise to a high risk of repetition of the 

relevant misconduct. 

 

The panel considered the mitigating factors in this case to be as follows: 

 

• Mrs Parker has made full admissions to all charges and impairment; 
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• Although Mrs Parker’s insight remains limited, she has accepted responsibility for 

her failings and shown that she has understood that her leadership and 

management skills were not up to the appropriate standard. 

 

The panel noted that, in the handwritten statement attached to her returned Case 

Management Form, Mrs Parker provides some context in relation to staffing (and other) 

constraints at the time in the Home.  

 

The panel 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. Such 

a sanction would also not appropriately protect the public. 

 

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 Mrs Parker’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. Such a sanction would 

also not appropriately protect the public. 

 

The panel next considered whether placing conditions of practice on Mrs Parker’s 

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

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

that Mrs Parker’s errors, although identifiable, were so widespread and sustained, and 

related to both management and clinical failings, that conditions of practice would be an 

inappropriate sanction in the circumstances of the case. Furthermore the panel 

concluded that the placing of conditions on Mrs Parker’s registration would not 

adequately address the seriousness of this case and would not protect the public. The 
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panel further acknowledge that, as Mrs Parker is retired, such a sanction would be 

unworkable, as Mrs Parker could not engage with any conditions which this panel could 

conceivably formulate. 

 

The panel was therefore of the view that there are no practical or workable conditions 

that could be formulated, given the nature of the charges in this case.  

 

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

appropriate sanction. It took into account that Mrs Parker’s failings were sustained over 

a period of time, and did not relate to a single isolated incident. The panel considered 

that, although there is no evidence before it of any repetition of Mrs Parker’s misconduct 

since the events which gave rise to the charges found proved, the misconduct in this 

case is itself a repetition of previous regulatory concerns, found proved in 2007; in that 

instance, the charges found proved were broadly similar (and in some case almost 

analogous) to the charges found proved at this meeting.  

 

The panel further considered that Mrs Parker has not shown full insight into all elements 

of her misconduct, although she has made full admissions to the charges and admitted 

that her fitness to practise is currently impaired; it reminded itself that, in Mrs Parker’s 

written responses and handwritten letter, she makes no reference to the clinical failings 

within her practice. 
 

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

the standards expected of a registered nurse in Mrs Parker’s position. The panel noted 

that the serious breach of the fundamental tenets of the profession evidenced by Mrs 

Parker’s actions is fundamentally incompatible with her remaining on the register. 

 

Therefore, in this particular case, the panel determined that a suspension order would 

not be a sufficient, appropriate or proportionate sanction.  

 
Mrs Parker’s actions were significant departures from the standards expected of a 

registered nurse, and are fundamentally incompatible with Mrs Parker remaining on the 
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register. The panel was of the view that the findings in this particular case demonstrate 

that Mrs Parker’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. 

The panel considered that the misconduct in this case was so serious and widespread, 

and related not only to multiple instances of potential harm to patients, but also to actual 

harm caused. 

 

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

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

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

effect of Mrs Parker’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 concluded that nothing short of this would be sufficient in this case. 

 

The panel noted that Mrs Parker has indicated that she has previously wished to apply 

for voluntary removal from the register, but it had no evidence before it to support a view 

that Mrs Parker had actually applied to do so. 

 

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. It concluded that there is considerable public interest in the adequacy of 

management and care provided in care homes, and that public confidence in the 

profession would be undermined if Mrs Parker were permitted to remain on the register.  
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Determination on Interim Order 

 

The panel accepted the advice of the legal assessor.  

 

The panel was satisfied that an interim suspension order is necessary in this case 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 Mrs Parker is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


