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Nursing and Midwifery Council 
 

Fitness to Practise Committee 
 

Substantive Order Review Hearing 
 

5 June 2019 
 

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

 
Name of registrant: Mrs Carol Halstead 
 
NMC PIN:  91I2048E 
 
Part of the register: Registered Nurse – Learning Disabilities 

(1994) 
 
Area of Registered Address: England 
 
Type of Case:    Misconduct  

 
Panel Members: David O’Brien (Chair, lay member) 

Jennifer Laing (Registrant member) 
Diane Meikle (Lay member) 

 
Legal Assessor: Sean Hammond  
 
Panel Secretary: Leigham Malcolm 
 
Mrs Halstead: Not present and not represented in absence   
 
Nursing and Midwifery Council: Represented by Richard Webb, NMC Case 

Presenter 
 
 
Order being reviewed: Suspension Order – 12 months  
 
Fitness to Practise: Impaired 
 
  
Outcome: Striking-Off Order, to come into effect at the 

end of 19 July 2019 in accordance with Article 
30 (1)  
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Service of notice of hearing 
 
 
 
The panel was informed at the start of this hearing that Mrs Halstead was not in 

attendance, nor was she represented in her absence. 

 

The panel was informed that the notice of this hearing was sent to Mrs Halstead on 7 

May 2019 by recorded delivery and first class post to her registered address. The panel 

noted that notice of this hearing was delivered to Mrs Halstead’s registered address on 

8 May 2019.   

 

The panel accepted the advice of the legal assessor. 

 

In the light of the information available the panel was satisfied that notice had been 

served in accordance with Rules 11 and 34 of The Nursing and Midwifery Council 

(Fitness to Practise) Rules Order of Council 2004 (as amended February 2012) (the 

Rules).  

 

Proceeding in absence 
 
The panel then considered whether to proceed in the absence of Mrs Halstead. The 

panel was mindful that the discretion to proceed in absence is one which must be 

exercised with the utmost care and caution.  

 

Mr Webb, on behalf of the Nursing and Midwifery Council (NMC), referred the panel to 

an email from Mrs Halstead’s son which stated:  

 

“My mother and myself will not be attending the hearing.” 

 

The panel considered all of the information before it, together with the submissions 

made by Mr Webb and accepted the advice of the legal assessor. 
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The panel noted the contents of recent correspondence from Mrs Halstead to the NMC 

which indicated that she would not be attending. It also had regard to a letter dated 26 

April 2019 in which Mrs Halstead expressed her intention not to return to nursing.   

 

The panel was satisfied that Mrs Halstead had been sent notice of today’s hearing and 

that she was aware it. The panel formed the view that she had chosen voluntarily to 

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

Mrs Halstead’s attendance. Having weighed the interests of Mrs Halstead with those of 

the NMC and the public interest in an expeditious disposal of this hearing the panel 

determined to proceed in Mrs Halstead’s absence.   
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Decision and reasons on review of the current order 
 
The panel decided to impose a Striking-Off order. This order will come into effect at the 

end of 19 July 2019 in accordance with Article 30 (1) of the Nursing and Midwifery 

Order 2001 (as amended) (the Order).  

 

This is the first review of a suspension order originally imposed by a Fitness to Practise 

panel on 20 June 2018 for a period of 12 months. The current order is due to expire at 

the end of 19 July 2019.  

 

The panel is reviewing the order pursuant to Article 30(1) of the Order.  

 

The charges admitted and found proved which resulted in the imposition of the 

substantive order were as follows: 

 

 
1. On 1 July 2014, in relation to taking Patient A swimming at Dudley Leisure 

Centre, failed: 

a. to prepare a risk assessment for Patient A adequately and/ or at all; 

b. to prevent Patient A consuming excessive amounts of pool water; 

c. to limit Patient A’s time in the pool to 10 minutes; 

d. … 

2. Your actions and/ or omissions at charge 1 contributed to Patient A suffering life-

altering injuries.  

 

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

misconduct. 

 

The original panel determined the following with regard to impairment: 
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The panel considered whether, on the basis of the matters found proved, your 

fitness to practise is currently impaired by reason of misconduct. In reaching its 

decision, the panel had regard to all the oral and documentary evidence before it. 

It also had regard to the submissions of both counsel and it accepted the advice 

of the legal assessor. 

In relation to impairment by reason of misconduct, the panel must engage in a 

two-stage process: it must first consider whether, on the facts found proved, your 

behaviour amounted to misconduct, and secondly, if so, whether your fitness to 

practise is currently impaired by reason of that misconduct. 

The panel was aware that not every instance of falling short from what would be 

proper in the circumstances, and not every breach of the Code, would be 

sufficiently serious that it could properly be described as misconduct. 

Accordingly, the panel had careful regard to the context and circumstances of the 

matters found proved. 

Charges 1a,1b and 1c  

The panel considered it is a primary and fundamental responsibility of a 

registered nurse to provide the necessary nursing intervention needed to 

preserve the health, wellbeing and safety of patients. In discharging this 

responsibility, registered nurses are required to assess the needs of patients, so 

as to ensure what is done is in accordance with the best evidence available and 

best practice.  

You were, at the time of these events, a nurse of considerable experience and 

knowledge. You had carried out numerous transitional processes and had 

worked with a vulnerable client group for all of your nursing life. The panel 

considered that you would have known the importance of carrying out 

comprehensive risk assessments particularly with a client such as Patient A who 

was at the time still in the transitioning process.  The panel has found as a fact 

that you failed to prevent Patient A from consuming excessive amounts of pool 

water and failed to limit her time in the pool to 10 minutes.  You have continued 

to deny that you were ever told about Patient A’s propensity to drink excessive 



6 
 

amounts of water and of the need to limit her time in the swimming pool to 10 

minutes.  

In the panel’s judgement, your actions represented an element of complacency 

during Patient A’s transitional process and your actions were a serious breach of 

your obligations as a registered nurse, fell significantly below the standards 

expected of a registered nurse, and amounted to misconduct. 

Charge 2  

The panel was of the view that your actions in relation to this charge stem from 

your failings in charges 1a, 1b and 1c.  These failings resulted in tragic 

consequences for Patient A and contributed to her suffering life-altering injuries.   

The panel considered that you had ample opportunity to conduct a thorough risk 

assessment fully detailing Patient A’s care needs particularly around the issue of 

swimming and as a result of your failures, ultimately gave rise to serious 

consequences for Patient A. 

The panel was in no doubt that your conduct fell significantly below the standards 

expected of a registered nurse and was of the kind that other practitioners and 

the general public would consider unacceptable. 

The panel determined that by virtue of your conduct admitted and found proved, 

you breached the following provisions of the 2008 Code: 

Ensure you gain consent  

16. You must be aware of the legislation regarding mental capacity, ensuring that 

people who lacked capacity remain at the centre of decision making and are fully 

safeguarded.  

Share information with your colleagues  

21. You must keep your colleagues informed when you are sharing the care of 

others.  

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

and contributions of your colleagues.  

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

Use the best available evidence  

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

Keep clear and accurate records  

42. You must keep clear and accurate records of the discussions you have, the 

assessments you make, the treatment and medicines you give, and how effective 

these have been.     

Uphold the reputation of your profession 

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

The panel then went on to consider the question of impairment. In considering 

your fitness to practise the panel reminded itself of its duty to protect patients and 

its wider duty to protect the public interest which includes declaring and 

upholding proper standards of conduct and behaviour, and the maintenance of 

public confidence in the profession and the regulatory process. 

“Impairment of fitness to practise” has no statutory definition. However, the NMC 

has defined “fitness to practise” as a registrant’s suitability to remain on the 

register without restriction.   

The panel was assisted by the observations of Mrs Justice Cox in the case of 

CHRE v (1) NMC (2) Grant [2011] EWHC 927 (Admin): 

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

of misconduct, the relevant panel should generally consider not only whether the 

practitioner continues to present a risk to members of the public in his or her 

current role, but also whether the need to uphold proper professional standards 

and public confidence in the profession would be undermined if a finding of 

impairment were not made in the particular circumstances.” 

[Paragraph 74]  
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The panel further took into account the approach formulated by Dame Janet 

Smith in her 5th Report on Shipman, which was cited with approval in the case of 

Grant:  

“Do our findings of fact in respect of the [registrant’s] misconduct […] show that 

[his] fitness to practise is impaired in the sense that [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 [nursing] 

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 [nursing] profession; and/or 

d. …” 

 

The panel was in no doubt that limbs a), b) and c) are engaged as a result of 

your past actions. The panel considered that you accepted Patient A into the 

care of Freetime without carrying out a risk assessment for swimming.     The 

panel is of the view that you had been made aware of the concerns raised by the 

Meadows School and by Patient A’s mother that Patient A had a propensity to 

consume excessive amounts of water and that her time in the swimming pool 

needed to be limited to 10 minutes. The panel considered that your omissions in 

relation to the inadequate transitional process for Patient A placed her at an 

unwarranted risk of harm, has brought the profession into disrepute and 

furthermore has breached the fundamental tenets of the nursing profession.  

Regarding insight, the panel took into account your evidence both at the facts 

stage of this hearing and at the impairment stage and the evidence of Mr 12 at 

this stage in the proceedings.  The panel had regard to the references provided 

on your behalf and the oral evidence from a number of those witnesses. The 

testimonials included a joint letter from two registered nurses who attest to your 
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good character and describe you as having a positive attitude to supporting 

people with learning disabilities.  

The panel accepted Ms Holme’s submission that you found it difficult to articulate 

and that verbal fluency was not one of your strengths.  However, the panel is of 

the view that you have failed to acknowledge deficiencies in your practise and 

continue to deny, despite the panel finding charge 1a, 1b,1c and 2 proved, that 

you were not made aware that Patient A would consume copious excessive 

amounts of water and that her time in the pool needed to be limited to 10 

minutes.   

The panel took into account your evidence in which you refer to the incident and 

the consequences for Patient A and her family. However, the panel took the view 

that much of your reflection focussed more on the impact upon you rather than 

your responsibilities and failings as an experienced Learning Disability Nurse. 

The panel considered that much of your oral evidence focussed on the 

organisational improvements that Freetime had done rather than any changes to 

your personal practice.  The panel considered that there was little within your 

evidence or within your remediation bundle which focused on what you, as a 

registered nurse, would do differently in the future.   

The panel acknowledged that you have maintained throughout your evidence 

how deeply saddened you are about the outcome for Patient A and her family. 

However, whilst the panel considered that although you are remorseful, this is set 

within the context of your limited insight.   

The panel then went on to consider whether you have remedied your practice. 

The panel noted that since these incidents, you have successfully transitioned 

other clients into Freetime. The panel had particular regard to the evidence from 

you and Mr 12 regarding the transition of the twins and the process you 

undertook in their transitional phase, particularly regarding swimming.  You told 

the panel that this entailed observing them whilst swimming and completing a 

detailed risk assessment before they were transitioned into the care of Freetime. 

Based on your developing insight and remediation the panel is of the view that 

there is still a risk of repetition. The panel acknowledged that the incident 
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constituted a single episode of misconduct in relation to one patient set against 

an unblemished nursing career spanning some 24 years. However, the panel 

determined that it was your responsibility to ensure that at the time of Patient A’s 

transition into Freetime that a robust, collaborative and detailed risk assessment 

should have been put in place within the realms of your competency under the 

Code of Conduct as a registered nurse. The panel determined that there were 

serious failings on your part which resulted in tragic consequences, and which 

have not yet been fully remediated. The panel therefore decided that a finding of 

impairment is necessary on the grounds of public protection.  

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

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

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

maintaining public confidence in the nursing and midwifery professions and 

upholding the proper professional standards for members of those professions. 

The panel determined that, in this case, a finding of impairment on public interest 

grounds was also required. Patient A was a vulnerable patient with complex 

needs, you accepted Patient A into Freetime’s care without ensuring that a 

written risk assessment for swimming was carried out which resulted in serious 

consequences for Patient A. 

 

Having regard to all of the above, the panel was satisfied that your fitness to 

practise is currently impaired.  

 
The original panel determined the following with regard to sanction:  

 

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

suspension order for a period of 12 months. The effect of this order is that the 

NMC register will show that your registration has been suspended.   

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

been adduced in this case. It had regard to the submissions of Ms Rolfe and Ms 

Holme. 
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Ms Rolfe outlined what the NMC considered to be the aggravating and mitigating 

factors in this case. She referred the panel to the NMC Sanctions Guidance 

(“SG”) and informed the panel that the NMC’s sanction bid was for a striking off 

order, but that ultimately sanction is a matter for the panel’s independent 

judgment.  

Ms Holme reminded the panel that the purpose of any sanction was to protect 

the public and not to punish the registrant. She said that the panel had to strike a 

fair balance between your right to practise, protection of the public and the public 

interest.  

Ms Holme reminded the panel of your previous good character and of your 24 

years prior to this incident of unblemished practice. Ms Holme submitted that this 

is not a case whereby you have demonstrated attitudinal issues. She referred the 

panel to the wealth of testimonials and evidence on your behalf all of whom had 

known and worked with you for many years and all attested to your good 

character.   

Ms Holme submitted that this is a case where the public interest ultimately lies 

with you remaining on the register. She submitted that given the developing 

insight that the panel have referred to, this can be further remedied and the 

public could be adequately protected by either a conditions of practice order or a 

suspension order, for the maximum period of 12 months with a review.      

Ms Holme submitted that the imposition of a conditions of practice order would 

be sufficient to protect the public and maintain confidence in the regulator.  Ms 

Holme outlined conditions which she submitted would be workable, measurable 

and proportionate.  Ms Holme submitted that if the panel did not agree with her in 

relation to the imposition of a conditions of practice order, a suspension order 

with review would be sufficient to protect the public and mark the public interest.    

Ms Holme concluded that any sanction above that of a suspension order would 

be disproportionate and punitive having regard to the particular circumstances of 

your case and would deny the public from benefiting from your work.     
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The panel accepted the advice of the legal assessor who referred the panel to 

the case of Wisniewska v NMC 2016 EWHC 2672 (admin).  

The panel has borne in mind that any sanction imposed must be appropriate and 

proportionate and, although not intended to be punitive in its effect, may have 

such consequences. The panel had careful regard to the SG. It recognised that 

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

judgement.  

The panel first considered the aggravating and mitigating factors in this case. 

The panel identified the following aggravating factors: 

• You are an experienced nurse and should have been alert to the risks. 

• You should have taken appropriate action to mitigate the risks.  

• You have failed to fully acknowledge the deficiencies in your practice 

• You have demonstrated limited insight. 

•  You have failed to fully accept responsibility for your actions and 

omissions. 

• The incident resulted in tragic consequences for Patient A.  

 

The panel identified the following mitigating factors: 

• You have demonstrated a degree of remorse for the tragic outcome and 

consequences for Patient A.   

• This was a single incident during one shift in your long career spanning 

some 24 years.  

• You have fully engaged with the regulatory process and made an early 

admission to charge 1a. 

• You have provided positive references including from clients of Freetime 

services. 
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• You have subsequently successfully transitioned children into the care of 

Freetime.  

• You have significant experience of supporting a very challenging patient 

group.  

The panel determined that your failings involved fundamental aspects of nursing 

practice and your omissions caused actual harm to Patient A. The panel 

considered that you are an extremely experienced Learning Disability Nurse who 

has been practicing for 24 years. However, you failed to complete a swimming 

risk assessment for Patient A during her transition from the Meadows to 

Freetime. In the panel’s view, this demonstrates a deficiency in fundamental 

aspects of nursing practice that would reasonably be expected of a qualified 

registered nurse.  

The panel has heard a wealth of evidence regarding the organisational changes 

put in place since these events. However, the panel did not consider that you 

have sufficiently demonstrated that you have personally remediated the 

deficiencies in your practice. Further, the panel has determined that you have at 

this juncture only demonstrated a developing insight into your failings.  

The panel first considered whether to take no action but concluded that, given its 

findings on misconduct and impairment, this would be inappropriate because it 

would not serve to protect the public by restricting your practice, nor would it take 

into account the wider public interest in this case. The panel decided that it would 

be neither proportionate nor sufficient to take no further action. 

 

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

circumstances, the panel took into account the Sanctions Guidance, which states 

that a caution order may be appropriate where ‘the case is at the lower end of the 

spectrum of impaired fitness to practise and the panel wishes to mark that the 

behaviour was unacceptable and must not happen again.’ The panel considered 

that your misconduct was not at the lower end of the spectrum and that a caution 

order would be inappropriate in view of the seriousness of the case. In addition, a 
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caution order would not place any restrictions on your practice and so would not 

protect the public. 

 

The panel next considered whether placing conditions of practice on your 

registration would be a sufficient and appropriate sanction. Any conditions 

imposed must be relevant, proportionate, measurable and workable. 

 

The panel acknowledged that your misconduct was capable of remediation.  

However, the panel determined that, given your lack of full insight and the 

potential risk of repetition identified, placing conditions on your registration would 

not adequately protect the public, satisfy the public interest or address the 

seriousness of the facts found proved. In any event, it would not have been 

possible to formulate relevant, proportionate, measurable and workable 

conditions which would be capable of being monitored.      

 

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

appropriate sanction. The panel had regard to the Sanctions Guidance. A 

suspension order is intended to convey a message to the registrant, the 

profession and the wider public as to the gravity of the unacceptable failings 

found proved which, in the particular circumstances of a case, falls short of 

requiring the registrant’s name to be permanently removed from the Register.  

In considering whether a suspension order would be appropriate, the panel took 

into account that this was a single incident of misconduct. Further, there has 

been no evidence of repetition since the incident nor evidence of harmful or deep 

seated attitudinal issues.  The panel was satisfied that you have developing 

insight and that if this was developed fully you should not pose a significant risk 

of repeating this behaviour.  

 
After careful consideration and balancing all of the above factors, the panel has 

determined that your misconduct is such as to require temporary removal from 

the Register. The panel considered that such an order is appropriate and 

proportionate in this case, so as to mark the seriousness of your failings, to 

protect the public and to satisfy the public interest. 
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The panel considered that, in order to demonstrate that you are no longer 

impaired you will need to show a much greater level of insight into your failures. 

The panel therefore decided to impose a suspension order for a period of 12 

months. The panel concluded that an order of this length was necessary to mark 

the seriousness of this case and to provide you with a further opportunity to 

reflect on the incident and demonstrate insight into the failings regarding your 

practice.  

 
The panel did give serious consideration to a striking off order as your conduct 

was a serious departure from the standards expected of a registered nurse. 

However, it considered that this would be disproportionate as a lesser sanction is 

available that would protect the public and satisfy the public interest. The panel 

determined that this case is not such that only a striking off order is sufficient to 

protect the public and uphold public confidence in the profession. 

 

This suspension order will be reviewed before it expires. The panel suggests that 

the following may be helpful for the reviewing panel: 

 

• Your continued engagement with the NMC and attendance at the review 

hearing; 

• A personal reflective piece produced by you following a recognised model 

of reflection based on the charges found proved, the lessons you have 

learned and the impact of your actions on the nursing profession and the 

public. 

  

The reviewing panel will have all of the sanctions available to it, including a 

striking off order. 
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Decision on current fitness to practise 
 
The panel has considered carefully whether Mrs Halstead’s fitness to practise remains 

impaired. Whilst there is no statutory definition of fitness to practise, the NMC has 

defined fitness to practise as a registrant’s suitability to remain on the register without 

restriction. In considering this case, the panel has carried out a comprehensive review 

of the order in light of the current circumstances. It has noted the decision of the last 

panel. However, it has exercised its own judgment as to current impairment.  

 

The panel has had regard to all of the documentation before it and it has taken account 

of the submissions made by Mr Webb on behalf of the NMC. 

 

Mr Webb outlined the context to the case. He submitted that Mrs Halstead has 

continually failed to demonstrate any insight, specifically any insight into the impact of 

her misconduct on Patient A. He submitted, therefore, that there remains a risk of 

repetition of the kind of misconduct found proved. Mr Webb submitted that an order 

remains necessary on both grounds of public protection and the wider public interest.  

 

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

 
In reaching its decision, the panel was mindful of the need to protect the public, 

maintain public confidence in the profession and to declare and uphold proper 

standards of conduct and performance. 

 

The panel considered whether Mrs Halstead’s fitness to practise remains impaired.  
 
The substantive panel indicated in its determination that a future reviewing panel would 

be assisted by Mrs Halstead’s attendance and a personal reflection. The panel noted 

that Mrs Halstead was not in attendance and nor had she submitted a personal 

reflection.  

 

The panel considered there to be no information before it today to suggest that the risks 

identified at the substantive hearing had been remediated. The panel had regard to all 



17 
 

of the correspondence from Mrs Halstead in which she continually expresses her 

intention never to return to nursing and her desire to be removed from the NMC register. 

The panel had regard to a letter from Ms Halstead dated 26 April 2019 which stated:  

 

“As I am now retired, I intend to spend as much time with my husband and family 

as I can… I sincerely hope the NMC will work quickly from this point to lapse my 

registration. I am very much looking forward to some closure so that I can move 

on with my life.”  

 

The panel was of the view that Mrs Halstead had not accepted the findings of the 

substantive panel and appeared to be aggrieved, and therefore not in a position to 

develop her insight. The panel considered Mrs Halstead displayed a significant lack of 

insight into the seriousness and gravity of her misconduct. It determined that there was 

nothing before it to indicate that Mrs Halstead’s fitness to practise is no longer impaired. 

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

grounds of public protection.  

 

The panel had borne in mind that its primary function was to protect patients and the 

wider public interest which includes maintaining confidence in the nursing profession 

and upholding proper standards of conduct and performance. The panel determined 

that, in this case, a finding of continuing impairment on public interest grounds is also 

required. 

 

For these reasons, the panel finds that Mrs Halstead’s fitness to practise remains 

impaired.  
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Determination on sanction 
 
Having found Mrs Halstead’s fitness to practise currently impaired, the panel then 

considered what, if any, sanction it should impose in this case. The panel noted that its 

powers are set out in Article 30 of the Order. The panel has also taken into account the 

NMC’s Sanctions Guidance (SG) and has borne in mind that the purpose of a sanction 

is not to be punitive, though any sanction imposed may have a punitive effect. 

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

inappropriate in view of the risk of repetition identified and seriousness of the charges 

found proved at the substantive hearing. The panel decided that it would be neither 

proportionate nor in the public interest to take no further action. 

The panel then considered whether to impose a caution order but concluded that this 

would also be inappropriate in view of the risk of repetition identified and the 

seriousness of the charges found proved at the substantive hearing. The panel decided 

that it would be neither proportionate nor in the public interest to impose a caution order. 

The panel bore in mind that Mrs Halsted is not currently working. It also bore in mind 

her repeated requests to be removed from the NMC register. The panel determined that 

a conditions of practice order would not be appropriate in this case as Mrs Halstead has 

stated that she has now retired. She would, therefore, be unable and unlikely to comply 

with any conditions imposed, and they would therefore not be practicable.  

The panel next considered imposing a further suspension order. The panel noted that 

Mrs Halstead has demonstrated no insight into the impact of her misconduct on Patient 

A and Patient A’s family. It had regard to a letter dated 16 January 2019 in which Mrs 

Halstead discussed an application for voluntary removal:  

“I am not and will not be practising as a registered nurse for the remainder of my 

career. If your policy is that I have to remain on the Register until my suspension 

order is due for review, then so be it, However, I can inform you now that I will 

not be engaging with the panel at this point in any case. At that point, my only 

request is that you remove me from the register.” 
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The panel considered Mrs Halstead’s attitude is not conducive for developing insight. 

The panel formed the view that Mrs Halstead was fixed in her decision and determined 

to be removed from the NMC register. It considered that substantial reflection and 

insight would be required to show that Mrs Halstead no longer posed a risk to the 

public. The panel decided that a further period of suspension would not serve any useful 

purpose in all of the circumstances. It decided that it was necessary to take action to 

prevent Mrs Halstead from practising in the future and concluded that the most 

appropriate sanction, given the circumstances, that would protect the public and serve 

the public interest was that of a striking-off order. 

This decision will be confirmed to Mrs Halstead in writing. 

 

That concludes this determination. 


