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Fitness to Practise Committee 
 

Substantive Hearing 
 

11 to 14 March 2019 
 

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

Name of Registrant:      Beverley Jane Palmer 

NMC PIN:          80I3318E 

Part(s) of the register:    Sub Part 2 
 RN2: Adult Nurse (28 April 1983) 
 
Area of Registered Address:    England 

Type of Case:         Misconduct 

 

Panel Members:        David Newman (Chair/Lay Member) 

Anthony Griffin (Lay Member) 

Marian Robertson (Registrant Member) 

Legal Assessor:        Jane Rowley 

Panel Secretary:        Richard Webb 

Representation  

 

Nursing and Midwifery Council:  Represented by Laura Paisley, Case Presenter 

Registrant:  Not present or represented in absence 

Facts proved:  1(a), (b), 2(a), (b), (c), (d), 3(a), (c), 4, 5 

Facts not proved:    1(c), 3(b) 

Fitness to practise:   Impaired 

Sanction:     Striking-off Order 

Interim Order:    18 month interim suspension order 
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Service of Notice of Hearing: 

 

The panel noted that Mrs Palmer was neither present nor represented at the hearing.  

 

The panel first considered whether notice of this hearing had been served in 

accordance with Rules 11 and 34 of the Nursing and Midwifery Council (Fitness to 

Practise) Rules 2004 (the Rules). 

 

Ms Paisley, on behalf of the Nursing and Midwifery Council (NMC) submitted that notice 

of this hearing has been served upon Mrs Palmer on 05 February 2019 to her NMC 

registered address.  

 

In the circumstances, and accepting the advice of the legal assessor, the panel was 

satisfied that notice had been served in accordance with the rules, namely to Mrs 

Palmer’s registered address. The panel is also satisfied that the notice period was 

reasonable in the particular circumstances of this case. 

 

Proceeding in the absence of the Registrant: 

 

The panel next considered whether to proceed in the absence of Mrs Palmer. In 

reaching its decision, it had regard to the submissions made by Ms Paisley on behalf of 

the NMC. 

 

The panel was informed that the NMC has taken steps to ensure notification was sent to 

the address Mrs Palmer provided to the NMC. The NMC has received no response from 

Mrs Palmer to the letters sent to her address. The NMC has also contacted Mrs Palmer 

via her registered email address on a number of occasions, including on 7 March 2019. 

There has also been no response from her.  

 

Ms Paisley invited the panel to proceed in the absence of Mrs Palmer.  

 

The panel accepted the legal assessor’s advice regarding its discretion to proceed in 

the absence of Mrs Palmer.  
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The panel exercised its discretion to proceed today with the utmost care and caution, 

notwithstanding Mrs Palmer’s absence.  

 

The panel was of the view that the NMC has made all reasonable attempts to contact 

Mrs Palmer. It would appear that Mrs Palmer has disengaged from the NMC and has 

voluntarily absented herself from these proceedings. There has been no request for an 

adjournment and the panel had no reason to conclude that adjourning this case would 

serve any useful purpose. The panel took into account that witnesses are scheduled to 

attend to give evidence during the hearing and it also bore in mind the public interest in 

the expeditious disposal of the case.  

 

In these circumstances, the panel concluded that it would be fair to proceed in the 

absence of Mrs Palmer. The panel determined to draw no adverse inference from her 

absence at this hearing. 

 

Charges: 

 

That you, whilst working as a Band 5 Staff Nurse at Southport Hospital on the night shift 

of 2 to 3 October 2016: 

 

1. Failed to provide appropriate nursing care to Patient A in that you did not: 

a. Take two hourly blood sugar readings; 

b. Adequately monitor the sliding scale of the insulin infusion; 

c. Ensure that intravenous fluids were run simultaneously to the insulin infusion.  

 

2. Recorded one or more of the following entries into the Intravenous Insulin Infusion 

Chart of Patient A without having taken the observation: 

a. Blood Glucose of 11.6 mmol/L at 21.00 on 2 October 2016; 

b. Blood Glucose of 10.2 mmol/L at 23.00 on 2 October 2016; 

c. Blood Glucose of 7.6 mmol/L at 01.00 on 3 October 2016; 

d. Blood Glucose of 1.7 mmol/L at 01.15 on 3 October 2016.  
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3. Recorded in the Intravenous Insulin Infusion Chart of Patient A that you had changed 

the insulin rate of the infusion when you had not at one or more of the following times: 

a. 21.00 on 2 October 2016; 

b. 23.00 on 2 October 2016; 

c. 01.00 on 3 October 2016.  

 

4. Your actions at charge 2 were dishonest in that you knew you had not taken the 

observations.  

 

5. Your actions at charge 3 were dishonest in that you knew you had not adjusted the 

insulin rate.  

 

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

misconduct.  

Application to admit hearsay evidence: 

Ms Paisley made an application to admit written statements of two witnesses, who are 

not in attendance, into evidence.  

The panel was informed that Mrs Palmer had been sent copies of the two witness 

statements prior to the hearing and had been notified that the NMC intended to place 

them before a panel considering this matter. The panel was aware that Mrs Palmer has 

disengaged with the NMC and has not provided any response regarding this hearing. 

The NMC’s application was to read in the statements which they submitted were non 

contentious and simply formed part of the background regarding the overall 

investigation and internal disciplinary proceedings, and formally introducing pathology 

department reports. 

The panel accepted the legal assessor’s advice which referred them to the cases of 

NMC v Ogbonna [2010] EWHC Civ 1216 and Bonhoeffer v GMC [2011] EWHC 1585 

(Admin) IRLR37.  
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Rule 31 of the NMC Rules provides that, so far as it is ‘fair and relevant,’ a panel may 

accept evidence in a range of forms and circumstances. 

The statements come from Ms 4, the Operational Manager for Point of Care Testing 

and Phlebotomy at the Hospital, and Ms 5, who conducted the local investigation into 

the allegations. The panel considered that their evidence would provide important 

contextual information and would assist in corroborating the accounts given in the other 

witness statements. 

In the circumstances the panel concluded that the evidence was relevant to the charges 

and that it could be considered without unfairness to Mrs Palmer. 

Accordingly the panel allowed the written statements into evidence. Bearing in mind this 

evidence cannot be tested through live examination during the hearing, the panel will 

determine what weight, if any, to place upon this evidence. 

Decision on the facts and reasons: 

The NMC received a referral on 26 May 2017 from Southport and Ormskirk Hospital 

NHS Trust (“the Trust”) in relation to Mrs Palmer’s practice as a nurse. Mrs Palmer has 

worked at the Trust since 1983 and commenced her employment as a band 5 staff 

nurse in October 2004 and worked in this capacity until April 2017 when she was 

dismissed. 

  

Whilst working on a night shift at Southport Hospital on 2/3 October 2016, it is alleged 

that Mrs Palmer failed to provide appropriate nursing care to a patient and dishonestly 

falsified blood sugar readings and intravenous insulin administration records.  

 

Mrs Palmer attended work at 19:00 on 2 October 2016 and was responsible for the care 

of Patient A. Patient A is described as a diabetic who was prescribed intravenous (IV) 

insulin infusion and intravenous fluids. As part of her duties, Mrs Palmer was required to 

record Patient A’s blood sugar level every two hours and change the rate of the sliding 

scale insulin in accordance with that result. At 01:00 Patient A was discovered to be 

severely hypoglycaemic. Concerns were raised by staff members who responded to the 
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emergency call as to whether Mrs Palmer had undertaken the prescribed monitoring on 

Patient A. 

 

The Trust undertook an investigation into the above allegations and as a consequence 

Mrs Palmer was dismissed from her post. 

 

During the course of the hearing the panel heard live evidence from Ms 1, the Bed 

Manager on Patient A’s unit; Dr 2, a consultant at the Hospital who attended the 

emergency call for Patient A; and Ms 3, the Ward Manager. 

 

There has been no admissions from Mrs Palmer. The only response received from Mrs 

Palmer regarding the allegations is her statement of case dated 21 April 2017 which 

was provided in response to the local investigation into the allegations.  

 

In reaching its decision on the contested allegations, the panel carefully considered all 

the relevant evidence before it.  

 

The panel had regard to the submissions made by Ms Paisley. 

 

The panel accepted the advice of the legal assessor.  

 

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

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

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

incidents occurred as alleged.  

 

In relation to the charges of dishonesty the panel first considered what Mrs Palmer 

believed at the time. It then considered whether Mrs Palmer’s actions would be 

considered dishonest by the standards of ordinary and reasonable people.  

 

The panel first considered the evidence of the three live witnesses. It found all of the 

witnesses to have been clear, consistent and credible. It had no reason to doubt their 
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accounts and the panel was of the view that their evidence was balanced, fair and 

professional. 

 

The hearsay evidence before the panel was entirely consistent with the oral evidence of 

NMC witnesses who attended the hearing. 

 

The panel proceeded to consider the charges, directing its attention to the available 

evidence. 

 

That you, whilst working as a Band 5 Staff Nurse at Southport Hospital on the 

night shift of 2 to 3 October 2016: 

 

1. Failed to provide appropriate nursing care to Patient A in that you did not: 

a. Take two hourly blood sugar readings; 

 

In her response to the local investigation Ms Palmer’s position was that she took blood 

sugar readings at 21:00, 23:00 and 01:00 and recorded them on a separate document 

before transferring them later to Patient A’s Intravenous Insulin Infusion Chart. This 

separate document was not before the panel and was not provided during the local 

investigation. Ms 1 stated that making such records on a separate document was not 

normal practice at the Hospital.  

 

Ms 3 explained the process for obtaining a patient’s blood sugar/glucose level. She said 

that each user of the glucometer machine has to scan their own individual barcode, 

input patient data and then scan the testing strip. Ms 3 confirmed that Mrs Palmer had 

attended blood glucose training prior to the incident. The data from the glucometer 

machines were provided to the panel and showed that no readings had been made for 

Patient A after 18:00 on 02 October 2016 and before 01:15 on 3 October 2016. 

 

Ms 1 said that she responded to the emergency call for Patient A. She described 

Patient A as looking grey, clammy and clutching her chest. Ms 1 said that she asked 

Mrs Palmer to take Patient A’s blood sugar level which was found to be 1.2 mmol/l, 

which, she explained, was an indicator of a very low blood sugar level. Ms 1 confirmed 



  Page 8 of 24 

that Patient A was severely hypoglycaemic. On 01 October 2016, Dr 2 had signed 

Patient A’s Intravenous Insulin Infusion Chart requiring two hourly blood sugar level 

readings. Ms 1 explained that regular blood sugar level monitoring provides an early 

indication as to whether those level is changing, thus prompting an adjustment to the 

amount of insulin administered. She said that Mrs Palmer’s alleged actions could have 

resulted in Patient A suffering permanent cognitive impairment, coma, cardiac arrest 

and death. 

 

Ms 1 gave evidence that, when she reviewed Patient A’s clinical records at the bottom 

of her bed at just after 01:00 on 03 October 2016, she noticed that no observations had 

been done to monitor the blood glucose levels since 18:00 on 2 October, that the insulin 

infusion was running at 3 ml/hr and that no IV fluids were running. 

 

Ms 1 stated: “I noticed that no observations had been done…” in relation to Patient A at 

the material time. The panel also had regard to Dr 2’s evidence on this matter. He 

stated: “I also note that nothing had been chartered… the patient’s blood sugar levels 

had therefore not been checked…” The panel was provided with the contemporaneous 

notes made by Dr 2 for Patient A which state: “sliding scale insulin was [up to] 3 mls/hr 

– BMs not checked for 7 hrs.”  

 

The hospital printouts for the use of the glucometer machines indicated that no tests 

were undertaken for this patient by Mrs Palmer between 18:00 on 02 October 2016 and 

01:15 on 03 October 2016.   

 

There was a duty upon Mrs Palmer to check the blood sugar readings every two hours, 

this was confirmed by Ms 1 and Dr 2’s evidence which the panel accepted. This was 

also clearly written on Patient A’s Intravenous Insulin Infusion Chart. 

 

In light of all the above the panel concluded, on the balance of probabilities, that Mrs 

Palmer had failed to take two hourly blood sugar readings for Patient A during the night 

shift of 2 to 3 October 2016. 

 

Accordingly the panel found charge 1(a) proved. 
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b. Adequately monitor the sliding scale of the insulin infusion; 

 

Ms 1 gave evidence that when she reviewed Patient A’s clinical records, at around 

01:00 on 03 October 2016, she noticed that no observations had been done to monitor 

the blood glucose levels since 18:00 on 2 October, that the IV insulin infusion was 

running at 3 ml/hr and that no IV fluids were running.  

 

Ms 1 also gave evidence that after she and Dr 2 returned to the patient’s bedside, after 

a short time at the nursing station, entries had now appeared in the Intravenous Insulin 

Infusion Chart which had not been there on their arrival on the Ward. Ms 1 stated that 

“The [blood sugar] readings that had been documented [by Mrs Palmer] did not 

correspond to what the insulin was running at. The insulin infusion was running at a 

level of 3 but Mrs Palmer had documented that she had reduced it.” Three entries had 

been inserted in Patient A’s chart indicating that glucometer readings had been 

conducted at regular two hour intervals between 21:00 and 01:00.  

 

Ms 1 explained that in order to adequately monitor the sliding scale of Patient A’s insulin 

infusion Mrs Palmer was required to take accurate two hourly readings of Patient A’s 

blood sugar levels. The panel has found that Mrs Palmer failed to take the two hourly 

blood sugar readings. She therefore would not have been able to adequately monitor 

the sliding scale of the insulin infusion. 

 

Dr 2 also provided evidence that the infusion rates Mrs Palmer recorded did not “tie up”. 

 

As the nurse with responsibility for Patient A on this shift, the panel found that Mrs 

Palmer had a duty to adequately monitor the sliding scale of the insulin infusion to 

ensure the safety and wellbeing of the patient. 

 

In light of all the above the panel concluded, on the balance of probabilities, that Mrs 

Palmer had failed to adequately monitor the sliding scale of the insulin infusion for 

Patient A during the night shift of 2 to 3 October 2016. 
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Accordingly the panel found charge 1(b) proved. 

 

c. Ensure that intravenous fluids were run simultaneously to the insulin infusion.  

 

Ms 1 gave evidence that no IV fluids were running when she attended to the emergency 

call for Patient A. Ms 1 said that “patients who are receiving insulin intravenously require 

IV fluids to be running simultaneously”. She said that this would be the subject of a 

separate prescription chart. This was not available to the panel. Ms 3 gave evidence 

that not all patients on a sliding scale insulin infusion would also have intravenous fluids 

running. The panel was of the view that there was insufficient evidence to establish a 

failing of Mrs Palmer to ensure that intravenous fluids for Patient A were run 

simultaneously to the insulin infusion. 

 

Accordingly the panel found charge 1(c) not proved. 

 

2. Recorded one or more of the following entries into the Intravenous Insulin 

Infusion Chart of Patient A without having taken the observation: 

a. Blood Glucose of 11.6 mmol/L at 21.00 on 2 October 2016; 

b. Blood Glucose of 10.2 mmol/L at 23.00 on 2 October 2016; 

c. Blood Glucose of 7.6 mmol/L at 01.00 on 3 October 2016; 

d. Blood Glucose of 1.7 mmol/L at 01.15 on 3 October 2016.  

 

Ms 1 gave evidence that when she reviewed Patient A’s clinical records at 01:00 on 03 

October 2016, she noticed that no observations had been done to monitor the blood 

glucose levels since 18:00 on 2 October 2016, that the insulin sliding scale was running 

at 3 mls/hr and that no IV fluids were running. 

 

Ms 1 said that both she and Dr 2 left the bed space for a few minutes but on return Mrs 

Palmer handed her Patient A’s Intravenous Insulin Infusion Chart which now included all 

documentation in relation to the insulin and blood sugar levels between 18:00 on 02 

October 2016 and 01:15 on 03 October 2016.  
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Ms 1 said that Mrs Palmer told her that she had transferred the readings from a 

separate document as she had been unable to locate Patient A’s Intravenous Insulin 

Infusion Chart.  This separate document was not before the panel and was not provided 

during the local investigation. Ms 1 stated that making such records on a separate 

document was not practice at the Hospital. Accordingly, the panel did not accept Mrs 

Palmer’s version of events. 

 

Dr 2 supported the account as described by Ms 1 to the effect that when he checked the 

patient’s Intravenous Insulin Infusion Chart at approximately 01:15 on 3 October 2016, 

the last entry was timed at 18:00 on 2 October 2016 when the patient’s blood sugar 

level was 14.9mmol/l. The infusion rate was set to 3 mls per hour, which is what the 

pump was running at when he arrived on Ward 7a in response to the urgent call. He 

said the rate of 3 mls per hour was the correct infusion rate for a blood sugar of 

14.9mmol/l at 18:00 on 02 October 2016. Dr 2 further confirmed that 10-15 minutes 

after his initial review of the patient at 01:15, he returned to look at the charts again and 

discovered that the readings as described by Ms 1 had been entered onto the 

Intravenous Insulin Infusion Chart. 

 

Ms 4’s statement, and the pathology department’s glucometer machine reports, 

confirmed that no tests using the glucometer machines were undertaken between the 

hours of 18:00 on 2 October 2016 and 01:15 on 3 October 2016. This was confirmed in 

the glucometer machine reports put before the panel. 

 

In light of all the above the panel concluded, on the balance of probabilities, that Mrs 

Palmer recorded the above listed entries into the Intravenous Insulin Infusion Chart of 

Patient A without having taken the observations. 

 

Accordingly the panel found charge 2 proved as a whole. 

 

3. Recorded in the Intravenous Insulin Infusion Chart of Patient A that you had 

changed the insulin rate of the infusion when you had not at one or more of the 

following times: 

a. 21.00 on 2 October 2016; 
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b. 23.00 on 2 October 2016; 

c. 01.00 on 3 October 2016.  

 

Ms 1 gave evidence that “The [blood sugar] readings that had been documented [by 

Mrs Palmer] did not correspond to what the insulin was running at. The insulin infusion 

was running at a level of 3 but Mrs Palmer had documented that she had reduced it.”  

 

The blood glucose levels that had been recorded on the Intravenous Insulin Chart were 

11.6, 10.2 and 7.6 respectively. It has already been found by the panel that Mrs Palmer 

had not taken these readings and that the records were false. Ms 1 confirmed that she 

was “100% sure that the insulin was running at 3 mls per hour…” Further, the panel 

considered the evidence of Dr 2 who said that “there is no evidence that insulin had 

been reduced…” 

 

However, the readings that had been recorded in the Intravenous Insulin Infusion Chart 

of Patient A by Mrs Palmer state that insulin was running at two mls per hour at 21:00 

and 23:00 and at one mls per hour at 01:00. 

 

Mrs Palmer had therefore falsely recorded reductions in the insulin infusion rate at 

21:00 and 01:00 but had not recorded a reduction at 23:00. 

 

Accordingly the panel found charges 3(a) and (c) proved. 

 

However, at 23:00 Mrs Palmer recorded there had been no change in the insulin 

infusion rate from the level falsely recorded at 21:00. 

 

The panel therefore found charge 3(b) not proved based on the particular wording of the 

charge. 

 

4. Your actions at charge 2 were dishonest in that you knew you had not taken 

the observations.  
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The panel had regard to Mrs Palmer’s statement of case provided to the local level 

investigation, which states: “in haste some of the information may have been incorrectly 

transferred as it was dark and she was distressed believing she would get into trouble”. 

 

The panel has found that Mrs Palmer made false observation records in Patient A’s 

medical documentation. The panel has rejected Mrs Palmer’s account that she had 

made accurate records on a separate document and was transferring them to the 

correct chart. There was nothing before the panel to suggest that Mrs Palmer had 

thought at the time that she had made the correct readings. The panel noted Dr 2’s 

conclusion that “the entries in the chart appeared to be an attempt to cover up…” 

 

The panel also took into account Dr 2’s evidence that Mrs Palmer later said to him and 

to Mrs 1 that she had transposed figures from another document. The panel has 

concluded that this had been a lie.  

 

The panel could identify no other reasonable explanation for Mrs Palmer recording 

observation records on Patient A’s medical documentation other than an attempt by her 

to conceal that she had not taken the recorded observations. The panel therefore 

considered that Mrs Palmer must have realised the nature of her actions at the time. 

Further, the panel was satisfied that those actions, deliberately entering false 

information on a patient’s record, would be considered dishonest by the standards of 

ordinary and reasonable people.  

 

Accordingly the panel found charge 4 proved. 

 

5. Your actions at charge 3 were dishonest in that you knew you had not adjusted 

the insulin rate.  

 

The panel considered charge 5 only in relation to Mrs Palmers actions at charges 3(a) 

and 3(c) as it has found charge 3(b) not proved. 

 

The panel has found that Mrs Palmer made false entries in Patient A’s Intravenous 

Insulin Infusion Chart regarding observations she did not undertake. It has also found 
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that she made incorrect records in the chart in that she had changed the insulin rate. 

The panel found that her motivation to do so must have been to ensure those records 

corresponded with the false blood glucose readings she had entered. 

 

The panel also took into account Dr 2’s evidence that Mrs Palmer later said to him and 

to Mrs 1 that she had transposed figures from another document. The panel has 

concluded that this had been a lie.  

 

The panel could identify no other reasonable explanation for Mrs Palmer recording false 

information, that she had adjusted the insulin rate, on Patient A’s medical 

documentation other than an attempt by her to conceal that she had not taken the 

recorded observations. The panel therefore considered that Mrs Palmer must have 

realised the nature of her actions at the time. Further, the panel was satisfied that those 

actions, deliberately entering false information on a patient’s record, would be 

considered dishonest by the standards of ordinary and reasonable people.  

 

Accordingly the panel found charge 5 proved. 

 

Determination on misconduct and impairment: 

 

Having announced its finding on the facts, the panel then moved on to consider whether 

the facts found proved amounted to misconduct and, if so, whether Mrs Palmer’s fitness 

to practise is currently impaired by reason of that misconduct. The NMC has defined 

fitness to practise as a registrant’s suitability to remain on the register unrestricted.  

 

The panel had regard to the written submissions of Ms Paisley.  

 

The panel accepted the advice of the legal assessor. The panel was referred to the 

cases of Council for Healthcare Regulatory Excellence v NMC and Paula Grant [2011] 

EWHC 927 (Admin) and Roylance v GMC [2001] 1 AC 311. 

 

In determining whether or not Mrs Palmer’s fitness to practise is currently impaired, the 

panel bore in mind that this is a two stage process. It first considered whether the facts 
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found proved in this case amount to misconduct and, if so, whether as a result of that 

misconduct, Mrs Palmer’s fitness to practise is currently impaired. The panel bore in 

mind that there is no burden or standard of proof at this stage of the proceedings and 

that the issue of impairment is a matter for the independent judgement of the panel.  

 

In reaching its decision on misconduct, the panel bore in mind its duty to protect the 

public, to maintain public confidence in the profession and the regulatory process, and 

to declare and uphold proper standards of behaviour and conduct. 

 

The panel considered first whether the facts giving rise to the charges amounted to 

misconduct. The panel considered all the relevant evidence in this case. The panel has 

found that Mrs Palmer failed to provide appropriate care to a patient, dishonestly 

recorded observations that she had not taken and dishonestly recorded adjustments to 

the same patient’s rate of insulin infusion which had not occurred.  

 

Patient A was a vulnerable patient and Mrs Palmer’s actions place her at risk of harm. 

Dr 2 gave evidence that, if he had not intervened, “the patient would have continued to 

deteriorate and there would have been potential for a brain injury had he not 

intervened.” Ms 1 stated that “as a consequence of [Mrs Palmer’s] neglect to monitor 

the patient’s blood sugar levels, Patient A had gone into severe hypoglycaemia.” 

Further, Dr 2 said that “I can confirm in my professional opinion that this could have 

been avoided had the patient’s blood sugar levels been checked at regular intervals.” 

The deterioration into hypoglycaemia can be viewed as actual harm, and the panel also 

considered the potential and exceptionally serious harm that could have occurred 

without intervention.  

 

Having failed to care for Patient A appropriately, Mrs Palmer then attempted to cover up 

her omissions by making false entries in Patient A’s records. 

 

The panel considered that such behaviour clearly represented significant departures 

from the standards expected of a registered nurse. It was behaviour which would be 

considered deplorable by colleague practitioners and the wider public. Furthermore, a 



  Page 16 of 24 

nurse acting dishonestly in a professional capacity clearly has the potential to impact on 

those in their care. 

 

The panel concluded that these were significant failings and breached the following 

provisions of the 2015 NMC Code of Conduct (the Code):  

1 Treat people as individuals and uphold their dignity  

To achieve this, you must: 

1.2 make sure you deliver the fundamentals of care effectively  

 

1.4 make sure that any treatment, assistance or care for which you are 

responsible is delivered without undue delay 

8 Work cooperatively  

To achieve this, you must:  

8.2 maintain effective communication with colleagues  

8.3 keep colleagues informed when you are sharing the care of individuals 

with other health and care professionals and staff  

8.5 work with colleagues to preserve the safety of those receiving care  

8.6 share information to identify and reduce risk  

10 Keep clear and accurate records relevant to your practice  

This applies to the records that are relevant to your scope of practice. It includes 

but is not limited to patient records. 

To achieve this, you must: 

10.3 complete all records accurately and without any falsification, taking 

immediate and appropriate action if you become aware that someone has 

not kept to these requirements 

13 Recognise and work within the limits of your competence 
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To achieve this, you must, as appropriate: 

13.1 accurately identify, observe and assess signs of normal or worsening 

physical and mental health in the person receiving care 

14 Be open and candid with all service users about all aspects of care and 

treatment, including when any mistakes or harm have taken place 

To achieve this, you must: 

14.1 act immediately to put right the situation if someone has suffered 

actual harm for any reason or an incident has happened which had the 

potential for harm 

14.2 explain fully and promptly what has happened, including the likely 

effects, and apologise to the person affected and, where appropriate, their 

advocate, family or carers 

14.3 document all these events formally and take further action (escalate) 

if appropriate so they can be dealt with quickly 

20 Uphold the reputation of your profession at all times 

To achieve this, you must: 

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

20.2 act with honesty and integrity at all times … 

The panel was aware that not every act falling short of 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. However, Mrs Palmer’s behaviour 

demonstrated clear failures in her duty to ensure the safety of those in her care and to 

uphold the reputation of her profession at all times. Further, acts of dishonesty clearly 

breach the fundamental tenets of honesty, integrity and openness expected of a 

registered nurse. 
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In all the circumstances, the panel was satisfied that the facts found proved were 

sufficiently serious to constitute misconduct. 

 

The panel then went on to consider whether Mrs Palmer’s fitness to practise is currently 

impaired by reason of her misconduct. The panel reminded itself that it should consider 

not only the risk that a registrant poses to members of the public, but also the public 

interest in upholding proper professional standards and public confidence in the NMC 

as a regulator, and whether those aims would be undermined if a finding of impairment 

were not made in the circumstances.  

 

The panel reminded itself of the guidance of Mrs Justice Cox in the case of Grant, 

adopting the test proposed by Dame Janet Smith in the Shipman enquiry: 

 

“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 to act in the future 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 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 profession; and/or 

 

d) Has in the past acted dishonestly and/or is liable to act dishonestly in the future.” 

 

The panel considered that Mrs Palmer’s misconduct fell into the impairment categories 

(a), (b), (c) and (d) identified above.  

  

The panel had regard to whether Mrs Palmer’s misconduct is easily remediable, 

whether it had been remedied and whether it is likely to be repeated. The panel bore in 
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mind that Mrs Palmer’s dishonesty may be attitudinal in nature and, accordingly, difficult 

to remediate.  

 

The panel heard evidence that Mrs Palmer did not admit the allegations of poor care 

and falsifying records at the local level. The panel also bore in mind that Mrs Palmer 

has disengaged with the regulatory process and the panel had received no response 

from Mrs Palmer to the charges that have been found proved.  

 

The panel has not received any evidence of insight or reflection from Mrs Palmer into 

the impact her actions had on others, including Patient A, or the reputation of the 

nursing profession. The panel had no information regarding her practice following these 

incidents or her current circumstances or of any training or relevant remediation she has 

undertaken.  

 

Furthermore, Mrs Palmer has not demonstrated any understanding of the potential 

effects of her conduct on colleagues, the reputation and standing of the nursing 

profession and the public. In light of the nature of the dishonesty which involves more 

than one instance of false recording and her subsequent lies to Ms 1 and Dr 2 that she 

had made the recordings on a separate document, the panel has identified attitudinal 

issues on Mrs Palmer’s part. The panel was of the view that Mrs Palmer’s dishonesty 

was an attempt to protect her own interests ahead of ensuring the welfare of Patient A. 

 

In the absence of remediation or insight into her misconduct the panel was unable to 

dismiss concerns that Mrs Palmer might repeat such, or similar, misconduct in the 

future. The panel therefore found that Mrs Palmer is liable to place those in her care at 

risk of harm. 

 

The panel has also found that Mrs Palmer’s behaviour had undermined public trust and 

confidence in the profession.  

 

For all these reasons, the panel determined that the need to uphold proper professional 

standards and public confidence in the profession would be further undermined if a 

finding of impairment were not made in the circumstances. 
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Accordingly, the panel determined that Mrs Palmer’s current fitness to practise is 

impaired by reason of her misconduct on both public protection and public interest 

grounds. 

 
Determination on Sanction: 

 

In reaching its decision on sanction, the panel considered all the evidence before it, 

including the submissions made by Ms Paisley who submitted that the NMC’s proposed 

sanction in this case was a striking-off order.  

 

The panel accepted the advice of the legal assessor.  

 

Under Article 29 of the Nursing and Midwifery Council Order 2001, the panel may take 

no further action, make a caution order for one to five years, a conditions of practice 

order for no more than three years, a suspension order for a maximum of one year or a 

striking-off order. 

 

The panel took account of the NMC Sanctions Guidance and had regard to the need to 

protect the public as well as the wider public interest. The panel applied the principle of 

proportionality, weighing the interests of the public against Mrs Palmer’s interests, and 

has taken into account the mitigating and aggravating factors in the case.   

 

The panel identified the following as aggravating factors: 

 

 Mrs Palmer has disengaged with the NMC 

 There has been a lack of remediation and insight from Mrs Palmer 

 Mrs Palmer’s misconduct placed patients at serious risk of harm and resulted in 

actual harm to Patient A 

 Mrs Palmer compounded her dishonest recordings by  subsequently lying to 

colleagues that she had previously made the recordings elsewhere 

 

The panel identified the following as mitigating factors: 
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 The difficult personal circumstances Mrs Palmer was facing at the time of the 

incidents. The panel had no further details in relation to these circumstances 

 The panel also heard evidence that there were staffing issues at the Trust at the 

time.  

 

Nevertheless, the panel was of the view that neither of these factors excused Mrs 

Palmer’s dishonest behaviour nor the failure to provide appropriate nursing care over 

the seven hour period. 

 

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

wholly inappropriate because the misconduct in this case was far too serious to take no 

further action and that this would not provide any protection to patients. It concluded 

that the public interest, in terms of confidence in the nursing profession and the NMC as 

the regulator, would not be satisfied by such an outcome.  

 

The panel next considered whether to make a caution order. The panel bore in mind 

that the misconduct in this case is not at the lower end of the spectrum of impaired 

fitness to practise. Mrs Palmer’s misconduct was serious and involved a failure to 

provide appropriate care and also dishonest behaviour. A caution order would not 

address the issues of public protection identified in this case as it would not restrict Mrs 

Palmer’s practice. The panel also concluded that a caution order would not be sufficient 

to satisfy the wider public interest, in declaring and upholding the standards of the 

profession. 

 

The panel considered the imposition of a conditions of practice order. It reminded itself 

of the factors set out in the NMC sanction guidance which indicate when such an order 

may be appropriate. There has been no engagement from Mrs Palmer with the NMC 

regarding this case. Furthermore, conditions would not address the attitudinal issues 

which the panel has identified.  In weighing all of the information before it, the panel 

concluded that it could not formulate workable conditions of practice and that conditions 

would not provide sufficient protection to the public. In addition, the panel determined 

that the wider public interest would not be satisfied by the imposition of a conditions of 

practice order. 
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The panel next considered whether a suspension order would be an appropriate and 

proportionate sanction in this case. The panel took into account the need to protect the 

public and to maintain public confidence in the profession, the NMC as the regulator 

and also to uphold proper standards. The panel had regard to the impact that such an 

order may have upon Mrs Palmer, and balanced those against the wider public interest.  

 

The panel has found more than one instance of dishonest record keeping made at the 

same time on Patient A’s Intravenous Insulin Infusion Chart during one night shift. The 

panel was satisfied that this was in done in an attempt to cover up the lack of care she 

had provided to Patient A over a seven hour period.  Further, Mrs Palmer subsequently 

lied to two clinical colleagues in order to attempt to maintain the deceit. The panel has 

found that Mrs Palmer’s dishonesty was intended for personal gain, namely to protect 

her own professional interests, and her misconduct placed those in her care at direct 

risk of harm and resulted in harm to Patient A. The panel was of the view that Mrs 

Palmer’s dishonest misconduct was extremely serious, goes to a central tenet of 

nursing practice and was deplorable. Mrs Palmer has not at any stage accepted or 

apologised for her dishonest actions.  

 

The panel considered that Mrs Palmer’s behaviour, as detailed in the charges found 

proved, clearly represents significant professional failings for a registered nurse. Mrs 

Palmer has disengaged with the NMC and there was nothing before the panel to 

suggest that she may wish to re-engage in the future. The panel was concerned at the 

lack of evidence of insight from Mrs Palmer regarding the effect her misconduct had 

upon others as well as the wider reputation of the profession. Moreover, the panel has 

identified attitudinal issues which appear to be deep-seated.  

 

The panel therefore concluded that a suspension order would not sufficiently address 

the wider public interest in maintaining confidence in the profession and upholding 

proper standards of conduct. 

 

Accordingly, the panel considered a striking-off order. The panel accepts that a 

suspension order would protect the public for the period of its duration. However, the 
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panel was of the view that Mrs Palmer’s misconduct is fundamentally incompatible with 

her remaining on the nursing register. The panel considered the misconduct involved 

failure of care toward a deteriorating diabetic patient and further dishonest behaviour, 

whilst on duty, in relation to falsifying that patient’s records. The panel has identified a 

risk of repetition of this behaviour and it has had no credible assurances from Mrs 

Palmer that this will not recur. As such, a striking-off order is the only order available to 

the panel sufficient to protect the public and meet the wider public interest in this case.  

 

The panel also concluded that the need to protect vulnerable patients and uphold the 

public interest in this matter outweighed Mrs Palmer’s own interests.  

 

The panel therefore determined to impose a striking-off order so as to maintain public 

confidence in the nursing profession and the NMC as its regulator, and to declare that 

such behaviour is unacceptable. 

 

Decision on Interim Order: 

 

Ms Paisley submitted that an interim suspension order should be imposed for the period 

of 18 months to cover the possibility of an appeal being made in the 28 day appeal 

period. 

 

The panel has accepted the advice of the legal assessor who referred the panel to its 

powers under Article 31 of the Nursing and Midwifery Order 2001 and to the NMC’s 

published Guidance to panels considering whether to make an interim order.    

 

Article 31 of the Nursing and Midwifery Order 2001 outlines the criteria for imposing an 

interim order. The panel may only make an interim order if it is satisfied that it is 

necessary on one of three grounds: for the protection of the public, is otherwise in the 

public interest or that it is in the registrant’s own interest. 

 

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

decision for the striking-off order. The panel has concluded that Mrs Palmer’s 

misconduct is fundamentally incompatible with her remaining on the nursing register. 
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The panel considered that an interim order is therefore necessary in the public interest 

and for the protection of the public. Not to make an interim suspension order would be 

incompatible with the panel’s earlier findings.  

 

Therefore, in all the circumstances, the panel concluded that an 18 month interim 

suspension order is necessary in this case so as to cover the period of appeal. 

 

The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 

 

If no appeal is made then the interim order will be replaced by the striking-off order 28 

days after Mrs Palmer is sent the decision of this hearing in writing. 

 

That concludes this hearing. 

 
 
 

 
 

 

 

 


