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Fitness to Practise Panel 
Substantive Hearing 
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09 November 2018 
3 – 5 July 2019 

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

 
Name of Registrant Nurse: Mrs Linancy Gita Songa 
     
NMC PIN:    99E0095E 
      
Part(s) of the Register:  Registered Nurse – Sub Part 1 
   Mental Health – 24 June 2002 
 
Area of Registered Address:      Kent  
 
Type of Case:  Misconduct 
 
Panel Members:    Yvonne Brown (Chair & Lay member) 
  Kim Bezzant (Registrant member) 
  Sophie Kane (Registrant member) 
 
Legal Assessor:  Justine Davidge 
 Andrew Granville-Stafford [09 November 2018] 
 Adrienne Morgan [2019] 
     
 
Panel Secretary: Mr Ian Dennehey [2018]  
 Maya Hussain [2019] 
 
NMC: Represented by Ms Helen Guest, Counsel. 
 
Mrs Songa Present and accompanied by Ms Abi Sesay but not 

legally represented [2018] 
 Present and accompanied by Ms Abi Sesay but not 

legally represented [2019] 
  
 
Facts Proved by Admission: 3.4.2, 4.2, 4.3.1, 4.3.2, 4.4.2, 4.5, 6.4 and 7.7 
 
Facts Found Proved: 1.1.1, 1.1.2, 1.5.1, 1.5.2, 3.3, 4.4.1, 5, 6.1, 7.1, 7.4, 

7.5  
 
Facts Not Found Proved: 1.2, 1.3, 1.4, 2.1, 2.2, 3.1, 3.2, 3.4.1, 4.1, 4.6, 4.7, 6.2, 

6.3, 7.2, 7.3, 7.6, 7.8, 8.1 and 8.2 
 
Fitness to Practise: Impaired 
 
Sanction: Caution order (4 years)  
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Detail of Charges: 

 

That you, a registered nurse, whilst working at Brook House between 12 June 2014 and 

26 February 2016: 

 

1. Failed to treat one or more Residents with due care and/or compassion in that, 

on an unknown date between January and February 2016: 

 

1.1. In respect of administration of medication to Resident B, you:  

 

1.1.1 used force to open the resident’s mouth; 

   Found Proved 

 

1.1.2 pushed the medication in to the resident’s mouth; 

   Found Proved 

 

1.2 In respect of Resident C removing his clothes in the lounge, you 

proceeded to sit down and watch the resident and/or laugh at his conduct; 

  Not Found Proved 

 

1.3 In respect of Resident E who was at risk of choking, you:  

 

1.3.1 used a large spoon to feed the resident when this was 

inappropriate; 

   Not Found Proved 

 

1.3.2 stated that a large spoon should be used as ‘it was quicker to feed 

the residents’ or words to that effect; 

   Not Found Proved 

 

1.3.3 your conduct as alleged at 1.3.1 caused the resident distress; 

   Not Found Proved 

 

1.4 You did not allow the residents to have a cup of tea or coffee at breakfast; 
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  Not Found Proved as amended 

 

1.5. On or around 22 February 2016, and in relation to Resident D, you did not 

appropriately de-escalate Resident D pulling another resident’s hair in that 

you: 

 

1.5.1 Shouted at the resident; 

   Found Proved 

 

1.5.2 Struck the resident’s arm one or more times. 

   Found Proved 
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2. In respect of moving and handling of residents, on one or more occasion(s) you: 

  

2.1 failed to follow protocol and/or correct procedures, in that you: 

 

2.1.1 Used a standing hoist to move a resident when the resident 

required to be moved using a full body hoist; 

   Not Found Proved 

 

2.1.2 Used a standing hoist to put a resident in to a recliner chair; 

   Not Found Proved 

 

2.1.3 Did not ensure that Colleague A used the correct procedure when 

hoisting residents; 

   Not Found Proved 

 

2.2 Failed to lead by example in that you showed or described an incorrect 

moving and handling technique to one or more of the care assistants.  

  Not Found Proved 

 

3. In respect of completion of one or more care plans and/or risk assessments, 

failed to ensure that either or both were adequately and/or appropriately 

completed and/or updated, in that you: 

 

3.1 instructed one or more care assistant(s) to copy old care plans without first 

reviewing the plan to see whether it needed updating; 

  Not Found Proved 

 

3.2 Signed and dated the care plan(s) described at 3.1 above without first 

reviewing them;  

  Not Found Proved 

 

3.3 Following Resident A’s admission to the home, on 5 February 2016 did 

not promptly complete a care plan or ensure a care plan was completed 

promptly; 
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  Found Proved 

 

3.4 In respect of Resident A’s afternoon fall on 17 February 2016, and 

Colleague A’s subsequent recording of the fall in the resident’s notes, did 

not follow the correct protocol in that you: 

 

3.4.1 Proceeded to sign the patient notes as though you had written the 

entry;  

   Not Found Proved by reason of the finding at 3.4.2   

 

or in the alternative 

 

3.4.2 Did not ensure that Colleague A signed the entry that you then 

countersigned. 

   Found Proved by admission made in the course of evidence 

 

4. In respect of Medication administration, you failed to properly and safely 

administer resident medication and/or document that you had done so, in that 

you: 

 

4.1 On one or more occasions, did not check one or more resident MAR 

charts prior to administration of medication; 

Not Found Proved  

 

4.2 On one or more occasions, retrospectively recorded medication 

administration; 

Admitted and Found Proved  

 

4.3 From around 27 April 2015 to 17 May 2015 and in respect of 

administration of Lactulose to Resident F: 

 

4.3.1 on one or more occasion(s), did not administer the resident’s 10pm 

dose; 

   Admitted and Found Proved 
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4.3.2 did not document on the resident’s notes and or MAR chart a 

reason for the non-administration; 

   Admitted and Found Proved 

 

4.4 Between 25 -27 May 2015, and in respect of administration of 

paracetamol to Resident G, you: 

 

4.4.1 signed the resident’s MAR chart as having given the resident 

paracetamol when in fact, there was no stock of paracetamol for 

this resident; 

   Found Proved 

 

4.4.2 Did not sign the resident’s MAR chart to indicate that a ‘homely 

remedy’ was used; 

   Admitted and Found Proved 

 

4.5 In respect of Resident H, on one or more occasions during April/May 

2015, you did not administer the resident’s eye drops which were stored in 

the fridge; 

  Admitted and Found Proved 
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4.6 On or around 12 February 2016, and in respect of the administration of 

antibiotics to Resident A: 

 

4.6.1 At approximately 6pm, you attempted to get the resident’s family 

member to administer the resident’s next dose of antibiotics when 

the resident had only received the previous dose at approximately 

4pm; 

   Not Found Proved 

 

4.6.2 Stated to the resident’s family member that it would be ‘easier for 

us if you do it before you leave’ or words to that effect; 

   Not Found Proved 

 

4.7 On one or more unknown dates, did not ensure that one or more residents 

took their medication.  

  Not Found Proved 

 

5. On or around 17 February 2016 and in respect of Resident A’s fall in the 

morning, failed to respond appropriately in that you: 

 

5.1 Did not ensure that the resident was promptly checked over after the fall, 

or at all;  

  Found Proved 

 

5.2 Did not call for medical attention; 

  Found Proved 

 

5.3 Did not document that the resident had fallen in the morning; 

  Found Proved 

 

5.4 Having completed an accident form in respect of the resident’s second fall 

[of the day], in the afternoon, did not mention that the resident had 

suffered a fall in the morning. 

  Found Proved as amended 
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That you, a registered nurse, whilst working at The Oaks Care Home between 6 

October 2014 and 1 July 2016: 

 

6. On or around 11 February 2016 and in respect of medication administration 

and/or handling controlled drugs, you failed to follow correct protocol and/or 

procedure in that you: 

 

6.1 Did not follow policy when checking Midazolam; 

  Found Proved 

 

6.2 Did not take immediate action when you noticed that an ampoule of 

Midazolam was missing; 

  Not Found Proved 

 

6.3 Did not follow the correct procedure when checking the controlled drugs in 

that you checked them on your own when there should have been another 

registered nurse present; 

  Not Found Proved 

 

6.4 Did not inform the manager or deputy manager or pharmacist that the 

controlled drug book was missing. 

Admitted and Found Proved to the extent of not informing the deputy 

manager and the pharmacist 

 

7. During a night shift on 14/15 March 2016, failed in your obligations as shift leader 

in that at approximately 1.45 am, you: 

 

7.1 Whilst on duty, were asleep or had been asleep or were preparing to 

sleep;  

  Found Proved   

 

or in the alternative 

 



9 
 

7.2 Whilst on duty, were in the lounge, in darkness, laying on a sofa with your 

head on a pillow, covered with a blanket; 

  Not considered in light of the Finding at Charge 7.1 

 

7.3 Allowed one or more care assistants to behave as has been alleged 

against you in charge 7.1 or 7.2 above, whilst on duty; 

  Not Found Proved 

 

74. Did not ensure that the unit lights were kept on during the night;  

  Found Proved 

 

7.5 Did not ensure that Resident I was adequately cared for in that she was 

left sitting in the lounge, in just a nightgown; 

  Found Proved 

 

7.6 Completed resident’s documentation and/or charts prior to the checks 

having taken place and/or did not ensure that resident’s documentation 

and/or charts were recorded accurately in that the documentation was 

completed prior to the checks having taken place; 

  Not Found Proved 

 

7.7 Had not completed an allocation form for the night shift, as was required; 

  Admitted and Found Proved 

 

7.8 Did not ensure that the residents, who were awake, had been offered 

and/or received a drink and or food. 

  Not Found Proved 
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8. Your actions in charge 7.6 were dishonest in that: 

 

8.1 you knew that the checks had yet to be carried out on the residents, yet 

you completed or allowed colleagues to complete the records in advance 

of the checks; 

  Not considered in light of the finding at 7.6 

 

8.2 you intended to create or allowed colleagues to create the impression that 

the checks had been completed at the times recorded on the 

documentation, when you knew that they had not. 

  Not considered in light of the finding at 7.6 

 

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

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

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

Nursing and Midwifery Order 2001.  

 

Background: 

 

You were referred to the Nursing and Midwifery Council (NMC) in relation to concerns 

regarding your practice as a Registered Nurse at Brook House between 12 June 2014 

and 2 February 2016 and at The Oaks Care Home between 6 October 2014 and 1 July 

2016. The charges relate to the provision of care, administration of medication, 

escalation of a resident who had suffered a fall, record keeping, sleeping on duty, 

setting an example to other staff and to concerns about your attitude towards residents 

and your integrity.  

 

The panel heard that Brook House was a 73 bed Care Home with 4 units. The 

Dementia unit where you were employed had 19 beds with an average of 15 Residents 

at any one time. The staffing ratio for each shift consisted of a single nurse who was 

supported by (and who supervised) three Care Assistants.  

 

The panel was told that the Oaks Care Home was a 113 bed Care Home divided into 6 

units. The Bursted Unit, where you were working on the night shift of 14-15 March 2016, 

had 14 beds and provided care for residents with dementia. The staffing ratio for each 

shift included a Registered Nurse on every Unit, supported by Care Assistants. There 

was also a Home Manger, a Deputy Manager [who is a Registered Nurse] and a Clinical 

Lead. The panel heard that these members of staff worked weekdays but were also on-

call during evenings and at weekends.     

 

Application to amend the charges: 

 

On behalf of the NMC, Ms Guest invited the panel to amend charges 1.4 and 5.4 under 

the provisions of Rule 28 (1) by adding the word “You” to charge 1.4 and by adding “[of 

the day]” to Charge 5.4 so that those charges respectively read: 

 

“1.4 You did not allow the residents to have a cup of tea or coffee at breakfast” 
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“5.4 Having completed an accident form in respect of the resident’s second fall 

[of the day], in the afternoon, did not mention that the resident had 

suffered a fall in the morning” 

 

Rule 28 (1) states: 

 

“At any stage before making its finding of fact, in accordance with rule 24(5) or 

(11)…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.” 

 

Ms Guest submitted that the proposed amendment to Charge 1.4 was to correct what 

was clearly a typographical omission and that addition of the word “you” was intended to 

ensure that the allegation made sense. Ms Guest submitted that the proposed 

amendment to Charge 5.4 was intended to clarify the allegation and avoid any 

misapprehension as to the number of falls that Resident A had experienced, which was 

just two. Ms Guest contended that both amendments could be made without any 

injustice or prejudice. 

 

On your behalf, Ms Sesay consented to both of the proposed amendments. 

 

The panel accepted the advice of the Legal Assessor.  

 

The panel determined that both amendments could be made without injustice. The 

application is not opposed. Both amendments clarify the NMC’s case and neither 

extend the scope of the allegation. One is purely typographical in nature. For all these 

reasons it is appropriate and fair that the proposed amendments should be made and 

Ms Guest’s application is therefore granted.      
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Application to receive evidence by Webex Video link: 

 

Ms Guest invited the panel to receive the evidence of Daughter A by Webex video link 

under the provisions of Rule 31 (1).   
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Rule 31 (1) states: 

 

“Upon receiving the advice of the legal assessor, and subject only to the 

requirements of relevance and fairness, a Practice Committee considering an 

allegation may admit oral, documentary or other evidence, whether or not such 

evidence would be admissible in civil proceedings (in the appropriate Court in 

that part of the United Kingdom in which the hearing takes place).”    

 

Ms Guest submitted that Daughter A’s evidence was clearly relevant to the charges so 

that the question for the panel was whether it would be fair to receive her evidence by 

Webex video link. Ms Guest referred the panel to the case of Polanksi v Conde Nast 

Publications Ltd [2005] UKHL 10. In that case, Lord Slynn of Hadley stated: 

“It seems to me however that as a starting point it is important to recall that 

although evidence given in court is still often the best as well as the normal way 

of giving oral evidence, in view of technological developments, evidence by video 

link is both an efficient and an effective way of providing oral evidence both in 

chief and in cross examination. Eady J's experience led him "to believe that there 

is in most cases very little, if any, actual disadvantage or prejudice to either side 

when that means is adopted" and that "my experience is that the process of 

cross examination takes place as naturally and freely as when a witness is 

present in the courtroom." Thomas LJ's opinion was very much to the same 

effect. It may be, however, that in different types of case the balance tilts more in 

favour of evidence in a courtroom. It has been suggested that defamation actions 

are one such type of case. Even so it seems to me clear that video link evidence 

cannot be ruled out ab initio as not being effective in this sort of case. 

However, as to whether as a general procedure, video link evidence should be 

allowed, it is relevant to refer to Annex 3 to the Practice Direction to the Civil 

Procedure Rules Part 32. It is said that  

"[VCF] is, however, inevitably not as ideal as having the witness physically 

present in court . . . A judgment must be made in every case in which the 

use of VCF is being considered not only as to whether it will achieve an 
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overall cost saving but as to whether its use will be likely to be beneficial 

to the efficient, fair and economic disposal of the litigation." 

 

As between the parties, if all other questions of policy are ignored, it seems here 

that the use of video link could be efficient and fair and contribute to the 

economic disposal of the litigation. If indeed there is any disadvantage it may be 

to the person asking for video link evidence and it is not established that the 

respondents would be adversely affected by the use of video link evidence.” 

 

Ms Guest submitted that it would be fair for the panel to receive the evidence of 

Daughter A by Webex video link. Daughter A was a bereaved relative and although it 

was not asserted that she was vulnerable witness in terms of Rule 23, the NMC had 

agreed to treat her with appropriate sensitivity. If the application is granted, the panel 

will be able to assess the evidence of Daughter A, including by reference to her 

demeanour. You will be able to put your case to her and to challenge anything she 

says.  

 

Ms Sesay opposed the application on the basis that you consider Daughter A should 

attend to give evidence in person but she did not identify what prejudice if any you 

would suffer if the application was granted.  

 

The panel accepted the advice of the Legal Assessor. It had applied the principles set 

out in case law to which it was referred namely; Polanksi v Conde Nast Publications Ltd 

[2005] UKHL 10 and Sir John Fitzgerald Ltd v Hugh Maxwell Macarthur [2009] EWHC 

2659 QB.    

 

In the panel’s judgment, the evidence of Daughter A is important and directly relevant to 

some of the charges which are in dispute. Taken at face value those charges are 

serious. Although the default position is that witnesses attend in person the use of 

technology such as video link is increasingly common and is accepted in Court 

proceedings. If the application is granted, Daughter A will be visible when giving 

evidence. Her evidence can be tested and her demeanour can be assessed. You will be 

able to put your case to her and challenge any inconsistencies in her evidence.  

Daughter A is not a Registered Nurse or Midwife and is not under a professional 
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obligation to cooperate with the NMC regulatory proceedings. It is unclear whether the 

NMC could successfully secure the attendance of Daughter A in person within the 

current listing for this case. In any event, an adjournment to secure her attendance to 

some as yet unidentified date in the future could involve a significant delay in 

progressing the case.  

 

Furthermore, if Daughter A is not permitted to give evidence by Webex video link, she 

may decide not to assist the NMC. In that case, the NMC would be prejudiced because 

it would be unable to adduce evidence in support of certain charges. The panel’s 

primary responsibility is the protection of the public. In the panel’s judgment, not 

granting the application, where the consequence could be that a serious allegation 

might not be properly addressed, would be unfair to the NMC and would risk 

undermining the need to protect the public.   

 

Balancing your right to a fair hearing within a reasonable time together with the need to 

ensure that serious regulatory concerns are properly addressed, the panel determined 

that it was fair to receive Daughter A’s evidence by Webex video link for all the reasons 

set out above. If, in the panel’s assessment, the technology does not operate 

satisfactorily this decision can be reviewed.  

 

Determination on application to obtain and adduce evidence.  

 

At the conclusion of the evidence of Ms 9, Ms Sesay invited the panel to direct the NMC 

to make enquiries to obtain and submit to the panel additional documentary evidence 

which, she submitted, was relevant to the charges. The evidence she seeks to have 

placed before the panel consists of the following: 

 a copy of the transcript of your interview[s] by Ms 12 as part of the local 

investigation into allegations as detailed in charges 6 and 7; 

 copies of the transcripts of interviews of two other employees interviewed as part 

of that investigation, namely Ms 13 and Ms 14  

 a copy of the management report or statement written by Ms 12 as part of the 

local investigatory/disciplinary process; 
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 copies of the statements made by two Healthcare Assistants Ms 15 and Ms 16 in 

relation to the night check at the Oaks Care Home carried out by Ms 8 and Ms 10 

in the early hours of 15 March 2016. 

 

Ms Guest questioned whether all of these documents were relevant to the charges. She 

submitted that the facts alleged at charge 6 related to your actions in relation to 

adherence to policy, in response to missing medication and as to what you did when 

you became aware that the controlled drugs book was missing. Ms Guest contended 

that how others had acted or not acted was not relevant to establishing these facts. She 

submitted that the same applied to the facts of charge 7. Ms Guest contended that, in 

the course of giving evidence, you could put your case in relation to these charges, for 

example, as to what action, if any, you had taken in light of the controlled drugs book 

being missing. 

 

The panel accepted the advice of the Legal Assessor. It noted that your application falls 

under the provisions of Rule 31 (1) which has already been referred to above. The 

factors for the panel’s consideration are relevance and fairness. 

 

In considering the issue of relevance the panel determined that, potentially, some of the 

documents which you are seeking to have put before the panel may be relevant, 

namely: 

 the transcript of your interview[s] by Ms 12; 

 the management report or statement written by Ms 12 as part of the local 

investigatory/disciplinary process;  

 copies of the statements made by two Healthcare Assistants Ms 15 and Ms 16  

in relation to the night check at the Oaks Care Home carried out by Ms 8 and Ms 

10 in the early hours of 15 March 2016. 

 

However, the panel was not persuaded that the transcripts of interviews of two other 

employees interviewed as part of that investigation, namely Ms 13 and Ms 14, assuming 

such documents still exist, would be relevant to, or assist in establishing, what you did 

or to an assessment of your professional accountability in relation to the charges in 

question.     
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Having decided that some of the documents Ms Sesay wishes to put before the panel 

are potentially relevant the panel next considered whether it would be fair to receive 

those documents. It noted that you are not legally represented in these proceedings. 

There is still a significant amount of time left to conclude the case within the current 

listing. The charges that you face are serious. In the panel’s judgment, the production of 

any documents that may have been archived should be a reasonably straightforward 

task, as the events in question took place relatively recently. No identifiable unfairness 

to the NMC arises from a direction seeking the production of these documents and it is 

in the overall interests of justice that inquiries are made by the NMC to establish if these 

documents can be made available within a reasonable time. If so the panel directs that 

the NMC should arrange for the documents to be obtained and disclosed to you. The 

panel will admit these document in evidence if you wish to rely upon them. 

 

Determination on application to adduce further evidence: 

 

At the point at which this application was made the panel had adjourned into private to 

consider the facts but had not yet handed down any decisions. Whilst considering the 

evidence on the facts, the panel noted that in the course of the evidence at the facts 

stage reference had been made to HM Coroner’s Inquest report. The NMC has been 

clear throughout that you have not been charged with any act or omission that caused, 

led to or otherwise contributed to, the death of Resident A. The report of HM Coroner is 

not before the panel. However, in order to ensure the fairness of this hearing, the panel 

invited submissions from both parties as to whether it should exercise its power under 

Rule 22 (5) to require or direct the NMC to present the report of HM Coroner in 

evidence. 

 

Rule 22 (5) states:  

 

“The Committee may of its own motion require a person to attend the hearing to 

give evidence, or to produce relevant documents.” 

 

Ms Sesay initially accepted that the report would not assist your case or undermine the 

NMC’s case but might help to clarify the evidence. However, she subsequently 

submitted that it might be relevant if it demonstrated that Ms 6’s evidence to the panel 
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was inconsistent with what she had said at the inquest. Ms Sesay invited the panel to 

direct the NMC to obtain the report. 

 

Ms Guest submitted that the NMC’s position was that HM Coroner’s report was 

irrelevant because it could not shed any light on whether the facts charged in this case 

were more likely than not to have occurred. Ms Guest further submitted that no cogent 

reason had been given as to how the report would assist your case or undermine the 

NMC’s case and that it would be a waste of time to seek its production. 

 

The panel accepted the advice of the Legal Assessor. It had regard to the case of R v  

Johnson and Maggs and NMC [2008] EWHC 885 (Admin) which established the 

principle that the “prosecuting” regulatory authority did not have duty to go in search of 

documentation or evidence which might assist the “defence”. The panel also took 

account of Rule 31 (1), which has already been referred to above.  

 

In the panel’s judgment, even if the focus of HM Coroner’s report may not have been 

the issue of Resident A’ first fall on 17 February 2016, a reasonable inference could be 

made that what had happened to Resident A in the course of the whole of the day might 

have been investigated by HM Coroner.  In the panel’s judgment this is evidence which 

could be relevant. The issue in question is therefore that of fairness.     

 

It is regrettable that this matter has arisen at such a late stage in the process, when the 

evidence for the fact finding stage has been presented albeit but before the panel has 

announced its findings on the facts. However, the panel had regard to the fact that you 

are not represented by a barrister or solicitor and are not familiar with these regulatory 

proceedings. The panel noted that the charges you face are serious.  

 

In the panel’s judgment it is important that these proceedings are fair to both parties. On 

any reading of the evidence, Ms 6’s account is highly important to the panel’s decisions 

in respect of the various elements of Charge 5. It is possible that HM Coroner’s report 

might assist the panel in assessing whether Ms 6’s account in the course of these 

proceedings and, in particular, her evidence of what she said to you or said in your 

presence about Resident A’s falls, is consistent with what she has previously stated. In 

these circumstances the panel concluded that it would be fair to you to allow the 
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exceptional step of permitting you to present further evidence to the panel namely HM 

Coroner’s inquest report into the death of Resident A. In the panel’s judgment no real 

unfairness to the NMC, as opposed to administrative inconvenience, arises as a 

consequence of this decision. Ms Guest will be able to make submissions in due course 

as to the appropriate weight to attach to any information contained in the report as it 

relate to the evidence Ms 6 gave to this panel.     

 

The panel understands that Brook House had a copy of HM Coroner’s report. Ms Sesay 

told the panel that you had asked for a copy but that your request had been rejected.  In 

these circumstances it is appropriate that the panel exercises its powers under Rule 22 

(5) and directs the NMC to obtain a copy of HM Coroner’s report. 

    

Determination on further application to adduce further evidence: 

 

After the panel’s decision in relation to HM Coroner’s report was relayed to the parties 

(albeit without the formal written reason being provided) Ms Sesay asked to confer 

privately with the Legal Assessor and Ms Guest. Following their discussions outside the 

hearing she made a further application to be permitted to adduce additional evidence, 

namely the notes of a meeting between Ms 9 and Ms 15 in relation to the night visit at 

the Oaks Care Home on 14 - 15 March 2016. The document in question is within the 

NMC Case Examiners Bundle but has not been put before the panel. Ms Sesay 

submitted that this document was relevant to a number of the serious charges and that 

the NMC had decided not to call Ms 15. It was not possible for you to have done so 

because of the breakdown in your relationship with that Home. Ms Sesay further 

submitted that it would be fair to you to allow this document in evidence.  

 

Ms Guest conceded that the document was relevant to a number of charges. She 

submitted that the NMC had not called Ms 15 because it was not practicable to take 

witness statements and call evidence from every individual at the home.  She opposed 

the application submitting that the document had been disclosed to you and it had not 

been suggested before now that any reliance was to be placed on it. The document was 

hearsay of doubtful evidential value. It was not signed or dated and was not under the 

cover of a declaration of truth. Its content could not be tested and it would unfair to the 

NMC to allow its admission at this late stage.    
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The panel accepted the advice of the Legal Assessor and had regard to Rule 31 (1). 

 

The NMC has conceded that this document is relevant so, again, the issue is fairness. 

 

For similar reasons to those set out in the determination on the admission of HM 

Coroner’s report, the panel decided that it would be fair to you, and would cause no real 

unfairness to the NMC, for the panel to receive this evidence. Both parties can makes 

submissions as to the appropriate weight to attach to this evidence and, doubtless, the 

NMC will refer to the fact that it is evidence which could not be tested. The panel is 

experienced and is well placed to decide what weight to attach to hearsay evidence. 

 

It is now inevitable that this hearing will have adjourn because there is insufficient time 

to complete the case today, 09 November 2018, and the panel will not be able to 

announce its findings on the facts.  

 

Adjournment 

 

The panel made clear that due to availability the panel as constituted could not 

reassemble to continue this case until 3, 4 and 5 July 2019. 

 

Ms Guest submitted that, although the NMC did not urge this course of action, there 

was provision for the substitution of a panel member if that meant that the hearing could 

resume and be completed at an earlier date.  

 

Ms Sesay submitted that you did not wish the composition of the panel to be changed 

and that you accept that the consequent adjournment will be of significant duration. 

 

Determination on the imposition of an Interim order for the duration of the 

Adjournment: 

 

Rule 32 (5) makes clear that when adjourning, the panel is obliged to consider the 

imposition of an Interim Order. 
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Ms Guest submitted that the question of imposing an Interim Order for the duration of 

the adjournment was for the panel to determine. She asserted that the material position 

had changed since the start of the hearing, because you have made formal admission 

to a number of the charges which the panel had found proved by reason of those 

admissions. It was for the panel to determine whether, in the light of those admissions, 

an Interim Order was necessary to protect the public or was otherwise in the public 

interest. However, Ms Guest did not positively seek an Interim Order. 

 

Ms Sesay invited the panel not to impose an Interim Order. She submitted that you 

have been practising safely as a Registered Nurse without any further concerns for 

some two years. The interim order that had been imposed had been revoked. Ms Sesay 

submitted that you have to support yourself and three children. She contended that an 

Interim Order would seriously jeopardise your employment, your home and your ability 

to provide for your dependents. She also submitted that there was no risk to the safety 

of the public which meant an Interim Order was necessary.  

 

The panel accepted the advice of the Legal Assessor. It noted that an Interim Order 

may only be imposed on one or more of three grounds: if it is necessary for the 

protection of the public, is otherwise in the public interest, or is in your own interest.     

    

In the panel’s judgment the threshold for imposing an Interim Order in this case is not 

met. On the face of it, there is no evidence of a current real risk of significant harm to 

the public which arises from the admitted charges. In reaching this conclusion the panel 

had regard to the fact that the NMC have not sought an Interim Order. It also took into 

account the information that an Interim Order was revoked. It is clear to this panel that 

the revocation would have been by another panel which was in full knowledge of the 

nature of the charges in this substantive hearing. If that panel had concluded that there 

was an ongoing risk that warranted the maintenance of an Interim Order it would not 

directed the revocation.  

 

Having decided that the threshold for an Interim Order was not met, the panel then 

adjourned and will resume on 3, 4 and 5 July 2019 at a venue to be confirmed. 

Resuming on 3 July 2019 
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Ms Guest provided the panel with an extract of the HM Coroner’s Inquest report which 

contained Ms 6’s evidence.  

Ms Sesay made no objection. 

The panel accepted the advice of the legal assessor on the issues it should take into 

consideration in respect of this application. This included that Rule 31 of the Rules 

provides that, so far as it is ‘fair and relevant,’ a panel may accept evidence in a range 

of forms and circumstances, whether or not it is admissible in civil proceedings. 

The panel read Ms 6’s evidence in the HM Coroner’s Inquest report before deciding this 

application. 

The panel was satisfied that Ms 6’s evidence in the HM Coroner’s Inquest report was 

clearly relevant, however it was not the sole or decisive evidence in relation to the 

charge 5.1. 

It therefore moved on to consider the issue of fairness. The panel was mindful that if it 

were to admit Ms 6’s evidence in the HM Coroner’s Inquest report into evidence, you 

would not have the opportunity to challenge this evidence by way of cross-examination 

or otherwise test the reliability of the evidence. 

The panel however determined that admitting Ms 6’s evidence in the HM Coroner’s 

Inquest report into evidence would not cause any unfairness to you. The panel 

considered Ms 6’s evidence given at the NMC hearing and was of the view that it was 

wholly consistent with that evidence she gave to the coroner. 

The panel noted that in the in the HM Coroner’s Inquest report, on three occasions Ms 6 

informed the coroner that she had told you of the fact that she had seen Resident A fall.  

Determination on the Facts:  

 

At the start of the hearing, you admitted the facts set out in charges, 4.2, 4.3.1, 4.3.2, 

4.4.2, 4.5 and 6.4. In the course of evidence you also admitted the facts in charges 

3.4.2 and 7.7. The panel has recorded that those charges have been found proved by 

reason of your admissions.  
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The panel then went on to consider the remaining charges. 

 

In considering the facts alleged in relation to the charges that remain to be decided, the 

panel had regard to all of the oral and documentary evidence before it relevant to this 

stage of the hearing.  

 

The panel received evidence on oath or by affirmation from witnesses called on behalf 

of the NMC as follows: 

 Ms 1, employed at the material times as a Care Assistant at Brook House. 

 Ms 2, Registered Nurse employed at the material times as Clinical Lead Manager 

at Brook House.  

 Daughter A, by Webex Video link.  

 Ms 3, employed at the material times as a Care Assistant at Brook House.  

 Ms 4, Registered Nurse employed at the material times as registered Home 

Manager at Brook House. 

 Ms 5, aka Colleague A, employed at the material times as a Care Assistant at 

Brook House. 

 Ms 6, employed at the material times as a Domestic Worker at Brook House. 

 Ms 7, employed at the material times as a receptionist at Brook House. 

 Ms 8, employed at the material times as Registered Manager of the Oaks Care 

Home.  

 Ms 9, Registered Nurse employed at the material times as Clinical Lead and then 

as Deputy Manager at the Oaks Care Home.  

 Ms 10, Registered Nurse employed at the material times as Director of 

Operations at the Oaks Care Home and no longer working as a Nurse. 

 Mr 11, Registered Nurse initially employed as Deputy Manager at the Oaks Care 

Home and your line manager and who chaired a disciplinary hearing on 12 June 

2016.   

 

Both Ms 3 and Ms 5 gave evidence with the assistance of an interpreter. 

 

You also gave evidence on oath. 

 

The panel took account of the comprehensive submissions made by both parties. 
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Ms Guest invited the panel to concentrate on the relevant evidence; as she put it to “see 

the wood for the trees”. She submitted that the panel was not required to resolve every 

inconsistency in the evidence and that where such inconsistencies were not relevant 

they could be discounted. Ms Guest contended that two or more witnesses to a single 

event would often give accounts that varied because individuals would focus on 

different aspects of the incident. This did not make their evidence unreliable. Ms Guest 

submitted that the panel could rely upon the accounts given by the NMC’s witnesses 

and that there was no evidence to support any suggestion of collusion or bad faith by 

the witnesses towards you. Some had spoken of you in positive terms but nevertheless 

were emphatic that they had seen what they told the panel had occurred.     

  

Ms Sesay submitted that the inconsistencies in the evidence of NMC witnesses was 

relevant. She contended that discrepancies between the accounts of witnesses to the 

same incident called into question the reliability of their evidence, submitting that if they 

are wrong about some details, the panel could not be satisfied that they are accurate in 

respect of other matters. Ms Sesay referred the panel to the evidence of Ms 8 and Ms 

10 and reminded the panel that their evidence was inconsistent, for example, in relation 

to what they each state you were wearing on the night of 14 -15 March 2016. Ms Sesay 

also contended that you were, in effect, made a scapegoat following the incidents 

involving Resident A at Brook House. She suggested that pressure from Resident A’s 

family and the business imperative to make a profit, combined with your status as a 

Bank Nurse together with the fact that you were subject to NMC conditions of practice 

meant you were identified as a “the weakest link” and singled out as the person who 

was made to pay for the Home’s shortcomings. Ms Sesay submitted that the evidence 

in support of the charges was unclear.   

 

The panel accepted the advice of the Legal Assessor.  This encompassed a number of 

issues including the burden and standard of proof, hearsay evidence, dishonesty, bad 

character, evidence of previous regulatory history and opinion evidence.  The panel had 

regard to the case law to which it was referred, namely Ivey v Genting Casinos (UK) Ltd 

[2017] UKSC 67; Ayettey v Nursing and Midwifery Council [2016] EWHC 604(Admin) 

and Squier v General Medical Council [2016] EWHC 2739 (Admin).  
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The burden of proof rests entirely upon the NMC. You do not have to prove or disprove 

anything. The standard of proof is the civil standard, namely the balance of probabilities. 

This means that, for a fact to be found proved, the NMC must satisfy the panel that what 

is alleged to have happened is more likely than not to have occurred.  

 

It is accepted in judicial and quasi-judicial proceedings that generally, the best evidence 

is direct evidence from a witness in person. If the maker of a statement is not present to 

be questioned, that statement is hearsay. Hearsay evidence can be oral or written and 

can be multiple hearsay, namely when Person A reports that which they were told by 

Person B of what Person C said to Person B. In considering the weight to attach to the 

hearsay evidence in this case, the panel had regard to the factors referred to by the 

Legal Assessor. These included, but are not limited to, the following: 

 what inference can be drawn regarding the reliability of the hearsay evidence; 

 the practicability of producing the maker of the original statement; 

 whether any statement was made contemporaneously with incident; 

 whether the hearsay is multiple; 

 whether there is any motive to conceal or misrepresent; 

 whether the original statement is an edited account or made in collaboration with 

another or made for a different purpose; 

 the chance of the hearsay being challenged by the registrant. 

 

Charge 8 alleges dishonesty in respect of the actions or omissions advanced in charge 

7.6.  The test for dishonesty is set out in the case of Ivey v Genting Casinos [cited 

above] in which Lord Hughes stated:  

 

“When dishonesty is in question the fact-finding tribunal must first ascertain 

(subjectively) the actual state of the individual’s knowledge or belief as to the 

facts. The reasonableness or otherwise of his belief is a matter of evidence (often 

in practice determinative) going to whether he held the belief, but it is not an 

additional requirement that his belief must be reasonable; the question is whether 

it is genuinely held. When once his actual state of mind as to knowledge or belief 

as to facts is established, the question whether his conduct was honest or 

dishonest is to be determined by the fact-finder by applying the (objective) 
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standards of ordinary decent people. There is no requirement that the defendant 

must appreciate that what he has done is, by those standards, dishonest.” 

 

Charge 8 will only become engaged if the panel finds charge 7.6 proved. 

 

Evidence of bad character or of previous adverse regulatory history evidence is 

normally held to be more relevant to subsequent stages of the fitness to practise 

hearing process but can be relevant at this fact finding stage to correct a false 

impression given in evidence. The evidence before the panel has been adduced by 

agreement. The NMC submit that you presented a false impression that needed 

correcting, that this goes to your credibility and that the evidence is also relevant as you 

attacked the credibility of other witnesses. The panel noted the principles set out in the 

case of Ayettey cited above. It had in mind that previous history or bad character 

evidence is not probative of the facts in this case.  

 

Many of the charges allege a failure and each that does so requires the NMC to 

establish a corresponding professional duty on your part which you did not discharge.  

 

Charges 2.2, 3.1, 4.1 and 4.2 allege a course of conduct. Following the advice of the 

Legal Assessor, in considering these charges the panel will determine what facts are 

proved to establish a course of conduct and then determine the scope and nature of 

that course of conduct.  

 

Charge 3.4.2 is advanced by the NMC as an alternative to charge 3.4.1. Charge 7.2 is 

similarly advanced as an alternative to charge 7.1. Where any of these charges are 

found proved, it will not be necessary to consider the applicable alternative. 

 

The panel may accept all or part of what a witness says in evidence or it may reject all 

or part of what a witness says. The panel noted that a credible witness may 

nevertheless be a mistaken witness and that not every mistaken witness is a dishonest 

witness. The decision as to what weight to attach to specific evidence is a matter for the 

panel’s independent judgment. The panel should give such reasons for its decisions as 

are necessary to allow the parties to understand the findings but is not required to deal 

with every evidential dispute or inconsistency.     
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The panel now makes the following findings of fact:  

 

Charge 1.1.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of administration of medication to 

Resident B, you used force to open the resident’s mouth. 

 

This Charge is Found Proved 

 

Charge 1.1.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of administration of medication to 

Resident B, you pushed the medication into the resident’s mouth. 

 

This Charge is Found Proved 

 

Although the panel considered charges 1.1.1 and 1.1.2 separately it decided to 

articulate its findings collectively since they were made for similar reasons. 

 

In relation to these charges the panel is faced with two directly opposing accounts. The 

primary evidence in support of these charges comes from Ms 1. There is hearsay 

evidence from Ms 4 but that did not assist the panel.  

 

Initially, Ms 1 was an anxious witness but her account was consistent. Ms 1 was 

adamant that she had seen you forcibly open Resident B’s mouth and insert medication 

into her mouth and Ms 1 was able to demonstrate very clearly what she told the panel 

that she had seen you do.  
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You were equally emphatic that this incident had not occurred and you told the panel 

that this is not something that you would do.  

 

In the panel’s judgment, Ms 1’s evidence in relation to these two charges had the ring of 

truth. She told the panel that she was concerned at the standards of care she 

encountered at the Home and contrasted these unfavourably with the care she had 

seen provided in her previous place of work. Ms 1 did not continue her employment with 

the Home for very long. The panel found no plausible reason to doubt Ms 1’s account in 

relation to these charges. It concluded that it was highly likely that, as someone with a 

level of experience but who was new to the Home, she would be liable to notice 

incorrect or poor practice which can become normalised and which might therefore 

happen without others recognising it as inappropriate. Although you sought to call Ms 

1’s credibility into question by suggesting she was motivated by bad feeling towards you 

the panel found no cogent evidence of this. It noted that Ms 1 did not seek to embellish 

her account nor did she suggest that your conduct in this regard was other than a single 

incident. She did not claim that it represented your approach to other residents.        

 

You gave a clear account of how medication should be administered and demonstrated 

that you knew appropriate techniques to persuade a resident to accept medication if 

they were reluctant, for example by waiting for a little while or by asking another person 

to try to administer the medication. The panel also noted that prior to this incident, you 

had been employed at the Home for approximately 18 months and that no previous 

concern had been raised regarding your conduct in relation to administering medication. 

However, in the panel’s judgment, although you were insistent that you would not, and 

had not, behaved as alleged, at times your evidence was generalised in that whilst you 

explained that you knew what constituted good practice, your evidence of the particular 

event was vague and this contrasted with Ms 1’s clear and credible account of an 

incident which shocked her. 

 

For the reasons set out above the panel preferred the evidence of Ms 1 to your 

evidence in relation to these two charges and therefore finds both proved. 

 

Charge 1.2 
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The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of Resident C removing his clothes 

in the lounge, you proceeded to sit down and watch the resident and/or laugh at his 

conduct. 

 

This Charge is Not Found Proved 

 

The evidence in support of this charge comes from Ms 1. In her NMC statement Ms 1 

describes a Resident [Resident C] who “stripped off in the lounge” and who was 

“completely naked”. According to Ms 1, she was assisting another carer in a resident’s 

room when she came out to pick up more gloves. It is Ms 1’s evidence that she saw you 

in the lounge, with Ms 5, and that both of you were laughing at the Resident “as if it was 

entertainment”.  

 

Ms 5 emphatically denies being involved in such conduct, as do you. 

 

Although Ms 1 gave a clear account of what she saw, her evidence was not wholly 

consistent. For example, in oral evidence she claimed, for the first time as the panel 

understands it, that in addition to laughing you were also pointing at Resident C. Her 

evidence has expanded in relation to this matter. In the panel’s judgment, whilst this 

does not necessarily suggest that Ms 1 has made up this feature of what she recalls of 

the incident, it being possible that this was the first time she has been asked for further 

details, the addition of this detail over two years after the event does call into question 

the reliability of Ms 1’s memory of the incident. 

 

Furthermore, the panel noted that Ms 1 made clear that she did not remain watching the 

incident as she had continue with her work. It follows that her view of what happened 

was fleeting. She did not report the incident at the time. There is no evidence from any 

of the other carers or staff who must have been in the Home at the time.       

 

In the light of your evidence, taken together with the evidence of Ms 5, the late addition 

to Ms 1’s evidence, which undermines her reliability in respect of this matter, and in the 
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absence of any other contemporaneous or corroborating evidence, the panel concluded 

that the NMC has not discharged the burden of proof in relation to this allegation.  

 

Charge 1.3.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of Resident E who was at risk of 

choking, you used a large spoon to feed the resident when this was inappropriate. 

 

This Charge is Not Found Proved 

 

Charge 1.3.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of Resident E who was at risk of 

choking, you stated that a large spoon should be used as ‘it was quicker to feed the 

residents’ or words to that effect. 

 

This Charge is Not Found Proved 

 

Charge 1.3.3 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on an unknown 

date between January and February 2016 in respect of Resident E your conduct as 

alleged at 1.3.1 caused the resident distress. 

 

This Charge is Not Found Proved  

 

Although the panel considered each of the elements of charge 1.3 separately it decided 

to articulate its findings collectively since they were made for similar reasons. 
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The primary evidence for this charge comes from Ms 1. It was her evidence that she 

recalled Resident E had Parkinson’s disease and needed her food pureed. Ms 1’s 

account is that she saw you “shove a big spoon of food” into Resident E’s mouth and 

she then saw Resident E had “tears in her eyes.”  Ms 1 stated that she told you a 

teaspoon had to be used to feed Resident E and that in response, you had said that “a 

big spoon” should be used as it was “quicker to feed the residents.”  It was Ms 1’s 

opinion that using a big spoon constituted a choking risks. 

 

Ms 3 provided some supporting evidence for Ms 1’s account, stating that you would use 

a big spoon to feed all the residents but said this was something which other members 

of staff also did. However, she was not able to assist specifically in respect of Resident 

E.    

 

The documentation before the panel included Oxleas NHS Foundation Trust’s Eating 

Drinking and Swallowing Recommendations dated 8 May 2015 and 28 July 2016 

respectively,  an Oxleas Trust  Speech and Language Therapy [SALT] Care Plan dated 

28 July 2016 and the Home’s “Nutrition - Risk of Choking” Care Plan dated 26 February 

2017.  It is common ground that, at the material time, Resident E required pureed food 

and was at risk of choking. Initially, Resident E was allowed normal fluids but 

subsequently these were to be thickened. The first of the two Oxleas Trust Eating 

Drinking and Swallowing Recommendations document does not specify any size so 

spoon to be used when feeding Resident E. At that stage she could have normal fluids. 

By the date of the second Oxleas Trust Eating Drinking and Swallowing 

Recommendations document, the position had changed. This document makes clear 

that Resident E required thickened fluids, described as “Stage 1 (Syrup)” and should be 

feed using small “spoons/sips” with a note “prompt swallow” which the panel took to 

mean that Resident E should be prompted to swallow. The Oxleas Trust SALT Care 

Plan dated 28 July 2016 does specify the use of a teaspoon to feed Resident E but this 

document post-dates the period in question. The Home’s own care plan is ambiguous. It 

states both “Staff to use a teaspoon to eat” and also “staff to offer ½ tablespoon 

mouthfuls of food (meal) at a time.”  This plan is in any event outside the time frame of 

the charges by some 12 months.     
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A significant degree of weight was placed by you and by Ms Sesay on your behalf on 

the different words used by various witnesses to describe the type of spoons employed 

when Resident E was fed. The panel noted that some of the English or catering terms 

used to describe various sizes of spoon might not be familiar to all of the witnesses who 

were asked. The semantics of whether relative words such as “big” could be 

distinguished from “large” did not assist the panel.  

 

In the panel’s judgment the first issue to determine in these charges is whether, at the 

material time, the use of a large spoon to feed Resident E was “inappropriate”. In the 

context of this charge, the panel concluded that any consideration of what was 

appropriate or inappropriate would involve a clinical assessment. 

 

On the basis of the documentary evidence, there was no clinical instruction regarding 

the size of spoon to be used when feeding Resident E, at the material time, which would 

make the use of a particular sized spoon “inappropriate”. Accordingly Charge 1.3.1 is 

not found proved.  

 

In the panel’s judgment, the evidence Ms 1 gives in her witness statement regarding the 

criticism of you set out in Charge 1.3.2 appears to move from the particular, namely in 

respect of feeding Resident E to feeding residents or patients in general. She also 

contradicts herself by stating that you “never helped.”  There is no corroborative 

evidence to support Ms 1’s account that you told her a large spoon should be used as 

alleged. She made no contemporaneous report.      

 

Taking into account that Ms 1’s evidence lacked clarity as to whether she was claiming 

your comment was specific to Resident E or addressed generally, and having regard to 

the absence of any other contemporaneous or corroborating evidence, the panel 

concluded that the NMC has not discharged the burden of proof in relation to charge 

1.3.2. 

 

Charge 1.3.3 is dependent upon Charge 1.3.1 and, in light of the panels finding with 

regard to Charge 1.3.1, Charge 1.3.3 did not require further consideration.      

 

Charge 1.4 
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The amended allegation is that you, a registered nurse, whilst working at Brook House 

failed to treat one or more Residents with due care and/or compassion in that, on an 

unknown date between January and February 2016, you did not allow the residents to 

have a cup of tea or coffee at breakfast. 

 

This Charge is Not Found Proved  

 

The primary evidence for this charge comes from Ms 1 and Ms 3. There is also hearsay 

evidence from Ms 4. 

 

Ms 3 stated that you would “only give cold drinks” at breakfast.  

 

Ms 1’s account is that, at breakfast, residents would get a cup of tea but that you started 

taking their cups away because you only wanted them to have juice and, in effect, took 

the choice of what to drink away from residents. 

 

In her witness statement, Ms 4 refers to an allegation that you took choices away from 

residents as you wanted all female residents to drink cranberry juice at breakfast. She 

told the panel that she had a conversation with you in which you explained your 

rationale for offering juice to residents. In her opinion, you were well meaning but she 

pointed out to the panel that not all of the residents suffered with urinary tract infections 

and that there was no clinical evidence that cranberry juice was efficacious in relation to 

such infections. It appeared to the panel that much of Ms 4’s evidence was based upon 

the assumption that you had taken tea and/or coffee away from the residents.         

 

The panel noted that your evidence in the course of this hearing is consistent with your 

written account of 13 April 2016. You have never disputed encouraging residents to 

drink juice. Your evidence to the panel was that, initially, residents had juice at breakfast 

as well as tea and coffee. Subsequently, the juice stopped being provided. You said that 

you were alert to the benefits to residents of consuming juice. These including helping 

with bowel movements and potentially, in the case of cranberry juice, with urinary tract 

infections. You were emphatic in denying that you did not allow residents to have tea or 

coffee at breakfast. Your evidence is that you wanted to offer them the choice. 
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In the panel’s judgment, the evidence of Ms 3 conflicts with that of Ms 1. On Ms 3’s 

account, there was no tea provided or offered at all. Ms 1’s account is that residents 

would get tea and that you then removed cups because you wanted them to drink juice. 

Ms 4’s hearsay evidence is of limited assistance.  She confirms that which is not in 

dispute, namely that you wanted residents to drink juice but is not able to help as to 

whether you refused to allow them to have tea or coffee.     

 

Taking into account the inconsistencies in the accounts given by Ms 3 and Ms 1 and 

finding the hearsay evidence of Ms 4 of limited assistance,  the panel concluded that the 

NMC has not discharged the burden of proof in relation to charge 1.4. 

 

Charge 1.5.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on or around 22 

February 2016, and in relation to Resident D, you did not appropriately de-escalate 

Resident D pulling another resident’s hair in that you shouted at the resident. 

 

This Charge is Found Proved 

 

Charge 1.5.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House failed to 

treat one or more Residents with due care and/or compassion in that, on or around 22 

February 2016, and in relation to Resident D, you did not appropriately de-escalate 

Resident D pulling another resident’s hair in that you struck the resident’s arm one or 

more times. 

 

This Charge is Found Proved 

    

Although the panel considered both elements of charge 1.5 separately it decided to 

articulate its findings collectively since they were made for similar reasons. 

 



36 
 

The primary evidence for this charge comes from Ms 7. There is also hearsay evidence 

from Ms 4 in support of Ms 7’s account as well as contextual evidence from Ms 4 about 

the nature of Resident D. 

 

It is common ground that on the day in question there was an incident in the course of 

which Resident D, who had dementia and was in a wheelchair, was pulling the hair of 

another Resident.   

 

Ms 7’s evidence is that at around 1:00 pm – 1:30 pm she went to the second floor of the 

Home, which is the dementia unit, to take the post round. She told the panel that as she 

passed the dining area she heard you shouting: “stop pulling her hair”. Ms 7 stated that 

she stopped and stood near the door to watch what was happening. She said she was 

about 10 feet away from you, and that you were shouting at Resident D, who was 

pulling the hair of another resident. It is Ms 7’s account that as you did this, she saw you 

strike Resident D’s arm twice. Ms 7 told the panel that she immediately went to Ms 4. 

the Home Manager, to tell her what had happened. In the course of her oral evidence, 

Ms 7 provided a clear demonstration of what she said she had seen you do. 

 

Ms 4 confirmed that Ms 7 had reported seeing you slap a resident whilst you were trying 

to stop that resident hurting another. She considered that it was telling that Ms 7 who 

was not clinically trained had nevertheless recognised that what she had seen was not 

right. Ms 4 told the panel that Resident D was lovely but very confused and could have 

been easily distracted and that there was no need for you to slap her. Ms 4’s evidence 

was that although the Home may not have had a written policy on de-escalating 

challenging behaviour, you would have completed training in managing challenging 

behaviours. 

 

You were adamant that you did not and would not have acted as alleged. You reminded 

the panel that you are an experienced mental health nurse. You provided the panel with 

a description of a technique widely taught to stop hair from being pulled demonstrating 

how you would behave in dealing with such an altercation between residents with 

dementia. Your account in your statement of 13 April 2016 is that you witnessed 

Resident [D] pulling another residents hair, asked her to stop and that when she did not, 

you gently separated them.   
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However, notwithstanding your evidence the panel preferred the account given by Ms 7. 

It accepted her evidence that she heard a shout, which attracted her attention, she 

stopped and looked at what was happening, recognised that what she saw was wrong 

and this led her to make an immediate report. In the panel’s judgment, the incident 

described in your account would be unlikely to attract passing attention in the way that a 

Registered Nurse shouting at a resident with dementia might tend to do. A gentle 

separation of two residents, without a slap or the striking motion as described by Ms 7, 

might not result in an immediate report to the Home Manager.     

     

For all the reasons set out above both of these charges are found proved. 

 

Charge 2.1.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of moving and handling of residents, on 

one or more occasion(s) failed to follow protocol and/or correct procedures, in that you 

used a standing hoist to move a resident when the resident required to be moved using 

a full body hoist. 

 

This Charge is Not Found Proved 

  

Charge 2.1.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of moving and handling of residents, on 

one or more occasion(s) failed to follow protocol and/or correct procedures, in that you 

used a standing hoist to put a resident in to a recliner chair. 

 

This Charge is Not Found Proved 

 

Although the panel considered charges 2.1.1 and 2.1.2 separately it decided to 

articulate its findings collectively since they were made for similar reasons. 
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There is no direct evidence provided by the NMC in support of either charge.  The 

hearsay evidence of Ms 4 is that there was an incident where you were using the wrong 

hoist in that you were using a standing hoist although the resident in question needed a 

full body hoist. However, Ms 4 gives no details of the incident, does not link it to any 

date, and does not identify the resident or the person who reported this to her. In her 

supplementary NMC witness statement Ms 4 says that she “believes” it was Ms 1 who 

witnessed you using a standing hoist.  

 

However, none of the NMC’s witnesses told the panel in their oral evidence that they 

had seen you use a hoist as alleged. Their evidence in respect of this matter related to 

Colleague A. 

 

Your own evidence to the panel was consistent with what you recorded in your 

statement dated 14 April 2016 which is that on an occasion you had used a standing 

hoist in an attempt to transfer a resident from a wheelchair to a recliner chair. However, 

you also recorded that the resident had been assessed and approved for a standing 

hoist. In oral evidence you told the panel that the GP and family members knew that this 

was the case.  

 

Taking account of the vague nature of the hearsay evidence in support of the 

allegations, and the lack of any evidence to undermine your account, the panel 

concluded that the NMC had not discharged the burden of proof in respect of charges 

2.1.1 and 2.1.2.  Accordingly those charges are not found proved. 

 

Charge 2.1.3 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of moving and handling of residents, on 

one or more occasion(s) failed to follow protocol and/or correct procedures, in that you 

did not ensure that Colleague A used the correct procedure when hoisting residents. 

 

 

This Charge is Not Found Proved: 
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Charge 2.2 

The allegation is that you a registered nurse, whilst working at Brook House between 12 

June 2014 and 26 February 2016, in respect of moving and handling of residents, on 

one or more occasion(s) failed to lead by example in that you showed or described an 

incorrect moving and handling technique to one or more of the care assistants. 

 

This Charge is Not Found Proved 

 

Although the panel considered charges 2.1.3 and 2.2 separately it decided to articulate 

its findings collectively since they were made for similar reasons. 

 

The direct evidence to support the allegation that Colleague A did not use the correct 

procedure when hoisting residents comes from Ms 1 and Ms 3.  In her NMC witness 

statement, Ms 1 reported: “…I was aware of the residents at Brook House being at risk. 

For example, I witnessed a carer called [Colleague A] standing on the legs of a hoist 

while there was a resident in the hoist. This is dangerous as the hoist could have tipped 

over…” Ms 1 does not link this incident to a particular date nor does she identify the 

resident.  In her NMC witness statement, Ms 3 said: “I saw Carer [Colleague A] hoist 

residents on her own and stand on the legs of the hoist” However, she also gives no 

additional details. Neither Ms 1 nor Ms 3 could assist further in their oral evidence. 

 

Ms 4 asserts that when Colleague A was spoken to about the use of the hoist, 

Colleague A had explained that this is what you had taught.  

 

However, this was not supported by Colleague A’s own account. Colleague A was 

emphatic that she had not done what is alleged. In her NMC witness statement she 

said: “It is dangerous to stand on a hoist while moving a patient and I have never done 

this”. Ms 1 made clear that two carers were needed to move a patient in a hoist. She 

stated that she was shown how to move residents in the course of moving and handling 

training provided by the Home every six months. 

 

Ms 4’s evidence in respect of these charges appears to be opinion, based upon the 

presumptions that you had used a hoist inappropriately, and/or knew that others had 
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done so, and/or had either shown or described incorrect moving and handling 

techniques to others. 

 

You deny acting as alleged. You explained that you did not provide training in moving 

and handling techniques and had no reason to question the quality of the training that 

was provided by the Home. You also said you had no reason to believe that any carer 

was not using the correct procedure or following protocol in relation to moving and 

handling.       

 

In the panel’s judgment, the overwhelming weight of the evidence before the panel is 

that training in moving and handling residents was provided through the Home. 

Furthermore, there is no cogent evidence that you provided any carers with training in 

moving and handling or that you showed or described incorrect moving and handling 

techniques. The panel accepted that in these circumstances, without evidence that you 

had any reason to be concerned as to the practice of the carers, there was no basis for 

a failure on your part to ensure that Colleague A was using correct procedures nor any 

basis to establish a failure on your part to lead by example as alleged.       

  

For all the reasons set out above, Charges 2.1.3 and 2.2 are not found proved. 

 

Charge 3.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of completion of one or more care plans 

and/or risk assessments, failed to ensure that either or both were adequately and/or 

appropriately completed and/or updated, in that you instructed one or more care 

assistant(s) to copy old care plans without first reviewing the plan to see whether it 

needed updating. 

 

This Charge is Not Found Proved 

 

The evidence in support of this charge is the hearsay evidence of Ms 4. In her NMC 

witness statement she says: “There were concerns that [you were] not updating care 

plans and was instructing care workers to complete patient documentation” and “I noted 
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on the NMC referral forms that I was told by staff that [you] would instruct a care 

assistant to copy old care plans without checking if they needed updating and that you 

would then sign the care plan as if it was a new care plan…If I remember correctly, I 

think there was an incident when a Social Worker pointed out that there as outdated 

information in a resident’s care plan”.  In her supplementary NMC statement Ms 4 

makes clear that she was unable to recall the names of the staff members who were 

instructed to write the care plans by you and was also unable to recall the name of the 

social worker who is said to have made reference to outdated information contained in a 

care plan. Ms 4 was also unable to identify the resident in question, although she 

believed that the erroneous information referred to the resident entering other resident’s 

rooms at a time when the resident was no longer able to mobilise independently. 

 

You deny acting as alleged. Your evidence is that, on an occasion, you incorrectly wrote 

notes for a resident on an old care plan instead of on the daily notes and were asked by 

the Home Manager to transfer the information to the correct document. It is your case 

that because you were very busy at the time you asked Colleague A to help copy the 

notes to a new form. 

 

Colleague A’s evidence broadly supported your account. She told the panel that you 

had made some notes, relating to Resident A as she recalled, which looked like daily 

noted but were not and that at around 7:00 pm you had asked her to copy those notes 

into the correct place. She did this because it was late and she wanted to help you.    

 

In the panel’s judgment Ms 4’s hearsay evidence was so vague and imprecise that little 

or no reliance could be placed on it. Your account is broadly supported by the evidence 

of Colleague A and has not been undermined by evidence presented by the NMC. For 

all these reasons the panel concluded that the NMC had not discharged the burden of 

proof in respect of charge 3.1. Accordingly that charge is not found proved.  

 

Charge 3.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of completion of one or more care plans 

and/or risk assessments, failed to ensure that either or both were adequately and/or 
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appropriately completed and/or updated, in that you signed and dated the care plan(s) 

described at 3.1 above without first reviewing them. 

 

This Charge is Not Found Proved 

 

In reaching its finding in respect of Charge 3.2 the panel had in mind that the allegation 

is dependent upon the finding of fact in respect of Charge 3.1. In the light of the panel’s 

determination at Charge 3.1, the allegation at Charge 3.2 fell away, there being no 

factual basis upon which it could be upheld. 

 

Charge 3.3 

 

The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of completion of one or more care plans and/or risk assessments, failed to ensure that 

either or both were adequately and/or appropriately completed and/or updated, in that 

following Resident A’s admission to the home, on 5 February 2016 you did not promptly 

complete a care plan or ensure a care plan was completed promptly. 

 

This Charge is Found Proved 

 

A key issue for the panel’s consideration in relation to this charge is what constitutes 

completing a care plan “promptly”.  

 

The panel had regard to the evidence, which you accepted, that you were both the 

Nurse who admitted Resident A to the Home on 5 February 2016 and Resident A’s 

allocated or named nurse.  

 

You conceded, in the course of your oral evidence, that you did not complete a care 

plan. You told the panel that Resident A was very restless and agitated and that your 

priority was his safety. It was your evidence that notwithstanding Resident A’s 

presentation, you had undertaken an assessment but you did not seek to suggest that 

this amounted to a care plan.      
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Ms 4 accepted that staffing levels at the Home were not appropriate and she said that, 

after the incident with Resident A (as referred to in charge 3.4 below) she increased 

staffing levels without authorisation of the company and was prepared to risk her own 

employment in the process. Ms 4 also made clear that she would not have expected 

you to have completed a fully comprehensive set of care plans for Resident A on the 

day of his admission. However, she did expect that you would have started the process 

or, in the event that this as not possible, her expectation was that you would have 

handed over to another nurse that the care plan had not been commenced.  This was 

not done either on 5 February 2016 or subsequently. It was Ms 4’s evidence that even if 

you had not had time on the day you should have been able to find time by 17 February 

2016. 

 

The panel understood that care plans are documents which evolve and develop over 

time in response to the changing care needs of the patient or resident in question. On 

admission, you identified Resident A as being at high risks of falling.  

 

In the panel’s judgment it was your role as a Registered Nurse, to have put in place a 

plan to address that risk and show how it was to be managed, even in the short term. 

You did not do that and, on the evidence before the panel, you did not hand over to any 

other Registered Nurse at the Home that you had not done so. 

 

Having satisfied itself as to your professional responsibility in relation to the completion 

of a care plan, the panel next considered the issue of promptness.   

 

Resident A was admitted to the Home on 5 February 2016 and, twelve days later, was 

involved in the fall which resulted in him being transferred to hospital. No care plan had 

been put in place in those intervening twelve days to address the risk of Resident A 

falling, or any other of his care needs for that matter. In the panel’s judgment you did fail 

to discharge your professional duty promptly as alleged. 

 

For all the reasons set out above this charge is found proved. 

 

Charge 3.4.1 
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The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of completion of one or more care plans and/or risk assessments, failed to ensure that 

either or both were adequately and/or appropriately completed and/or updated, in that in 

respect of Resident A’s afternoon fall on 17 February 2016, and Colleague A’s 

subsequent recording of the fall in the resident’s notes, did not follow the correct 

protocol in that you proceeded to sign the patient notes as though you had written the 

entry. 

 

[or in the alternative]  

 

Charge 3.4.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of completion of one or more care plans and/or risk assessments, failed to ensure that 

either or both were adequately and/or appropriately completed and/or updated, in that in 

respect of Resident A’s afternoon fall on 17 February 2016, and Colleague A’s 

subsequent recording of the fall in the resident’s notes, did not follow the correct 

protocol in that you did not ensure that Colleague A signed the entry that you then 

countersigned. 

 

This Charge is Found Proved 

 

In the panel’s judgment, Charge 3.4.2 was admitted during the course of your oral 

evidence. Your admission was consistent with the evidence of Colleague A, who told 

the panel that she had copied into a correct document some notes you had made in 

another document. She stated: “I did not sign the notes, nurse Lin signed them because 

she knew what she wrote and I only helped to copy them because it was late. The notes 

were in my handwriting because I had copied them for her…Nurse Lin said it was not a 

problem because she had signed them.” 

 

It is common ground that you are the person whom Colleague A refers to as “Nurse 

Lin”.   
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As the panel was satisfied that Charge 3.4.2 was proved on the basis of your admission 

in the course of your evidence it did not find it necessary to consider Charge 3.4.1.    

 

Charge 4.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of Medication administration, you failed 

to properly and safely administer resident medication and/or document that you had 

done so, in that you on one or more occasions, did not check one or more resident MAR 

charts prior to administration of medication. 

 

This Charge is Not Found Proved  

 

The panel first considered the scope and nature of this charge.  It noted that Ms Guest 

had invited it to place some reliance upon your admissions in respect of charges 4.3, 

4.4 and 4.5 (all of which relate to the administration of medication) as supporting this 

charge. Her submission was that if, as was your duty, you had checked Resident’s MAR 

charts prior to administering medication, you would not have committed the medication 

errors that are the subject of charges 4.3, 4.4 and 4.5. 

 

The panel did not accept Ms Guest’s invitation to approach this charge in this way on 

the basis that it would mean that this charge was in effect duplicating other charges. 

 

The panel noted your evidence that, in 2015, you were found to have made a number of 

medication errors which occurred because of a failure on your part to check MAR 

charts. You explained that you undertook remediation and believed the matter closed. 

The errors in question are those cited in charges 4.3, 4.4 and 4.5. 

 

In the panel’s judgment this allegation is so vague and circumstantial that the NMC has 

not come near to discharging the burden of proof by establishing which MAR charts you 

are said to have failed to check and when, over and above those involved in the 2015 

allegations that are particularised and which have been admitted.  Accordingly, this 

Charge is not found proved.  
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Charge 4.4.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of Medication administration, you failed to properly and safely administer resident 

medication and/or document that you had done so, in that between 25 -27 May 2015, 

and in respect of administration of paracetamol to Resident G, you signed the resident’s 

MAR chart as having given the resident paracetamol when in fact, there was no stock of 

paracetamol for this resident. 

 

This Charge is Found Proved 

 

It is common ground that, at the material time, there was no stock of prescribed 

paracetamol for Resident G. 

 

Your evidence is that you administered paracetamol from the “homely remedy” supply 

at the Home although you did not, as you admitted in respect of Charge 4.4.2, sign 

Resident G’s MAR chart to indicate that a homely remedy was used. 

 

The panel is satisfied that the evidence of the MAR chart demonstrates that you signed 

that chart to indicate the administration of paracetamol to Resident G on 25 May 2015 

and 27 May 2015. 

 

For all the reasons set out above the panel found this charge proved. 

 

Charge 4.6.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of Medication administration, you failed to properly and safely administer resident 

medication and/or document that you had done so, in that on or around 12 February 

2016, and in respect of the administration of antibiotics to Resident A, at approximately 

6pm, you attempted to get the resident’s family member to administer the resident’s 

next dose of antibiotics when the resident had only received the previous dose at 

approximately 4pm. 
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This Charge is Not Found Proved 

 

Resident A’s MAR chart for the period in question indicates that he was prescribed an 

antibiotic, to be administered four times daily at 08:00am, 01:00 pm, 06:00 pm and 

10:00 pm respectively. The date that the medication was started is 12 February 2016. 

 

The only evidence before the panel to support this charge is hearsay.  

 

Daughter A’s evidence and time line rely upon the account given to her by her sister, 

who has not given evidence in these proceedings. Daughter A’s hearsay account is that 

on 12 February 2016, the family queried Resident A’s medication. Daughter A writes 

“Father was on a course of antibiotics and only took the first dose at 4pm. He missed 

his earlier medication as the carers said he was sleeping and didn’t want to wake him. 

Then at 6pm [you] wanted us to give our father his next dose of antibiotics as [you were] 

worried that later they wouldn’t be able to make him take it and that it would be easier 

for us to do it before we left.”  Although the way in which this account is written appears 

to suggest the author was present, Daughter A confirmed that her written account is 

constructed from the recollections of a number of family members. She freely 

volunteered that she had not been present on the day in question. It was clear to the 

panel that Daughter A’s position was that members of her family would have been 

prepared to stay to help ensure that Resident A took his medication if that was what 

was required. Her real concern appeared to be that Resident A had received a dose of 

antibiotics at 04.00 pm and that 06:00 pm was too soon to administer a second dose.        

 

In her supplementary NMC witness statement, Ms 4 says “I was asked to comment on 

the administration of antibiotics to Resident A on 12 February 2016…I am unable to 

comment …as I cannot recall the resident in question…” 

 

Your evidence, which was not challenged, is that the pharmacy did not supply Resident 

A’s antibiotics in time for the administration of the 08:00am or the 01:00 pm doses. You 

freely admitted that you had asked Resident A’s family to stay to help administer the 

06:00 pm dose of antibiotics in light of the fact that he was very agitated. You felt it was 

potentially more likely that he would accept the medication he needed from a family 

member. It is your case that the complaint which led to this allegation arises out of a 
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misconception by Resident A’s relative(s) namely that he had received a dose of 

antibiotics at 04:00 pm and/or a misunderstanding of the request you made to them in 

respect of the 06:00 pm dose. 

 

There is no cogent evidence before the panel to indicate that Resident A was in fact 

administered with a dose of antibiotics at 04:00 pm on 12 February 2016. The MAR 

chart records the medication first being administered at 06:00 pm with the second and 

final dose of the day at 10:00 pm, in accordance with the prescription. 

 

Charge 4.6.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House in respect 

of Medication administration, you failed to properly and safely administer resident 

medication and/or document that you had done so, in that on or around 12 February 

2016, and in respect of the administration of antibiotics to Resident A, you stated to the 

resident’s family member that it would be ‘easier for us if you do it before you leave’ or 

words to that effect. 

 

This Charge is Not Found Proved 

 

In the panel’s judgment this Charge is clearly linked with Charge 4.6.1. 

 

The panel concluded that although you may have invited Resident A’s family member[s] 

to help with the administration of his antibiotics, the oral evidence from Ms 4 was that 

this was not prohibited. 

 

Ms 2 told the panel that Resident A had not been taking his medication regularly before 

he was admitted and that at Home would often stay up all night and be fast asleep 

during the day which meant he was unable to take his medication, which could only be 

administered when he was well and awake.  

 

In the panel’s judgment, provided that medication was suitable for a family member to 

physically administer, and subject to the Nurse being able to observe and confirm that 
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the medication had been taken by the resident, a request of this type, although not 

ideal, was not a failure as alleged in the circumstances of this case.           

 

Charge 4.7 

 

The allegation is that you, a registered nurse, whilst working at Brook House between 

12 June 2014 and 26 February 2016, in respect of Medication administration, you failed 

to properly and safely administer resident medication and/or document that you had 

done so, in that on one or more unknown dates, did not ensure that one or more 

residents took their medication. 

 

This Charge is Not Found Proved 

 

The panel was concerned that this charge was poorly particularised.  

 

On the assumption that is it not a charge which duplicates other allegations about 

medication administration and/or record keeping, this charges appears to address the 

concerns set out in the statement of Ms 3 to the effect that “sometimes you would give 

medication to people with dementia but not watch them take the medication”, that 

“sometimes pills would be found on the floor in patients’ rooms” and that “carers once 

found tablets in a resident’s handbag.” 

 

In the panel’s judgment these concerns are extremely vague. They are not linked to any 

dates, and no resident is identified. There is nothing to suggest that the incidents 

involving pills found on the floor or tablets in a resident’s handbag occurred when you 

were on duty. Anyone could be the source of these pills or tablets. The only issue which 

is linked to you is the claim that you gave medication to residents with dementia without 

watching them take the medication. 

 

No other individual corroborates Ms 3’s account in relation to these concerns.     

 

In the panel’s judgment the evidence to support this allegation is so vague and 

circumstantial that the NMC has not come near to discharging the burden of proof.  

Accordingly, this Charge is not found proved. 
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Charge 5.1 

 

The allegation is that you, a registered nurse, whilst working at Brook House on or 

around 17 February 2016 and in respect of Resident A’s fall in the morning, failed to 

respond appropriately in that you did not ensure that the resident was promptly checked 

over after the fall, or at all. 

 

This Charge is Found Proved 

 

Charge 5.2 

 

The allegation is that you, a registered nurse, whilst working at Brook House on or 

around 17 February 2016 and in respect of Resident A’s fall in the morning, failed to 

respond appropriately in that you did not call for medical attention. 

 

This Charge is Found Proved 

 

Charge 5.3 

 

The allegation is that you, a registered nurse, whilst working at Brook House on or 

around 17 February 2016 and in respect of Resident A’s fall in the morning, failed to 

respond appropriately in that you did not document that the resident had fallen in the 

morning. 

 

This Charge is Found Proved 

 

Charge 5.4 

 

The amended allegation is that you, a registered nurse, whilst working at Brook House 

on or around 17 February 2016 and in respect of Resident A’s fall in the morning, failed 

to respond appropriately in that having completed an accident form in respect of the 

resident’s second fall [of the day], in the afternoon, you did not mention that the resident 

had suffered a fall in the morning. 
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This Charge is Found Proved 

 

Although the panel considered each element of charge 5 separately, it decided to 

articulate its findings collectively since the allegations are inextricably linked and the 

panel’s findings were made for similar reasons. 

 

Ms 6 told the panel that she witnessed Resident A’s first fall of the day.  In her NMC 

witness statement, she recorded that this happened in the morning. Her account is that 

she was in the corridor near Resident A’s room. She stated that she saw him come out 

of his bedroom and described him facing the wall, with both hands on the wall, fiddling 

with the light switch. It was Ms 6’s evidence that Resident A sometimes did this. 

According to Ms 6, Resident A suddenly “slid along the wall horizontally” and “fell down 

on his bottom and the back of his elbow”. It was her recollection that the fall was not 

hard and that nothing [that is to say, no part of his body] touched the floor apart from his 

bottom and “maybe” his elbows. Ms 6 told the panel that Resident A was rubbing his 

knee, and she said that she called you but understood you could not hear her. It was 

her evidence that Colleague A came and that, together, they helped Resident A to get 

up. Ms 6 stated that he was “already” getting himself up and that together with 

Colleague A, she helped him to walk to the dining room where you were undertaking a 

medication round. Ms 6 was very clear that she mentioned to you that Resident A had 

fallen. On her account, when she left, Resident A was sitting in front of you in the dining 

room.  

 

On 23 March 2016, Ms 6 made a written account of what she had seen on the morning 

the 17 February 2016. Although fairly brief it is, in the panel’s judgment, consistent with 

Ms 6’s evidence as contained in her NMC statement 2016 in all relevant details. If 

anything, Ms 6 records informing you what happened in more definite terms than those 

she used in her NMC statement, saying: “I told the nurse what I saw” rather than “I 

mentioned” that Resident A had fallen.  

 

In relation to Resident A’s second fall of the day, Ms 6 made clear that she did not 

witness the incident but heard the emergency alarm. It is her evidence that she went to 

Resident A’s room “to have a look” and saw you there with the ambulance crew. Ms 6 
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thought that Resident A looked like he was in a “deep coma sleep”. She was “shocked” 

and thought that he must have “bashed his head very hard”. Whilst in the room, Ms 6 

told the ambulance crew that Resident A had not banged his head when he had fallen in 

the morning.   

 

In the course of her oral evidence Ms 6 was adamant that you would have heard what 

she said to you when Resident A was assisted into the dining room following his fall in 

the morning. The panel found her account credible and reliable. It found that there was 

no reason for her to be untruthful. She did not embellish her evidence and readily 

described you in positive and friendly terms and said that you are still linked through 

social media. 

 

In her NMC witness statement, and in respect of Resident A’s morning fall, Colleague A 

recalled being in a resident’s room when she heard Ms 6 calling. Colleague A was 

unsure of the date of this incident.  It was her evidence that she went to see Ms 6 and 

that Resident A was on the floor but “already getting up”. Colleague A’s account is that 

she said the nurse should be called but that Ms 6 said she had not seen the nurse and 

asked for help with  Resident A to make sure he did not fall again. Colleague A told the 

panel that Resident A “got up with minimal support” and was taken in the dining room. 

Colleague A also said that Ms 6 had stated that she would tell you what had happened. 

This was because it had been Ms 6, and not Colleague A, who had seen Resident A 

fall. Colleague A said that she agreed with this course of action for that reason. She told 

the panel that although she did not see Ms 6 speak to you she had seen her 

approaching you and that, about an hour later, Ms 6 had reported that she had told you 

about the morning fall. 

 

In relation to Resident A’s second fall of the day, Colleague A said in her NMC witness 

statement that you asked her to check on Resident A every 20 minutes from about 2:00 

pm, as one of the carers [Ms 3] needed to take her break. At the time, Colleague A had 

been in the lounge looking after other residents who were also at risk of falls. It was 

Colleague A’s account that she checked Resident A at 2:00 pm and again at 2:20 pm 

and 2:40 pm. She told the panel that, on each occasion, he was sleeping on his 

mattress, which was placed on the floor as he did not like to sleep in his bed. Colleague 

A told the panel that just before 3:00 pm you told her to prepare the tea trolley while she 
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stayed in the lounge with the residents. It was Colleague A’s evidence that she walked 

past Resident A’s bedroom on her way to the dining room, did not go in but saw that he 

was still sleeping. Whilst preparing the tea trolley she heard you shout her name and 

she ran to Resident A’s room. According to Colleague A you were with Resident A near 

the door and you told her to urgently press the [emergency] buzzer. She used the one in 

the next room because she could not reach the one in Resident A’s room. Other staff 

then started to arrive and, on Colleague A’s account, you told her to go to the lounge to 

stay with the other residents. Colleague A was not present when the ambulance crew 

attended.   

 

According to Colleague A, Ms 4 asked her to write a statement about the incident. A 

copy of that handwritten statement is before the panel. In the panel’s judgment it is 

consistent with Colleague A’s other written and oral evidence. However, it emphasises 

in a way that her NMC statement does not that she when she observed Resident A from 

2:00 pm onwards he was sleeping deeply and was in the same position.  

 

Ms 2 gave evidence in relation to the second of Resident A’s falls on 17 February 2016. 

It was her account that she was in a meeting when she heard the emergency bell, went 

to the second floor and was told that the emergency was in Resident A’s room. She 

found all the nurses present and asked them to step away. She stated that you were 

kneeling down calling Resident A’s name and that he groaned. It was her evidence that 

you told her that you had been in the lounge, heard a loud bang, rushed to Resident A’s 

room where you found him on the floor. Ms 2 told the panel that she assessed Resident 

A and advised you to call the ambulance “straightaway.”  It is her evidence that when 

the ambulance crew arrived, she gave them a “quick handover” of what had happened. 

 

In relation to the safeguarding alert raised by the ambulance service, Ms 2 told the 

panel that she understood this was done because the ambulance crew heard Ms 6 refer 

to Resident A having had a fall in the morning of the day in question. It was Ms 2’s belief 

that the paramedics thought Resident A had been in a coma since that earlier fall. Ms 2 

was clear that no one had told her about the earlier fall. She said that if you had been 

aware of that earlier fall, you should have been concerned about it, checked Resident A 

for injury and made a note in his records. 
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It is common ground that you did not make a note in Resident A’s records pertaining to 

the fall that occurred in the morning. 

 

You were emphatic that you did not know that Resident A had fallen in the morning. 

According to your statement dated 14 April 2016, you first heard of the morning fall 

when Ms 6 mentioned it when she walked in whilst you were dealing with what now 

transpires was the second fall of the day. You maintained this position in the course of 

your oral evidence. It follows from this that it is your case that the failures alleged in 

charges 5.1, 5.2 and 5.3 are not sustained because you were not under a professional 

duty to act as those Charges assert you should have done at the time. You say that, 

being unaware of Resident A’s earlier fall, you did not know that these actions were 

required of you.     

 

The panel preferred the evidence of Ms 6 to your evidence in this regards. In its 

judgment she was clear and forthright. Ms 6 is not a softly spoken person. She 

described informing you of Resident A’s first fall of 17 February 2016 and told the panel 

you were in relatively close proximity. Ms 6 also told the panel that following Resident 

A’s second fall of the day, she commented in front of you and in the presence of the 

ambulance crew that Resident A had not banged his head when he had fallen earlier 

that day. In accepting Ms 6’s evidence, the panel was satisfied that it was more likely 

than not that you did hear what she said regarding Resident A on both occasions. 

 

The panel also had regard to the evidence of Ms 4 that during her investigation she 

found that you had completed an accident or incident form relating to the second fall 

which indicated that Resident A had had “a settled morning” and that there was no 

record or note of his earlier fall or evidence that he was checked or assessed.  

 

Even if Resident A was able to stand up and walk to the dining room with the support of 

Ms 6 and Colleague A, and even if Ms 6 was correct in her opinion that he had not 

suffered any serious injury, neither she nor Colleague A were Registered Nurses. You 

were the Registered Nurse on the unit or floor of the Home and you had the 

professional duty to respond to Resident A. He had been identified as being at risk of 

falling and, as you did not yourself witness the fall in the morning, you had a 
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responsibility to ensure he was checked and assessed, to call for medical attention and 

record what had occurred. You did none of these things.     

 

Having decided, for the reasons set out above, to accept Ms 6’s account in preference 

to your evidence, and finding therefore that you did know that Resident A had fallen 

during the morning of 17 February 2016, the panel determined that Charges 5.1. 5.2 

and 5.3 were all proved.  

 

In relation to Charge 5.4 it is common ground that the accident or incident form you 

completed in relation to Resident A’s second fall of the day does not make any mention 

of him having suffered a fall earlier that day. This document appears to have been 

completed after the emergency services team had attended and therefore after Ms 6 

had said, in your presence and in front of the ambulance crew, that Resident A had not 

bumped his head when he had fallen earlier in the day. It follows that when you 

completed the accident or incident form you knew that the incident was not the first 

occasion when Resident A had fallen on the day. 

 

Ms 4’s evidence was that “it is important to record all falls so that other members of staff 

are aware in case there is another incident.” In the panel’s judgment the principle that 

reliance can be placed on records being complete and accurate extends to all 

healthcare professionals who might potentially be involved in providing care. The panel 

rejected your contention that the accident or incident form which you completed in 

respect of the second fall should only refer to that fall. This risked giving only a partial 

picture of what had occurred. The circumstances of the first fall might be highly relevant 

to the second fall and to the on-going care required by Resident A. Accordingly the 

panel finds Charge 5.4 proved.  

 

Charge 6.1 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

on or around 11 February 2016 and in respect of medication administration and/or 

handling controlled drugs, failed to follow correct protocol and/or procedure in that you 

did not follow policy when checking Midazolam. 
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This Charge is Found Proved 

 

The background to this charge is the evidence that on 11 February 2016, an ampoule of 

midazolam was found missing. An Incident Form was completed by Ms 9 and this led to 

a local investigation during which Ms 9 interviewed staff and checked records.   

 

The panel had regard to the relevant entries in the Home’s Management of Medication 

Policy which state: 

 

“Two appropriately trained members of staff should be involved in all aspects of 

controlled drug medication administration. For the nursing environment, this must 

be two nurses or one nurse and a trained designated carer. 

 

The stock balance of Controlled Drugs must be checked at each administration, 

as well as a stock balance being carried out at each staff handover of keys, the 

stock check can be recorded either in the controlled drugs register or on a 

separate bound note book signed by both staff. 

 

The stock balance must reflect the actual quantity of medication that is present 

within the Controlled Drug Cupboard. Each time medication is put in or taken out 

of the Controlled Drug cupboard an entry must be made within the Controlled 

Drug Register. 

 

This entry will be made by one member of staff, a second member of staff will 

check the medication and counter-sign the register. Two members of staff must 

be involved at the point when Controlled Drugs are added or removed from the 

Controlled Drug Cupboard. Any discrepancies must be reported to the person in 

charge of the Care Home and to the Home Manager immediately.”  

 

The evidence before the panel is that the Home operated a system whereby the details 

of the stock balance of Controlled Drugs was entered in the Controlled Drugs Register 

Book (described in oral evidence as the “red book”) and that the two staff who 

undertook checks would also sign in a separate bound note book or exercise book 
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(described as the “blue book”) to confirm, at the handover at each shift, that the stock 

balance had been checked and was correct.  

 

In his NMC witness statement Mr 11 was very clear that you would have been “well 

aware” of the Home’s policies and procedures regarding medication and controlled 

drugs and would have completed an induction period during which you shadowed the 

Nurse in charge. He told the panel that the Home took induction “very seriously” 

Furthermore, Mr 11 noted that, following your recruitment, there had been a number of 

concerns regarding medication management and that, as a consequence, you had 

received extra supervision and completed additional training. Mr 11 also stated that you 

admitted during the disciplinary hearing that you checked the controlled drugs on your 

own contrary to the Home’s policy. Although Mr 11 was unable to recall any details 

which were not addressed in his NMC statement the panel had no reason to doubt the 

accuracy of his evidence. 

 

You accepted in the course of your evidence that you had not followed the policy which 

required two checkers. You told the panel in cross examination: “I wouldn’t say I never 

checked alone but I can’t say on this occasion that I have checked alone”. 

 

For all the reasons set out above the panel found Charge 6.1 proved. 

 

Charge 6.2 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home  

on or around 11 February 2016 and in respect of medication administration and/or 

handling controlled drugs, failed to follow correct protocol and/or procedure in that you 

did not take immediate action when you noticed that an ampoule of Midazolam was 

missing. 

 

This Charge is Not Found Proved 

 

This charge is based upon the NMC establishing that you noticed that an ampoule of 

midazolam was missing and did not take immediate action. 
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In reaching its finding the panel was not satisfied that the NMC has established that you 

noticed that an ampoule of Midazolam was missing albeit that this is because you did 

not check the stock levels.  

 

Charge 6.3 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

on or around 11 February 2016 and in respect of medication administration and/or 

handling controlled drugs, failed to follow correct protocol and/or procedure in that you 

did not follow the correct procedure when checking the controlled drugs in that you 

checked them on your own when there should have been another registered nurse 

present. 

 

This Charge is Not Found Proved 

 

In the panel’s judgment the evidence which could support this Charge, as distinct from 

Charge 6.1, was so vague and circumstantial that the NMC has not come near to 

discharging the burden of proof.  Accordingly, this Charge is not found proved.  

 

Charge 7.1 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

at approximately 1.45 am, you whilst on duty, were asleep or had been asleep or were 

preparing to sleep.  

This Charge is Found Proved 

 

[or in the alternative] 

 

Charge 7.2 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

at approximately 1.45 am, you whilst on duty, were in the lounge, in darkness, laying on 

a sofa with your head on a pillow, covered with a blanket.  
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In reaching its findings, the panel had regard to the copy of the job description for your 

post at the Home. This makes clear that it was your duty to: 

 

“take an active role in management of the ward/unit under the supervision of the 

Ward Manager and to take charge in his/her absence. Participate fully with the 

clinical team and undertake direct patent care… promote and maintain a 

professional working environment ensuring a high standard of care at all times…   

provide leadership to staff to help achieve…quality patient care.” 

 

Witnesses Ms 8 and 10 gave live evidence in support of Charges 7.1 or 7.2. 

 

In her NMC witness statement, Ms 8 said she attended the Home, with Ms 10, on an 

unannounced visits during the night shift of 14 -15 March 2016 at around 01:45 am. Ms 

8 explained that a monthly night visit was conducted as part of the Home’s audit 

process. It was Ms 8’s evidence that, on entering Bursted Unit it was in darkness save 

for a light at the nurse’s station. She said that this was a risk as elderly residents were in 

danger of falling and that the lights in the hallways should have been on. Ms 8 

described entering the lounge and finding you “lying in the dark, on a two seater sofa, 

tucked under a blanket with a pillow under your head”. It was her evidence that when 

you were asked what had happened, you had replied that you were cold and wanted to 

wrap yourself up. 

 

In her NMC witness statement, Ms 10 referred to visiting the Home with Ms 8 and said: 

“When we walked through the door into the Unit I could see that Linancy was tucked up 

on a sofa in the lounge. She was lying under a blanket and the unit was dark. She was 

using the sofa as a bed with blankets and a pillow.” 

 

You vehemently deny being asleep. You also assert that you were not lying down. Your 

case is that you were sitting down, having completed paperwork, having just assisted a 

carer to wash and change a Resident and having taken over 1:1 care of Resident I. 

Your evidence was that you were cold and you were sitting with your hands on a 

radiator which was just behind the sofa. You told the panel you had a knitted or 

crocheted cloth over your legs. You challenged the evidence of Ms 8 and Ms 10 by 

referring to what you assert are inconsistencies in their accounts which, you contend 
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are such that their evidence is unreliable, for example, Ms 10’s evidence that you were 

not in uniform and Ms 8’s evidence that you had been sleeping because your uniform 

tunic was badly creased. You also insist that the visits took place much later in the shift, 

between 03:30 am and 04:00 am. You were emphatic that there was sufficient light for 

safety but did not contend that the lights in the lounge/dining area were on. However, 

the panel noted that, at one point in the course of your evidence, you said: “I woke up 

and acknowledged them [Ms 8 and Ms 10] when they came in”.   

 

In the panel’s judgment, it is not uncommon for witnesses to the same incident to give 

accounts which differ in respect of certain details. Different people are likely to focus on 

different features. The question for the panel is whether such inconsistences were 

significant and/or relevant. The panel noted that there is no charge relating to you 

wearing or not wearing uniform. In the panel’s judgment, the evidence given by Ms 8 

and Ms 10 which is relevant to this charge was credible and consistent. Both report 

finding you in the lounge, which was in the dark, lying on a sofa, with some sort of 

covering.  

 

It was Ms 8’s opinion that you should have been making sure that you and the staff 

were completing all necessary tasks. Not doing so amounted to a failure of leadership 

as alleged. 

 

In the panel’s judgment, your own evidence that you woke up and acknowledged Ms 8 

and Ms 10 when they entered the lounge was inconsistent with your claim that you were 

not sleeping. The panel found your oral evidence that you “woke up” had the ring of 

truth and indicates that Ms 8 and Ms 10 were correct in their assessment that you were 

sleeping. For all these reasons the panel found Charge 7.1 proved. In the light of this 

finding it was not necessary to consider Charge 7.2.   

 

Charge 7.3 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

you allowed one or more care assistants to behave as has been alleged against you in 

charge 7.1 or 7.2 above, whilst on duty.  
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This Charge is Not Found Proved 

 

Although Ms 8 and Ms 10 both told the panel that they observed what looked like 

bedding on a second sofa in the lounge/dining area of the Home during the course of 

their visit to the Home during the night shift in question, neither could identify any other 

specific member of staff either sleeping, preparing to sleep or lying down there covered 

in a blanket and in darkness. Ms 10 told the panel that there was a carer sitting on a 

sofa in the lounge with a blanket over her but she was unable to provide any further 

details. Ms 8 referred to a carer (whose first name she recorded) but taken at its highest 

her evidence was that this person was sitting “with her eyes closed”. 

 

In the panel’s judgment the NMC has not discharged the burden of proof in relation to 

this allegation.    

 

Charge 7.4 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

you did not ensure that the unit lights were kept on during the night.  

 

This Charge is Found Proved 

 

The panel heard that residents with dementia may be prone to wander at night. They 

are also likely to be at risk of falling and require good lighting to be able to move around 

safely.  

 

The evidence before the panel from Ms 8 and Ms 10 is that the unit lights were not on. 

The panel has already found that the lounge/dining area where, on your own account 

you were located, was in darkness. 

 

You told the panel that the emergency lights were on and that the residents’ bedside 

lights were also on. You stated that if all the unit lights were kept on, this would prevent 

residents from sleeping so was not in their interests.  
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However, the panel had regard to the evidence, which you did not challenge, that 

Resident I was in the lounge/dining area at the material time and that a male resident, 

only identified by his first initial [“K”] was in the corridor with a carer. 

 

In the panel’s judgment it was a failure of leadership on your part not to ensure that the 

unit lights were kept on during the night because this exposed residents to a real risk of 

serious harm from falling. 

 

Charge 7.5 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

you did not ensure that Resident I was adequately cared for in that she was left sitting in 

the lounge, in just a nightgown.  

 

This Charge is Found Proved 

 

On your own account, the Home was cold. You felt the need to warm your hands on a 

radiator. You also felt the need to wear a cardigan and to place a knitted or crocheted 

cloth over your legs.     

 

You have not sought to challenge the evidence of Ms 8 and or Ms 10 that Resident I 

was sitting in the lounge in just a nightgown. The panel heard that this garment was 

cotton with short sleeves. It was Ms 8’s evidence that you ought to have ensured that 

Resident I was wrapped in a blanket or dressing gown. The panel heard that she had 

nothing on her feet and that her slippers were in her room. Resident I was described as 

being restless and required 1:1 care when awake. You told the panel that you had taken 

over the 1:1 care of Resident I and the panel was satisfied that it was therefore your 

responsibility to ensure that she was adequately cared for, notwithstanding any 

tendency by Resident I to discard clothing.   

 

In the panel’s judgment you were not discharging your duty as a Registered Nurse or as 

the shift leader when you failed to ensure that Resident I was adequately cared for 
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because you were lying down in the dark. Even if your own account was accepted, you 

were failing in your duty because you were sitting down warming yourself not ensuring 

that Resident I’s needs were being met when you were responsible for her 1:1 care. 

 

Charge 7.6 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

you completed resident’s documentation and/or charts prior to the checks having taken 

place and/or did not ensure that resident’s documentation and/or charts were recorded 

accurately in that the documentation was completed prior to the checks having taken 

place.  

 

This Charge is Not Found Proved 

 

There is in the panel’s judgment no cogent evidence that you completed documentation 

or charts prior to checks having been taken place. However, there is evidence that 

some staff did pre-fill charts, for example, Ms 16. The question for the panel therefore is 

whether you failed as alleged because you did not ensure that the documentation was 

recorded accurately.  

 

Ms 8’s evidence was that, in the course of the night visit, having noticed that 

documentation had been pre-filled for the entire night, she asked one of the carers [Ms 

16] about the pre-filled charts and was told by Ms 16 that it was fine to do this. In her 

statement written on 24 March 2016, Ms 8 records: “the supplementary charts had 

already been completed for the whole night shift including times and dates of specific 

care duties. These had been falsified. Both carers in the unit were new to the company 

and stated they had been told to this when they started.” 

 

It is your case that you did not know that documentation had been pre-filled. You told 

the panel that you had carried out checks at around midnight and had not seen any pre-

filled records then. At the time of Ms 8 and Ms 10’s visit you had not undertaken any 

further check of the records: that was something which was due to be done later. 

 



64 
 

There is no cogent evidence before the panel that you were responsible for instructing 

the carers to pre-fill records or charts. The suggestion before the panel is that this was a 

practice which they were told to follow by Mr 17, a trainer identified only by his first 

name [Mr 17].   

 

On the basis of the evidence before it the panel was not satisfied that, at the material 

time, you were alert to the fact that staff were pre-filling records and would therefore 

have had no reason to take steps to ensure they did not engage in such practice.      

 

In the panel’s judgment the NMC has not discharged the burden of proof in relation to 

this allegation.   

 

Charge 7.7 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

during a night shift on 14/15 March 2016, failed in your obligations as shift leader in that 

you had not completed an allocation form for the night shift, as was required.  

 

This Charge is Found Proved. 

 

In reaching this finding the panel had regard to your admission, in the course of your 

evidence that, although you had started an allocation sheet, it had not been fully 

completed. 

 

In the light of that evidence the panel found this Charge proved. 

 

Charge 7.8 

 

The allegation is that you, a registered nurse, whilst working at The Oaks Care Home 

between 6 October 2014 and 1 July 2016 during a night shift on 14/15 March 2016, 

failed in your obligations as shift leader in that you did not ensure that the residents, 

who were awake, had been offered and/or received a drink and or food.  

 

This Charge is Not Found Proved 
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In the panel’s judgment, the evidence in support of this charge is circumstantial and/or 

based upon a number of assumptions, which the panel concluded did not stand up to  

scrutiny. 

 

Both Ms 8 and Ms 10 told the panel that they did not see any cups or trays to indicate 

that drinks had been made. Ms 8 noticed that there were no used cups in the sink. Mrs 

10 told the panel that she asked staff if residents had been given a drink and they said 

no. However, there are no statements from the staff to that effect and it was unclear if 

they were asked whether drinks had been offered or just whether they had been given. 

It was unclear whether Ms 8 and or Ms 10 looked in the dishwasher. If cups had been 

used, cleaned and put away, they would not be in the sink.  An assumption appears to 

have been made that because Resident I’s lips appeared chapped this was evidence 

that she had not been offered a drink on the shift in question. The panel found this to be 

conjecture. Although this might suggest that Resident I had not consumed a drink it 

does not meet the threshold of establishing that it is more likely than not that she was 

not offered a drink. 

 

The same logic applies to the issue of food being offered. 

 

In the panel’s judgment the NMC has not discharged the burden of proof in relation to 

this allegation.   

 

Charge 8.1 

 

The allegation is that your actions in charge 7.6 were dishonest in that you knew that 

the checks had yet to be carried out on the residents, yet you completed or allowed 

colleagues to complete the records in advance of the checks.  

 

Charge 8.2 

 

The allegation is that your actions in charge 7.6 were dishonest in that you intended to 

create or allowed colleagues to create the impression that the checks had been 
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completed at the times recorded on the documentation, when you knew that they had 

not.  

 

Charges 8.1 and 8.2 are only engaged if Charge 7.6 is found proved. In the light of the 

panel’s finding at Charge 7.6 there was no basis for considering Charges 8.1 and 8.2 

and they fell away. 

Resuming 4 – 5 July 2019 

Evidence and submissions on misconduct and impairment: 

Having announced the facts found, the panel then moved on to consider, whether the 

facts proved amount to misconduct and, if so, whether your 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.  

The panel heard evidence from you and Mr 18. The panel received a reference from 

your current employer ‘The British Home’. 

You provided the panel with a bundle which included positive character references and 

training certificates. 

You informed the panel that you are currently working as a registered nurse at The 

British Home. You have been working at The British Home for a period of 3 years. You 

said that The British Home is for residents suffering from incurable diseases including 

cancer and it consists of over a hundred beds. You said that you were supervised for 1 

year when administering medication and you have been working unsupervised for 2 

years.  

You explained that you had been a psychiatric nurse for 14 years before working at the 

Brook House and The Oaks Care Home and you found the transition into general 

nursing in a care home for elderly residents difficult. 

In relation to charge 1.1.2, you told the panel that the conduct was unacceptable. 

Further, you have undertaken training in medication administration at The British Home. 
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In relation to charge 1.5, you said that slapping was not acceptable and that you would 

not do it in any circumstances. You said it was abuse and you would report it now if you 

saw it. You said that in your practice today you do everything completely differently.  

In relation to charge 3.3, you said that when you first began your role at Brook House 

you struggled to get an understanding of how the care home worked and completing 

care plans. However, at present you are competent and are comfortable with this duty in 

your current role at The British Home. You acknowledged the importance of prompt 

completion of care plans. 

You told the panel that you initially had been working under supervision whilst 

administering medication to residents in your current role at The British Home. You said 

that you have been administering medication to residents for a period of 2 years 

unsupervised at The British Home and you meet with your manager monthly for 

individual reviews. There are also group reviews which you attend.  

In relation to charge 3.4.2, you said that you would never repeat these actions in the 

future and they were absolutely wrong. You said that you have realised how important 

signatures were.  

In relation to charge 5, you said that you have undertaken training in your current role at 

The British Home in relation to managing falls. The training provided you with 

information on the formal steps to take when faced with a resident’s fall. Since this 

incident, you said you have faced a further incident involving a fall and you took the 

appropriate steps with the supervision of your manager. You said that you have learnt 

from this experience and in the future you would ensure you safely assess the situation 

before taking action. You said that you have attended group meetings held at The 

British Home regarding falls which have provided you with further knowledge about 

appropriately managing falls.  

Specifically in relation to charge 5.3, you said that this was a serious error on your part. 

You said that you are fully aware of the slogan ‘if it is not documented it never 

happened’ which was stated at a conference you attended as part of your training at 

The British Home regarding medicine management. You said that you would never 

repeat this in the future. You said that you understand the importance of accurate 
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record keeping because the next nurse at handover would depend on the notes of the 

previous practitioner in determining what care the resident should receive.  

In relation to charge 6.1 and 6.4, you said that at the time of the incident you were 

fixated on depending on the drug book specifically. In hindsight, you said that if you 

were faced with a similar situation in the future, you would explore other sources to 

provide you with the information or confer with colleagues for help. You said that you 

have learnt from this incident and you will ensure you ‘think outside the box’ in the 

future. 

In relation to charge 7.1, 7.4, 7.5 and 7.7, you expressed regret. You said that you 

recognise that your errors were occurring on night shifts and therefore in order to 

prevent harm to patients, you decided to stop working night shifts. You said that you 

have not worked night shifts since the referral to the NMC in 2016. You said that you 

would not do night shifts in the future. 

You told the panel about the training courses you have undertaken and the certificates 

you have achieved which included ‘British Homes Enablement – Care’ certificate dated 

January 2019, ‘Syringe Driver’ dated April 2019, ‘Safe handling of medicines’ dated 

June 2018, ‘Clinical Skills: Managing Urinary Catheters, Extension’ dated September 

2018 and ‘PEG Care Training’ dated March 2018. You said that you understand the 

importance of undertaking training regularly in order to keep your knowledge updated 

on new medicines and changes in nursing practice. 

You told the panel that you love nursing. Your passion to become a nurse derived from 

your father passing away as a young child. You said that your mother also passed away 

which led to you wanting to work in general nursing and caring for the elderly. You 

apologised for your actions which may have hurt residents and their families. 

You said that when the NMC referral occurred in 2016 you decided to return to 

University in order to gain further qualification that would assist your future in nursing. 

You self-funded this University course. You provided the panel with your certificate of 

your degree of bachelors of Science with an approved Honours programme in mental 

health work dated 16 June 2016. 
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You said you want to continue nursing in your current role. You said that the support 

you have received from your current employer has helped you to practise safely and 

effectively.  You said that there have been no concerns raised in your practice safely 

and effectively since the incidents. 

 Mr 18, your colleague, a registered nurse at The British Home. 

Mr 18 provided references dated 16 October 2018 and 3 July 2018. He told the panel 

that he has been working at The British Home for the past 14 years. He said that he has 

been working with you for 3 years and your relationship is professional. Mr 18 said he 

predominantly works night shifts however he has worked alongside you on occasions. 

Mr 18 said that you sent him a copy of the charges found proved yesterday and he is 

fully aware of the NMC proceedings and he confirmed that he stands by his character 

references. 

Mr 18 said that you have excellent qualities and considers your nursing practice 

exemplary. 

Mr 18 said that he had worked alongside you when you had administered medication. 

He said that in his experience your medication administration responsibilities are always 

completed accurately and he has never had any concerns about your practice.  

Mr 18 said that you are committed to your role as a nurse and you are dedicated to 

delivering care to vulnerable residents. Mr 18 said that you work well with colleagues, 

visitors and residents. His reference read “She is a glowing example of what an 

excellent nurse should be”. 

Ms Guest invited the panel to take the view that your conduct amounted 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. 

In relation to the charges found proved, Ms Guest submitted that you clearly 

demonstrated a significant falling short of the standards to be expected of a registered 

nurse and that a finding of misconduct must necessarily follow. 
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Ms Guest 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 Guest reminded the panel that the purpose of these proceedings is not to punish the 

practitioner for past failings but to protect the public against the acts and omissions of 

those who are not fit to practise and to maintain public confidence in the profession and 

the regulatory process. Ms Guest submitted that although you made early admissions, 

there has been limited insight into the facts found proved. She submitted that you 

sought to blame others for your actions by stating in your evidence at the facts stage 

that staff members were colluding against you. Ms Guest submitted that you did not 

properly acknowledge the impact of your actions on the profession, residents and their 

families. 

Ms Guest submitted that your actions indicate a worrying attitudinal problem that may 

affect both those in your care and your professional colleagues. 

Ms Guest referred the panel to the case of Cohen v GMC [2008] EWHC 581 (Admin). 

She also referred the panel to the case of Council for Healthcare Regulatory Excellence 

v (1) Nursing and Midwifery Council (2) Grant [2011] EWHC 927 (Admin). She 

submitted that in this case limbs a, b and c of the test are engaged.  

Ms Sesay submitted that charge 1.1 in its entirety has been accepted as inappropriate 

behaviour by you. She invited the panel to consider this as an isolated incident in your 

19 years of nursing experience. She reminded the panel that your background had been 

in psychiatric nursing and that a different approach to elderly residents was was 

required. It was her submission that this was not so serious to constitute misconduct. 

In relation to charge 1.5 in its entirety, Ms Sesay submitted that this was an error in your 

professional judgment but was not so serious so as to constitute misconduct.  

In relation to charge 4.3, 4.4 and 4.5, Ms Sesay submitted that you struggled with night 

shifts which led you to make clinical errors. She submitted that you have actively 

chosen to no longer work night shifts in order to prevent mistakes. Ms Sesay submitted 

that you have undertaken training on medicine administration and you returned to 
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University and achieved a degree in nursing. It was her submission that this was not so 

serious so as to constitute misconduct. 

In relation to charge 5 in its entirety, Ms Sesay submitted that you accept that this was 

unacceptable practice. She submitted that during your oral evidence you provided the 

panel with descriptions of good practice that you would follow if you were to be faced 

with similar circumstances in the future.  

In relation to charge 6.1 and 6.4, Ms Sesay submitted that you explained during your 

oral evidence that you have learnt to ‘think outside the box’ from this incident and seek 

the help of other resources if faced with a similar situation. She submitted that this 

demonstrates your understanding of your responsibilities and your commitment to never 

repeat these actions in the future.   

In relation to charge 7.1, Ms Sesay submitted that you accept that sleeping on duty is 

unacceptable behaviour for a nurse. She reminded the panel that you have chosen to 

not work night shifts which demonstrates your commitment to improve your nursing 

practice, not repeat the same mistakes and be trusted by colleagues and residents.  

Ms Sesay submitted that the errors in the charges found proved were purely clinical 

involving medication administration and documentation and are not so serious to 

constitute misconduct.   

Ms Sesay moved on to the issue of impairment.  

Ms Sesay submitted that you have demonstrated passion for nursing, your commitment 

and willingness to continue your career throughout your oral evidence. She submitted 

that you have fully cooperated with the NMC proceedings and have complied with your 

previous interim conditions of practice order. She submitted that you have been open 

and candid about the ongoing NMC proceedings to your employer.  

Ms Sesay submitted that you were a nurse who had a difficult time adapting to a new 

place of employment, however, since the allegations, you have made significant 

improvements in your nursing practice. Ms Sesay invited the panel to consider Mr 18’s 

oral evidence in relation to your current practice of 3 years at The British Home. She 

submitted that he spoke about your exemplary nursing practice and stated that you are 



72 
 

valued by colleagues, residents and their families. She submitted that there have been 

no concerns raised in your practice since the incidents contained in the charges found 

proved. 

Ms Sesay submitted that you have acknowledged the unprofessionalism throughout 

your oral evidence.  

 

Ms Sesay submitted given the level of insight you have demonstrated throughout the 

hearing, there is a low risk of repetition and therefore your fitness to practise is not 

impaired.  

 

Decision on misconduct  

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

number of judgments which are relevant including the cases of Grant and Cohen and 

Schodllok. 

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, your fitness to practise is currently impaired as a result of that 

misconduct.  

The panel found you to be remorseful. You demonstrated insight into your actions and 

have taken steps to remediate your misconduct. 

The panel considered Mr 18’s evidence to be of assistance in relation to your current 

practice. 

When determining whether the facts 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). It specifically referred to:  

1.1 treat people with kindness, respect and compassion  

 

1.2 make sure you deliver the fundamentals of care effectively  
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1.5 respect and uphold people’s human rights 

 

2 Listen to people and respond to their preferences and concerns  

 

2.2 recognise and respect the contribution that people can make to their own health and 

wellbeing  

 

2.3 encourage and empower people to share in decisions about their treatment and 

care  

 

2.6 recognise when people are anxious or in distress and respond compassionately 

and politely 4.1 balance the need to act in the best interests of people at all times with 

the requirement to respect a person’s right to accept or refuse treatment  

 

4.2 make sure that you get properly informed consent and document it before carrying 

out any action 

 

8.6 share information to identify and reduce risk  

 

9 Share your skills, knowledge and experience for the benefit of people 

receiving care and your colleagues  

 

10 Keep clear and accurate records relevant to your practice 

 

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

the notes are written some time after the event  

 

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

them, so that colleagues who use the records have all the information they need  
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10.3 complete records accurately and without any falsification, taking immediate and 

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

requirements  

 

10.4 attribute any entries you make in any paper or electronic records to yourself, 

making sure they are clearly written, dated and timed, and do not include 

unnecessary abbreviations, jargon or speculation  

 

10.5 take all steps to make sure that records are kept securely  

 

20 Uphold the reputation of your profession at all times  

 

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

 

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

nurses, midwives and nursing associates to aspire to  

 

25.1 identify priorities, manage time, staff and resources effectively and deal 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 

 

In relation to charge 1.1 in its entirety, the panel considered that your actions involved 

unreasonable force against a resident and may have caused distress and harm. It 

considered your actions fell seriously short of the standards of expected of a nurse. It 

therefore considered this to constitute misconduct.  

 

In relation to charge 1.5 in its entirety, the panel bore in mind that you had received 

training in relation to de-escalation methods and were expected to be fully aware of the 

appropriate methods to be used.  
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The panel considered the context of these charges and your responsibilities to the 

residents.  

 

Shouting and striking a vulnerable resident is significantly below the standards expected 

of a registered nurse. 

 

Other members of the nursing profession would consider this behaviour deplorable and 

therefore the panel concluded that this constituted misconduct.   

 

In relation to charge 3.3, the panel considered your responsibility to Resident A as the 

named nurse. You had the duty to promptly create and complete the care plan for 

Resident A and failed to do so. The panel considered the importance of care planning 

which assists in managing the risks of the resident. Without a care plan for a period of 

13 days, Resident A was at risk of harm. It therefore concluded that this amounted to 

misconduct.  

 

In relation to charge 3.4.2, the panel considered that countersigning on behalf of 

Colleague A in light of the fact that you were the named nurse responsible for Resident 

A was not so serious so as to constitute misconduct.  

 

In relation to charge 4.2, the panel bore in mind the importance of accurate records 

which nurses depend on. It considered that although your actions in retrospectively 

recording medication was not best practice, it did not consider this so serious so as to 

constitute misconduct.  

 

In relation to charge 4.3 in its entirety, the panel considered that your failure to 

administer and record medication for a period of 4 weeks demonstrated a repeated 

pattern of errors and put Resident F at risk of harm. It therefore concluded that this 

constituted misconduct.   

 

In relation to charge 4.4, the panel considered that although this involved inaccurate 

and poor record keeping, it was not so serious so as to constitute misconduct.   
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In relation to charge 4.5, the panel considered your failure to administer Resident H’s 

eye drops gave rise to the risk of harm. It therefore considered this to be misconduct.  

 

In relation to charge 5, the panel reminded itself of Ms 6’s oral evidence in which she 

stated that she had informed you of Resident A’s fall. You failed to take the appropriate 

steps to adequately manage Resident A’s fall which falls seriously short of the 

standards expected of you as a registered nurse responsible for this vulnerable 

resident. The panel also considered your actions to undermine the standard of care 

which Resident A should have received. It therefore concluded that this amounted to 

misconduct.  

 

In relation to charge 6.1, the panel considered the policy of The Oaks Care Home which 

requires 2 signatures from 2 different registered nurses when administering Midazolam. 

Based on the information the panel had before it, this was an isolated incident and 

therefore although it was poor practice, the panel did not consider this so serious so as 

to meet the threshold of misconduct. 

 

In relation to charge 6.4, the panel reminded itself of the oral evidence it heard from you 

at the facts stage. It was of the view that you appeared to have demonstrated that you 

did make efforts to inform staff members about the missing controlled drug book. It 

therefore concluded that this did not amount to misconduct.  

 

In relation to charge 7.1, the panel considered sleeping whilst on duty to be 

unacceptable behaviour. By sleeping on duty you were depriving the residents of the 

care they needed and you were unable to perform your duties which would give rise to 

the risk of harm. The panel also considered that other members of the profession would 

find this behaviour deplorable. It therefore concluded that this amounted to misconduct. 

 

In relation to charge 7.4, the panel took into account The Oaks Care Home policy 

indicates that lights must be kept on in order to prevent the risk of harm to residents. 

The panel noted your oral evidence in which you stated that the lamps in resident rooms 

were on and some of the lights were on. The panel considered that although this was 

not good practice, it did not consider this to amount to misconduct.   
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In relation to charge 7.5, the panel considered the oral evidence it heard from you and 

other witnesses who described the unit as cold. It noted that you were sitting by a 

radiator because of the low temperature and Resident I was wearing little clothing. The 

panel considered that your failure to deliver care to Resident I, as the registered nurse 

on night shift, was seriously below the standards expected of a registered nurse. It 

concluded that this amounted to misconduct.  

 

In relation to charge 7.7, the panel considered that your evidence that you started 

completing the allocation form for the night shift however was unable to finish it. The 

panel concluded that although this was poor practice, it did not amount to misconduct.  

 

Decision on impairment 

The panel next went on to decide if as a result of your misconduct in relation to 1.1, 1.5, 

3.3, 4.3, 4.5, 5, 7.1 and 7.5 whether your fitness to practise is currently impaired. 

The panel had regard to the guidance that any approach to the issue of whether the 

registrant’s fitness to practise should be regarded as impaired must take into account 

the need to protect the individual patient and the collective need to maintain confidence 

in the profession as well as declaring and upholding proper standards of conduct and 

behaviour.  

The panel bore in mind that it had to look to the future and consider whether you are 

liable to act in such a way again. The decision regarding the risk of repetition in this 

case would be informed by consideration of the level of insight and remorse 

demonstrated by you and by whether your misconduct has been or is capable of being 

remedied.  

The panel had regard to the following test as set out in the case of Grant.   

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… 

The panel firstly decided that you had in the past acted so as to put patients at an 

unwarranted risk of harm and that you had brought the nursing profession into disrepute 

and that in the past you had breached fundamental tenets of the profession.  

The panel went on to consider current impairment. In doing so it had regard to the 

insight that you have shown, whether your conduct could be remediated and whether it 

was highly unlikely to be repeated. 

The panel concluded that your actions in relation to charges 1.1, 1.5 and 7.5 were 

inconsistent with the compassionate attitude expected of a registered nurse and could 

have negatively impacted on residents and put them at risk of harm.  You did not fulfil 

the responsibilities of a registered nurse as was expected of by your colleagues, 

residents, the public and the NMC as his regulator. However, at present, the panel 

noted that you have been working for almost 3 years at The British Home without any 

concerns. The panel reminded itself of Mr 18’s oral evidence who stated that you were 

an exemplary nurse.  The panel also had sight of your positive reference from the 

Director of Care, Mr 19, at The British Home dated 1 July 2019. It stated: 
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“As a management team we are happy to have Linancy at the home she displays 

all the skill and competency we require. She also has a level of empathy and 

understanding with our residents that [makes] them feel safe and reassured.” 

It was of the view that you have remediated the concerns found in charges 1.1, 1.5 and 

7.1 and it is unlikely that you would repeat these in the future.  

In relation to charges 3.3, 4.3.1, 4.3.2, the panel reminded itself of Ms 4’s evidence who 

stated that as a result of these issues, an investigation and disciplinary meeting was 

held in June 2015 at Brook House. You received a written warning, you were invited to 

come in for day shifts and you were required to complete a competency assessment in 

medication administration. The panel was satisfied that these issues had resolved at 

this stage. In any event, there has been no repetition of these errors by you over the last 

3 years. 

The panel went on to consider charges 5.3 and 5.4 which involved your failure to 

document the fall of Resident A in February 2016. The panel was concerned that these 

errors in documentation occurred after the conclusion of the investigation in June 2015. 

However, the panel noted a demonstrable improvement regarding your medication 

administration and documentation since February 2016. The panel had sight of your 

positive reference from the Director of Care, Mr 19, at The British Home dated 1 July 

2019. It stated: 

“We have continued to ensure that Linancy receives regular supervision and has 

a team of staff with whom she manages their supervision and appraisals. Her 

clinical supervision has been carried out by [Lead 1] one of our clinical lead nurse 

who is happy with her performance. I also have regular conversations with 

Linancy around the care she is providing and observe her practice directly. We 

also carry out regular audits of her care plans and medication administration, this 

is in line with how all our registered nurses are supervised and not in relation to 

any concerns we have with her practice. When we do make recommendations, 

she always responds well to this and ensures that improvements are made. 

Over the last three years, Linancy has continued to develop her clinical and 

leadership skills and is a valuable senior nurse within our team.” 
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The panel also noted that you had undertaken a 1 year degree at your own expense 

after this incident which demonstrates sufficient insight. The panel was satisfied on the 

basis of your oral evidence combined with the positive testimonial from Mr 9 that you 

had remediated your practice in relation to charge 5.3 and 5.4. 

In relation to charge 5.1 and 5.2, the panel was of the view that you had demonstrated 

remorse and regret for this incident during your oral evidence. It noted that you 

explained how you had dealt with a subsequent fall differently to this incident and you 

had received positive feedback from Mr 19. The panel was satisfied that you have 

insight into these concerns and you have recognised the impact of them on the 

profession. The panel was of the view that you would be highly unlikely to repeat this 

misconduct in the future.   

In relation to charge 7.1, the panel considered the inconsistencies in your oral evidence. 

It noted that you initially denied this charge however during your evidence you accepted 

and admitted that you had been sleeping whilst on duty. It took into account that you 

have chosen not to work night shifts in order to prevent this incident recurring in the 

future. However, it was of the view that taking into account your references and the 

evidence heard directly from you, the panel was satisfied that you would not repeat this 

behaviour.  

For all of these reasons the panel considered that these regulatory proceedings have 

had a salutary effect upon you. In view of the insight which you have shown and the 

remediation which you have undertaken, it highly unlikely that you would repeat your 

actions in charges 1.1, 1.5, 3.3, 4.3, 4.5, 5, 7.1, and 7.5. The panel do not believe that 

you would patients at unwarranted risk of harm in the future.  

The panel therefore decided that a finding of impairment is not necessary on the 

grounds of public protection.  

The panel next considered whether a finding of impairment was necessary on the 

grounds of the wider public interest to maintain public confidence in the profession and 

in the professional standards. The panel has concluded that public confidence in the 

profession and in professional standards would be undermined if a finding of impairment 

was not made on these grounds.  
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The nursing and midwifery profession is respected by the public and the panel 

concluded that your behaviour damaged this respect and the reputation of the 

profession. 

It therefore determined that, in this case, a finding of impairment on the wider public 

interest grounds is required.  

Submissions on sanction 

Ms Guest submitted the NMC sanction bid in this case is for a suspension order given 

that the panel has found that the misconduct does not engage public protection and 

have identified that there is no risk of repetition.  

Ms Guest submitted that your actions were serious and included using force to open a 

resident’s mouth, striking a resident, shouting at a resident and depriving residents of 

the care of a nurse in that you were sleeping. She invited the panel to impose a 

suspension order to mark the seriousness of the misconduct in your case.  

Ms Guest submitted that it is a matter for the panel to decide whether a review is 

required.  

Ms Sesay submitted that you fully regret these actions and you are certain if you were 

to ever face a similar situation you would never repeat this behaviour.  Ms Sesay 

submitted that you recognise and understand the importance of maintaining confidence 

in the nursing profession.  

Ms Sesay invited the panel to consider taking no further action in light of your 

remediation, commitment to nursing and unblemished 3 years of nursing at The British 

Home.  

The panel accepted the advice of the legal assessor. 

Determination on sanction 

The panel considered this case very carefully and decided to make a caution order for 

four years. The effect of this order is that the NMC register will show that your 

registration is subject to a caution. 
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In reaching this decision, the panel had regard to all the evidence in this case. The 

panel bore 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. 

Before making its decision on sanction, the panel first determined what it considered to 

be the aggravating and mitigating features of this case. 

The panel considered that there was one aggravating feature in your case. 

 your misconduct involved vulnerable residents who trusted you to provide them 

with care and compassion; 

The panel considered the mitigating features in this case to be: 

 your genuine remorse and your apology for your actions together with the 

evidence of remediation; 

 there is no evidence that you have repeated the behaviour since 2016; 

 you worked as a psychiatric nurse for 14 years and found the transition into an 

elderly care home difficult environment; 

 you were undertaking a university course whilst working as a nurse which may 

have put you under further pressure contributing to your errors; and 

 positive references from your current employer which attested to your good 

character; and you have evidenced an ongoing commitment to the nursing 

profession and kept your knowledge up to date.  

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

inappropriate in view of the seriousness of the case, and that some action must be 

taken to mark your misconduct. The panel concluded that it would be neither 

proportionate nor in the public interest to take no further action. 

The panel gave very careful consideration to the need to declare and uphold standards, 

the public interest and the need to maintain public confidence in the profession. The 

wider public interest includes the return of competent practitioners to safe practice.  It 
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considered that those needs in these particular circumstances could be met by the 

imposition of a caution order.  

The panel was mindful that a caution order is itself a significant sanction. It marks 

clearly that the conduct was unacceptable and must not happen again. The panel 

acknowledged that no public protection issues arise in your case. The caution order 

remains on a registrant’s registration throughout its duration and is a constant reminder 

to the individual concerned and to the wider profession of the need to maintain proper 

standards of conduct and behaviour. It is published on the NMC’s website and is visible 

to any member of the public or prospective employer enquiring about the nurse’s 

registration. As such, the panel considered that a caution order was sufficient to satisfy 

the public interest requirements in this case in terms of maintaining public confidence in 

the profession, declaring and upholding proper professional standards. 

 

The panel considered how a reasonable, well-informed member of the public, aware of 

all the circumstances of this case, would view the decision to impose a caution order in 

a case of misconduct of this kind. The panel considered that such an individual would 

continue to have confidence in the profession and in the NMC as its regulator. The 

panel bore in mind that it had had the benefit of seeing you give evidence and has read 

your positive testimonials and has evidence of your unblemished career of 3 years. It 

was satisfied that you understood the unacceptability of your behaviour, its overall 

impact, and the fact that it must not recur. The panel considered that it was clear from 

oral evidence that you have learned a lesson from these events, and indeed from the 

NMC proceedings themselves. The panel therefore concluded that a reasonable, well-

informed member of the public would have their confidence in the profession maintained 

by the imposition of a caution order for a period of 4 years. 

 

The panel did not consider that the public interest required a more restrictive sanction, 

particularly one which would restrict or prevent you from practising. The panel was 

mindful that the public interest includes retaining the services of a committed, skilled 

and experienced nurse in the healthcare system.  

Before reaching its decision, the panel went on to consider whether it should make a 

conditions of practice order. It decided that this was inappropriate because there are no 

outstanding clinical areas in need of retraining. There are no conditions which would 

meet the requirement of this case.  
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The panel next considered a suspension order. It decided that a suspension would be 

punitive. You have been working without a conditions of practice order and you have 

excellent references from The British Home where you have been working for 3 years. 

The panel does not believe that a member of the public would require a suspension 

order to be imposed to maintain confidence in the profession in these circumstances 

and given the efforts that you have made to continue practising as a nurse since 2016. 

In reaching that conclusion, the panel had regard to the matters set out at length above 

in its reasons for concluding that a caution order would be sufficient to meet the public 

interest considerations in this case. The panel noted that a caution order, although it 

would not prevent you from working, would serve as a longer-lasting reminder to you 

and others that your conduct was unacceptable.  

 

The panel therefore concluded that in this case a caution order was a sufficient, 

proportionate and appropriate sanction.  

 

The panel decided that the period of the caution order should be for 4 years. This was 

to reflect the unacceptability of your misconduct. This is at the higher end of the scale to 

reflect the seriousness of the misconduct. This would be sufficient to send to the public 

and the profession a clear message about the standards required of a registered nurse. 

It would also be sufficient to act as a reminder to you of the need to maintain proper 

standards of conduct in future and to enable you to reflect upon and continue to develop 

insight into this incident. The public interest would be satisfied taking all of this into 

account. The panel considered that a caution order for a longer period would be punitive 

and disproportionate given that the incidents occurred in 2016.  

For the next four years your employer or any prospective employer will be on notice that 

your fitness to practise had been found to be impaired and that your practice is subject 

to a caution order.  

 

At the end of this period the note on your entry in the register will be removed. However, 

the NMC will keep a record of the panel’s finding that your fitness to practise had been 

found impaired. If the NMC receives a further allegation that your fitness to practise is 

impaired, the record of this panel’s finding and decision will be made available to any 

practice committee that considers the further allegation. 
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This decision will be confirmed in writing. 

 

That concludes this determination. 

 

 

 

 

 

 

 

 

 

 

 

 

 


