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 Nursing and Midwifery Council 
Fitness to Practise Committee 

Substantive Hearing 
6 November to 22 November 2018 

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

 
Name of registrant:  Heather Jane Lort 
 
NMC PIN:  81E2249E 
 
Part(s) of the register:  Registered Nurse – Sub part 1 
  Adult Nursing (November 1984) 
  Registered Midwife 
  Midwifery (September 1986) 
 
Area of registered address:  England  
 
Type of Case: Misconduct 
 
Panel Members: Deborah Jones (Chair, Lay member) 

Susan Tokley (Registrant member) 
Pauline Esson (Registrant member) 

 
Legal Assessor: Paul Hester  
 
Panel Secretary: Luke Stockmans 
  
 
Mrs Lort: Not present and not represented at the 

hearing.  
 Thompsons Solicitors were retained by Mrs 

Lort and available by telephone. 
 
Nursing and Midwifery Council: Represented by Michael Collis  
 
No case to answer 2(d) (ii) 
 
Facts admitted  1, 2(a), 2(d) (iii), 2(h), 4(a), 4(b) and 4(c) 
 
Facts proved: 2(b), 2(c), 2(d) (i), 2(e), 2(f), 2(g), 2 (i), 3 in 

relation to 2(d) (i) and 2(d) (iii) 
 
Facts not proved  N/A 
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Fitness to practise: Impaired   
 
Sanction:  A striking off order   
 
Interim Order:  An interim suspension order for 18 months    
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Details of charge (as amended) 
 
That you, a registered midwife: 
 
 
1) On 17 July 2008, did not make an emergency referral to the perinatal mental health 

services after Mother B disclosed that she was experiencing suicidal thoughts. – 
proved by admission 
 

2) On 1 March 2009, in relation to Mother B and/or Baby A; 
 
a) Did not adequately record the fetal heart rate between 08:45 and 10:03.  – 

proved by admission 
 

b) At 09:40 and/or 09:50 did not increase surveillance of the fetal heart rate after 
decelerations were recorded. – found proved 

 
c) Did not carry out an adequate and/or accurate assessment of Baby A’s Apgar 

score at one minute and/or five minutes. – found proved 
 

d) Did not arrange an emergency transfer to take Baby A to a neonatal unit; 
 
i) At birth at 10:03 when she was noted to be “pale and floppy”. – found proved 
ii) At around 10 minutes after birth when no sign of improvement of Baby A’s 

condition was noted. – no case to answer 
iii) At around 10:30 when she was noted to be “grunting”. – proved by 

admission 
 

e) Did not place Baby A in an incubator or hot cot after Baby A’s temperature did 
not improve with skin to skin contact. – found proved 
 

f) Did not ensure Baby A’s condition and/or vital signs were monitored after she 
was noted to be “grunting” at around 10:30 until her collapse. – found proved 
 

g) Did not provide effective resuscitation to Baby A in that you stopped resuscitation 
before you achieved a heart rate of 100 bpm and/or before care was transferred 
to an appropriate practitioner. – found proved 

 
h) Did not adequately record the resuscitation process for Baby A. – proved by 

admission 
 

i) Did not accompany Baby A to the neonatal unit and/or provide an adequate 
handover to the paramedics. – found proved 
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3) Your conduct in Charge 2(d)(i) and/or 2(d)(ii) and/or 2(d)(iii), above, resulted in a 
loss of chance of survival of Baby A. – found proved in relation to 2(d)(i) and 2(d) 
(iii) 

4) On 20 February 2013, in relation to Mother D, after being unable to detect a fetal 
heart rate; 

 
a) Did not escalate Mother D to a doctor. – proved by admission 
b) Did not activate the emergency alarm. – proved by admission 
c) Gave inappropriate advice to Mother D. – proved by admission 

 
And, in light of the above, your fitness to practise is impaired by reason of your 
misconduct. 
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Decision on Service of Notice of Hearing 
 
The panel was informed at the start of this hearing that Mrs Lort was not in attendance 

and that written notice of this hearing had been sent to Mrs Lort’s registered address by 

recorded delivery and by first class post on 5 October 2018. Notice was also sent on the 

same day by email to Mrs Lort’s representatives, Thompsons Solicitors (Thompsons). 

 

Notice of this hearing was signed for on 6 October 2018 in the printed name of ‘[Person 

Z]’. 

 

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

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

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

proceed in her absence.  

 

Mr Collis submitted that the NMC has complied with the requirements of Rules 11 and 

34 of the Nursing and Midwifery Council (Fitness to Practise) Rules 2004, as amended 

(“the Rules”).  

 

The panel accepted the advice of the legal assessor.  

 

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

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

and 34 of the Rules. It noted that the rules do not require proof of delivery or receipt by 

Mrs Lort of the notice and that it is the responsibility of any registrant to maintain an 

effective and up-to-date registered address.  
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Decision on proceeding in the absence of the Registrant 
 
The panel next considered whether it should proceed in the absence of Mrs Lort. 

 

The panel had regard to Rule 21 (2) which states: 

 

(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 

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

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

notice of hearing on the registrant; 

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

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

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions. 

 

Mr Collis submitted that the panel should proceed in the absence of Mrs Lort on the 

basis that she has voluntarily absented herself. He informed the panel that before notice 

of this hearing had been sent to Mrs Lort’s representatives, Thompsons had sent an 

email to the NMC on 18 September 2018 stating that Mrs Lort would not be in 

attendance nor would she be represented.  

 

Mr Collis submitted that Thompsons had remained engaged with the NMC in the 

preparation of this case. In particular, Thompsons requested redactions to the hearing 
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bundle on 23 October 2018 and provided a written statement from Mrs Lort and other 

documentation on 2 November 2018. 

 

Mr Collis submitted that, as a consequence, there was no reason to believe that an 

adjournment would secure Mrs Lort’s attendance on some future occasion, nor was one 

requested by Thompsons. 

 

The panel accepted the advice of the legal assessor.  

 

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

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

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

(No.2) [2002] UKHL 5. The panel further noted the case of R (on the application of 

Raheem) v Nursing and Midwifery Council [2010] EWHC 2549 (Admin) and the ruling of 

Mr Justice Holman that:  

 

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

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

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

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

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

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

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

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

that degree of care and caution.” 

 

The panel noted the submissions made by Mr Collis and the email from Thompsons on 

18 September 2018 that stated that Mrs Lort would not be attending this hearing.  

 

In exercising its discretion, the panel took into account fairness to Mrs Lort and fairness 

to the NMC as prosecutor. The panel had regard to all of the circumstances of this case 
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and decided that the following matters are of significance in considering whether to 

proceed in Mrs Lort’s absence:   

 

• no application for an adjournment has been made by Mrs Lort; 

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

some future date;  

• 2 witnesses have been warned to attend tomorrow and 4 for the following four 

days; 

• not proceeding may inconvenience the witnesses, which include expert 

witnesses, their employers and, for those involved in clinical practice, the patients 

who need their professional services; 

• Thompsons are retained by Mrs Lort and continue to engage with the NMC;  

• The charges relate to events that allegedly first occurred in July 2008; 

• Further delay may have an adverse effect on the ability of witnesses accurately 

to recall events; 

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

 

The panel noted that there is some disadvantage to Mrs Lort by proceeding in her 

absence. She will not be able to challenge the evidence relied upon by the NMC and 

will not be able to give evidence on her own behalf. However, in the panel’s judgment, 

this can be mitigated.  

 

The panel can make allowance for the fact that the NMC’s evidence will not be tested 

by cross examination and, of its own volition, can explore any inconsistencies in the 

evidence which it identifies. The panel has the written statement of Mrs Lort, 

subsequently signed and dated 6 November 2018, together with various documentation 

which will enable it to explore Mrs Lort’s case with the witnesses and thereafter assist it 

in its deliberations.  
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In all of the above circumstances, the panel decided that it is fair, reasonable and in the 

interests of justice to proceed in the absence of Mrs Lort. The panel will draw no 

adverse inference from Mrs Lort’s absence when deliberating upon the findings of fact.  

 
 
 
Amendment to charge pursuant to Rule 28 of the Nursing and Midwifery Fitness 
to Practise Rules 2004 (“the Rules”) 
 

Mr Collis, on behalf of the NMC, submitted that there was an error in the stem to all of 

the charges in the Schedule of Charge. Mr Collis submitted that whilst Mrs Lort has dual 

registration as a nurse and a midwife, it is the NMC’s case that these allegations 

occurred whilst Mrs Lort was acting as a midwife.  Consequently, Mr Collis submitted 

that the stem should read “That you, a registered midwife:” rather than “That you, a 

registered nurse:”  

 

Mr Collis submitted that the NMC wrote to Thompsons on 31 October 2018 stating that 

it would seek to amend the stem of the charges in the above terms. Mr Collis informed 

the panel that Thompsons wrote to the NMC on 1 November 2018 with no objection to 

the proposed amendment.  

 

The panel heard and accepted the advice of the legal assessor who referred the panel 

to Rule 28 of the Rules. 

 

Rule 28 of the Rules states: 

 

28 (1) At any stage before making its findings of fact … 

 

(i) … the Fitness to Practise Committee, may amend 

 

(a) the charge set out in the notice of hearing … 
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unless, having regard to the merits of the case and the fairness of the 

proceedings, the required amendment cannot be made without injustice. 

 

The panel considered the submissions of Mr Collis.  

 

In all the circumstances, the panel decided to make the amendment to the stem of the 

charges so as to accurately reflect the professional role of Mrs Lort at the time of these 

allegations.  The panel could find no prejudice to Mrs Lort in the making of this 

amendment.  

 

Background 
 

This case relates to the level of care Mrs Lort, as a midwife, provided to two separate 

mothers and babies.  Charges 1 - 3 involve Mother B and Baby A, and Charge 4 

involves Mother D and Baby E.  

 

Charge 1  
 
On 17 July 2008 Mrs Lort was working as a midwife at the Ludlow Maternity Unit (the 

Unit). The Unit is a stand-alone midwife led unit. Mother B attended the Unit and 

reported to Mrs Lort that she was experiencing suicidal thoughts. It is alleged that Mrs 

Lort did not make an emergency referral to the perinatal mental health services after 

Mother B disclosed that she was experiencing such thoughts.  

 

Charge 2 
 
On 1 March 2009 Mrs Lort was working as a midwife at the Unit at 8:45am when the 

care of Mother B and her unborn baby was handed over to Mrs Lort. It is alleged as 

between 8:45am and 10:03am when Baby A was born that Mrs Lort did not adequately 

record the fetal heart rate.  It is further alleged that shortly before Baby A’s birth that Mrs 
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Lort did not increase surveillance of the fetal heart rate after decelerations were 

recorded.  

 

Baby A was born at 10:03am and allegedly presented as being pale and floppy. At 

about 10:30am it was allegedly noted that Baby A was making a grunting noise. It is 

alleged that Mrs Lort did not respond to these compromised signs and arrange an 

emergency transfer to take Baby A to a neonatal unit.  

 

Shortly after birth it is alleged that Baby A’s temperature was 36.06 degrees celsius and 

that she was obviously cold to the touch. It is alleged that Mrs Lort did not place Baby A 

in an incubator or hot cot so as to raise Baby A’s temperature. It is further alleged that 

when Baby A was heard to be making a grunting noise at about 10:30am until she 

collapsed at about 11:30am that Mrs Lort did not ensure that Baby A’s condition/and or 

vital signs were monitored.  

 

At about 11:30am Baby A collapsed and Mrs Lort provided oxygen and cardiac 

massage. The emergency services were called. It is alleged that when the paramedics 

arrived Mrs Lort had stopped resuscitation before a heart rate of 100 bpm was 

achieved. It is alleged that when the paramedics attended Baby A’s heart rate was 80 

bpm. It is further alleged that Mrs Lort did not adequately record the resuscitation 

process for Baby A.  

 

Baby A was transferred to Birmingham Heartlands Hospital by air ambulance. It is 

alleged that Mrs Lort did not accompany Baby A to the neonatal unit and that she did 

not provide an adequate handover to the paramedics.  

 

Charge 3  
 
It is alleged that Mrs Lort did not arrange an emergency transfer to take Baby A to a 

neonatal unit when the alleged compromising signs were apparent. Baby A was 

transferred to Birmingham Heartlands Hospital where she died at around 4pm. It is 
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alleged that by not acting upon the compromising signs and not arranging an 

emergency transfer to the neonatal unit that this resulted in a loss of chance of survival 

of Baby A.  

 

 
Charge 4  
 
On 20 February 2013, Mrs Lort was working as a midwife at the Royal Shrewsbury 

Hospital. Mother D attended the hospital that day, ultimately delivering a stillborn baby, 

Baby E, on 21 February 2013.  

 

It is alleged that prior to the birth of Baby E Mrs Lort was unable to detect a fetal heart 

rate and that she did not escalate Mother D to a doctor. Further, it is alleged that Mrs 

Lort did not activate the emergency alarm and that she gave inappropriate advice to 

Mother D.  

 

Admissions to the charges 
 

The charges were read and Mr Collis informed the panel that whilst Mrs Lort had not 

completed an NMC Response to Charges Form, Thompsons had stated to the NMC 

that the following charges were admitted by Mrs Lort: Charges 1, 2(a), 2(d) (iii), 2(h), 

4(a), 4(b) and 4(c).  

 

The panel formally found these charges proved by her own admission.  

 

Application to hear the evidence of Mother B and Father C via WebEx 
 
Mr Collis, made an application that the evidence of Mother B and Father C be received 

by WebEx.  
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Mr Collis explained to the panel that both witnesses were unable to travel the significant 

distance to London to attend in person owing to child care commitments.   

 

Mr Collis submitted that whilst both parents had made lengthy witness statements their 

evidence in respect of the charges before the panel is now relatively narrow.  

 

The panel heard and accepted the advice of the legal assessor. He referred the panel to 

Rules 22 and 31 of the Rules and Polanski v Conde Nast Publications Ltd [2005] UK HL 

10.  

 

The panel noted that implicitly under Rule 22 of the Rules witnesses should attend a 

hearing and give evidence in person. The panel also noted that there is a general 

discretion under Rule 31 of the Rules to receive evidence by video-link. The Test under 

Rule 31 of the Rules is whether it is relevant and fair to do so.  

 

The panel having read the statements of Mother B and Father C found that the 

relevance of their evidence is obvious. The panel went onto consider whether it would 

be fair to receive each of the witnesses’ evidence by video-link.  

 

The panel carefully read the statement of Mrs Lort, dated 6 November 2018, and her 

documentation and noted the extent and nature of her challenge to Mother B and Father 

C’s statements.  

 

The panel noted that whilst some of the contents of the statements of Mother B and 

Father C are in dispute the factual disputes are relatively narrow in compass and the 

parent’s evidence is not the sole and decisive evidence in relation to one or more of the 

disputed charges.  The panel took into account that it would be able to see, hear and 

question the parents utilising Mrs Lort’s statement and documents and make an 

appropriate assessment of their answers and demeanour. The panel noted, following 

the judgment in Polanski, that a video-link is a “readily acceptable alternative” to giving 

evidence in person and an “entirely satisfactory means of giving evidence” if there is 
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sufficient reason for departing from the normal rule that witnesses give evidence in 

person before the hearing.  In the above circumstances, the panel decided that there 

would be no unfairness in receiving the parent’s evidence by video-link and went on to 

consider their reason for non-attendance.  

 

The panel carefully considered the reasons given by Mr Collis for the non-attendance of 

Mother B and Father C. The panel noted that Mother B and Father C have child care 

commitments and that they live a significant distance from London. Furthermore, the 

panel noted their commitments in the context of this case.  In the circumstances, the 

panel decided that the reasons given are sufficient to depart from the normal rule that 

witnesses should give evidence in person before a hearing.  

 

Accordingly and for the above reasons, the panel decided that it would be fair and 

relevant to receive Mother B and Father C’s evidence by WebEx. 

 

Decision and reasons on no case to answer 
 

At the close of the NMC’s case, Mr Hester, the legal assessor, reminded the panel of its 

own power, under Rule 24 (7) (ii) of the Rules, to hear submissions as to whether at this 

stage sufficient evidence has been presented to find the facts proved in relation to a 

particular charge. Mr Hester invited Mr Collis to address the panel as to the NMC’s case 

in respect of charge 2 (d) (ii) and the evidence supporting it.  

 

Mr Collis submitted that Ms 1 referred to the fact that given the presentation of Baby A 

at one and five minutes after birth there should have been a further assessment of her 

at ten minutes after birth. Mr Collis accepted that there is no evidence before the panel 

of any such assessment having been undertaken at ten minutes. He further accepted 

that the wording of charge 2 (d) (ii) requires the NMC to provide evidence of an 

assessment having taken place at around ten minutes.  
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The panel heard and accepted the advice of the legal assessor. He reminded the panel 

of Rule 24 (7) of the Rules: 

 
24 (7) Except where all the facts have been admitted and found proved under 

paragraph (5), at the close of the Council’s case, and – 

 

(i) either upon the application of the registrant, or 

(ii) of its own volition 

 

the Committee may hear submissions from the parties as to whether 

sufficient evidence has been presented to find the facts proved and shall 

make a determination as to whether the registrant has a case to answer. 

 

The legal assessor advised that the NMC has brought these proceedings and it is for 

the NMC to prove its case. Mrs Lort is not required to disprove the allegations and no 

useful purpose would be served in continuing these proceedings if the panel is satisfied 

that, on the basis of the case which has been put before it, there is no real prospect of 

the NMC discharging that burden of proof. He advised that at this stage, the panel 

needs to decide whether the NMC has put evidence before it on all, or at least the key, 

elements of charge 2 (d) (ii) which is sufficient to satisfy it that there may be a case to 

answer and one which would justify proceeding further.  

 

The legal assessor referred the panel to the two-limbed test laid down in R v Galbraith 

[1981] 1WLR 1039. He referred the panel to the first limb in Galbraith:   

 

1. If there is no evidence against the registrant to support a particular charge then 

the case must be stopped in respect of that particular charge. 

 

The panel noted the wording of charge 2d (ii): 

 

2) On 1 March 2009, in relation to Mother B and/or Baby A; 
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d) Did not arrange an emergency transfer to take Baby A to a neonatal unit; 

 

ii) At around 10 minutes after birth when no sign of improvement of Baby A’s 

condition was noted. 

 

For this charge to be proved the NMC would have to place evidence before the panel 

that an assessment was made at about 10:13am. The panel could find no evidence 

whatsoever that such a check was made at about 10:13am and that consequently there 

was “no sign of improvement of Baby A’s condition” at that time. Accordingly, the panel 

decided that there is no evidence against Mrs Lort to support Charge 2 (d) (ii) and that 

the case must be stopped in respect of this particular charge under the first limb of 

Galbraith.  

 

Decision on the findings of facts and reasons 

 In reaching its decisions on the facts, the panel considered all of the evidence in this 

case together with the submissions made by Mr Collis, on behalf of the NMC and Mrs 

Lort’s written statement, dated 6 November 2018 together with other documentation 

provided by Thompsons.  

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 the balance of probabilities. This means that the 

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

incidents occurred as alleged. 

The panel have drawn no adverse inference from Mrs Lort’s absence in its findings of 

fact. It reminded itself that the burden of proof remains upon the NMC throughout the 

fact finding stage.   
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This case involves the death of a newly born baby and is therefore highly emotive. The 

panel in deliberating upon the remaining charges, did so objectively and only upon the 

evidence it has heard and read.  

 

The panel noted that the hearing bundle was agreed between the NMC and Thompsons 

on 1 November 2018. In coming to its decisions upon the facts, the panel, as a 

professional tribunal, disregarded certain documents and passages in the hearing 

bundle which Mr Collis did not seek to rely upon. These documents and passages are 

as follows:  

 

• In relation to charge 2 (c) : Ms 4’s Local Supervising Authority (LSA) interview 

which is quoted in Ms 1’s report (p322 and 326 of the hearing bundle); and 

references to Ms 4’s evidence at the Coroner’s Inquest (p353 to 418); 

• Charge 2(d) (i): Ms 4’s LSA interview quoted in Ms 1’s report (p313, 322 and 326 

of exhibit 10); references to Ms 4’s evidence at the Coroner’s Inquest (p353 to 

418);  

• Charge 2 (i): references to the account given by Ms 5 in Ms 1’s report (p318 to 

320); 

• Charge 3; references to the conclusion of the Coroner’s Inquest and the findings 

of the Health Service Ombudsman (HSO) in Ms 1’s report (p302).  

 

In disregarding the above documents and passages, the panel decided the remaining 

charges solely upon the evidence which it has heard and read and in relation to the 

specific charges before it.  

 

The panel at the outset of this case was made aware by Mr Collis that there has been 

reporting in the press relating to the death of Baby A. The panel in deciding the 

remaining charges has not read or had any regard to the reporting of this matter in any 

form.  

 The panel heard oral evidence from six witnesses on behalf of the NMC: 
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• Ms 1, Independent Maternity Services Expert Advisor, D. A.G Consultancy Ltd. 

• Mother B, the mother of Baby A. 

• Father C, the father of Baby A. 

• Professor 1, Consultant Neonatologist. 

• Ms 2, Registered Nurse and Midwife, Somek and Associates. 

• Ms 3, a Deputy Head of Midwifery. 

The panel read the agreed witness statement of; 

• Ms 4, a Registered Midwife.  

The panel considered the evidence it had heard from the live NMC witnesses and made 

the following assessments. In making its assessments, the panel noted that these 

allegations relate to 2008, 2009 and 2013 and that the passage of time may have had 

an effect upon the witnesses’ memories.  Accordingly, the panel made allowances when 

considering the witnesses’ evidence and likewise to the statement of Mrs Lort dated 6 

November 2018.  

Ms 1 

The panel found Ms 1’s evidence to be clear, concise, professional and helpful. The 

panel noted that Ms 1 acknowledged that the boundaries of her review circumscribed 

her evidence.  

Mother B  

The panel found Mother B’s evidence to be straight forward, clear and credible. The 

panel noted that Mother B fairly accepted that she could not remember all of the events 

as she had given birth and was herself receiving medical attention.  However, the panel 

found Mother B’s evidence to be reliable when she could recollect specific events.  

Father C 
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The panel found Father C’s evidence to be clear, detailed and credible. The panel noted 

that Father C readily accepted when he could not recall specific matters such as Mrs 

Lort using a pinard prior to Baby A’s birth. However, the panel found Father C’s 

evidence to be reliable when he could recollect specific events. 

Professor 1 

The panel found Professor 1’s evidence to be clear, measured and professional. The 

panel noted that Professor 1 readily acknowledged the boundaries of his expertise and 

qualified his answers when invited to comment on matters outside of his specialism as a 

Consultant Neonatologist.   

Ms 2 

The panel found Ms 2’s evidence to be clear, fair and considered. The panel noted that 

she did not step outside of her area of expertise. The panel also noted that Ms 2 was, at 

times, hesitant in giving her answers. The panel found that this hesitancy related solely 

to her having written her report in October 2011 and the subsequent passage of time.  

Ms 3  

The panel found Ms 3 to be clear, open and consistent. Whilst Ms 3’s evidence was 

brief and related solely to charge 4, the panel found it to be helpful.  

The remaining charges  

The panel noted Mrs Lort’s admissions and the no case to answer finding it had made. 

 It therefore went on to make findings in relation to the remaining charges: 2(b), 2(c), 

2(d) (i), 2(e), 2(f), 2(g) 2(i) and 3. 

The panel considered each of the remaining charges separately. The panel reminded 

itself that whilst some allegations have been already admitted, it does not mean that the 

remaining charges are made out.  It addressed the outstanding charges separately and 

in light of the evidence which is relevant to each of them.  
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Charge 2(d): 

2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

b) At 09:40 and/or 09:50 did not increase surveillance of the fetal heart rate after 

decelerations were recorded. 

 

The panel found this charge proved 
 
In reaching its decision the panel carefully considered Mother B’s maternity records. 

The panel noted at 09:40am Mrs Lort made an entry that there were “slight 

decelerations with contractions (downward arrow) 80 bpm but good recovery”. At 09:50 

the entry made by Mrs Lort reads that Mother B was “still [having] small decelerations 

but good recovery”.  

 

The entries made by Mrs Lort at 09:40 and 09:50 in Mother B’s maternity records clearly 

note declarations in the foetal heart rate.  The panel noted that Ms 2 stated in her 

midwifery report dated 13 October 2011 that “There is only documented evidence that 

the fetal heart was auscultated 4 times in the second stage and 2 of these were 

documented as decelerations which should alert the midwife to potential problems and 

have prompted increased surveillance”. The panel could not find anything in Mother B’s 

notes to suggest that there was an increase in the surveillance of the foetal heart rate.  

 

Mother B and Father C gave evidence as to their recollection of foetal monitoring. In 

doing so, both Mother B and Father C accepted that their recollections were not 

complete owing to the fact that Mother B was giving birth.  Both Mother B and Father C 

were clear in their evidence that Mrs Lort did not at any stage use an electronic foetal 

monitor with which they were familiar from previous medical appointments.  Mother B 

and Father C could not recall whether Mrs Lort used a pinard at any stage.  
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The panel considered the written statement of Mrs Lort for the LSA investigation in 

2009. In that statement Mrs Lort asserted that “At 09:40 the fetal heart decelerated to 80 

bpm but there was good recovery and gave me no cause for alarm”. Mrs Lort did not 

assert in this statement that she in fact increased surveillance of the foetal heart rate at 

this point.  

 

In her oral evidence at the Coroner’s Inquest, Mrs Lort stated “At around 9:40h there 

were slight decelerations in the FH, fetal heart with contractions down to about 80 bpm, 

but there was good recovery. This did not cause me any concerns as these can be a 

normal part of second stage labour unless the decelerations were prolonged. If these 

decelerations had been prolonged I would have transferred [Mother B] immediately.” 

Again, Mrs Lort did not assert at the Coroner’s Inquest that she did in fact increase 

surveillance of the foetal heart rate at 09:40 or 09:50am.  

 

The panel noted that Ms 2 in her midwifery report dated 13 October 2011 quotes the 

NICE guidelines which state that for the second stage of labour “…intermittent 

auscultation of the fetal heart should occur after a contraction for at least 1 minute, at 

least every 5 minutes.” Ms 2 noted that there were only four occasions when 

auscultation of the fetal heart is documented in Mother B’s second stage which was 

from 9:15am to 10: 03am.  

 

Mrs Lort in her statement dated 6 November 2018 stated that she cannot comment on 

charge 2b as she has “no recollection of this time”.  

 

The panel accepted the opinion of Ms 2 that the fetal decelerations should have led to 

an increased surveillance of the foetal heart rate. Having considered the recollections of 

Mother B and Father C and the lack of any contrary assertion from Mrs Lort (at the LSA 

investigation, Coroner’s Inquest or in her written statement dated 6 November 2018), 

and anything documented that would suggest otherwise, the panel found, on the 

balance of probabilities, that Mrs Lort did not increase surveillance of the foetal heart 

rate after she recorded the decelerations at 09:40 and 09:50am.  
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Accordingly, on the above evidence, the panel found Charge 2(b) proved on the 

balance of probabilities in respect of both times.  

 

 
 
 Charge 2(c) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 
c) Did not carry out an adequate and/or accurate assessment of Baby A’s Apgar 

score at one minute and/or five minutes. 

 

The panel found this charge proved  
 

In reaching its decision the panel noted the entry at 10:03am in Mother B’s maternity 

records which reads: “Normal Delivery live Girl Apgars 9/1 9/5”. There appears to be no 

entry in Mother B’s maternity records at or about 10:08am.  

 

The panel noted that Mrs Lort appears to have accepted that the Apgar score of 9 which 

she recorded was inaccurate on a number of separate occasions. In her statement to 

the LSA investigation in 2009 Mrs Lort stated “…the apgar should have been recorded 

at 8.” In her interview during the LSA investigation in 2009 she stated that the Apgar 

should have been assessed at 7 or 8. In her statement to the Coroner’s Inquest she 

stated that Baby A’s Apgar score “…should have been more accurately…scored as 8/1 

and 8/5”.  

 

In her statement dated 6 November 2018 Mrs Lort disputes charge 2c and states that 

she carried out a full assessment using the Apgar scoring system and believes that her 

assessment was “accurate.” 
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Professor 1 in his report dated 21 June 2010 noted that in the entry in Mother B’s 

maternity records at 10:03 Baby A was “pale, floppy and reluctant to feed.” Professor 1 

also noted that at 10:30am an entry reads “baby remains pale and floppy.”  

 

Ms 4 in her agreed written statement, noted that Baby A was looking a “little pale” at 

birth.  Ms 4 was working as a midwife at the Unit alongside Mrs Lort on 1 March 2009.  

 

Mother B in her statement described Baby A as being “…heavy, floppy and was pale”. 

In her oral evidence she described Baby A as being a “dead weight” when she was 

placed on her stomach. Father C described Baby A as both “grey” and “pale”. 

Furthermore, he described Baby A as being like a “rag doll”.   

 

Professor 1 in his evidence stated that” an infant who [appears] pale and floppy could 

not possibly qualify for an Apgar score of nine.”  Both Ms 2 and Ms 1 were separately of 

the opinion that a baby presenting in the manner described should not have been 

afforded an Apgar score of 9.  

 

The panel found that on the balance of probabilities Baby A did present as pale and 

floppy at birth and that the Apgar score of 9 cannot have been accurate. In coming to 

this conclusion the panel noted Mrs Lort’s statement dated 6 November 2018 where she 

states “I accept that, on reviewing the notes, the score may not appear to be 

appropriate, as I have also recorded ‘pale and floppy’. These notes were written 

retrospectively and I believe my perception and memory had been clouded by the 

subsequent events at the time of writing the notes. I am sure that Baby A was not pale 

and floppy as I have recorded.” The panel found that this account was unlikely to be 

true. Mrs Lort twice recorded that Baby A’s presentation was pale and floppy at a time 

when it should have been obvious that Baby A’s health was compromised.  

Furthermore, in these circumstances, there was a clear and paramount need to 

regularly assess Baby A’s Apgar score accurately after her birth.   
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Accordingly, on the above evidence and on the balance of probabilities, the panel found 

that Mrs Lort did not carry out an adequate and accurate assessment of Baby A’s Apgar 

score at both one minute and five minutes.  

 

 
 
 
Charge 2(d) (i) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

d) Did not arrange an emergency transfer to take Baby A to a neonatal unit; 

 

i) At birth at 10:03 when she was noted to be “pale and floppy”. 

 

The panel found this charge proved 
 
In reaching its decision the panel considered the evidence put before it concerning the 

presentation of Baby A at birth. This evidence is the same as the evidence presented in 

relation to charge 2c. The panel has decided, on the balance of probabilities that Baby 

A was in fact pale and floppy at 10:03.  

 

Given the panel’s finding that Baby A was pale and floppy at 10:03 it went onto consider 

whether Mrs Lort should have arranged an emergency transfer to take Baby A to a 

neonatal unit.  

 

Ms 2 in her midwifery report dated 13 October 2011 stated that a baby “described as 

pale and floppy…should have alerted the midwives to transfer the baby to a neonatal 

unit by 999 ambulance.” Furthermore, Ms 2 in her report stated “The description of Baby 

A being pale and floppy is not supportive of apgar score of 9 at 1 minute and 9 at 5 

minutes. With a history of reduced fetal movements, declarations heard in labour…, this 
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observation should have triggered the midwife to make immediate arrangements for a 

transfer to RSH by 999 ambulance for neonatal review.” 

 

At the Coroner’s Inquest Mrs Lort was asked what her actions would have been if Baby 

A was born floppy. Mrs Lort replied “She would have been transferred to RHS 

immediately.” 

 

Mrs Lort in her written statement dated 6 November 2018 stated that she did not 

arrange an emergency transfer at 10:03am as Baby A was not pale and floppy and 

there was no necessity.  

 

The panel found on the above evidence and on the balance of probabilities, that Baby A 

was pale and floppy at birth and that this presentation required Mrs Lort as a midwife to 

immediately arrange an emergency transfer to take Baby A to a neonatal unit.  

  

Charge 2(e) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

e) Did not place Baby A in an incubator or hot cot after Baby A’s temperature did 

not improve with skin to skin contact. 

 

The panel found this charge proved 
 
In reaching its decision the panel noted that Baby A’s temperature was documented  on 

the Baby Record Sheet within Mother B’s maternity records as 36.06 degrees celsius at 

the point of her birth.  

 

Mrs Lort in her statement for the LSA investigation in 2009 stated “I attempted to put the 

baby to the breast at 10:20am but she wasn’t interested, so we left her skin to skin 

against the breast I checked her temperature via the axilla and found it to be 36.06 so 
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changed her towel to a dry one and placed another dry towel doubled over baby and 

Mother B ensuring that her head was covered, and leaving her skin to skin.” 

 

The panel noted that Mother B in her oral evidenced described Baby A as “cold” when 

she was put to Mother B’s breast on two separate occasions. The panel also noted that 

Father C was clear in his description of Baby A being cold. He described the coldness 

as when someone places a cold hand upon you having been outside on a cold winter’s 

day. 

 

Ms 1 in her evidence stated that Mrs Lort did not act in accordance with the Trust’s 

Neonatal Care guidelines which require that a baby in such circumstances should have 

been placed in a hot cot or incubator.  

 

Mrs Lort in her statement dated 6 November 2018 stated that she did not know whether 

the hot cot was up and running when Baby A was born, although she anticipated it 

would have been.  Mrs Lort accepted in her statement that if Baby A’s temperature did 

not improve with skin to skin contact then she should have placed Baby A in an 

incubator or hot cot.  

 

The panel found on the above evidence and on the balance of probabilities, that Mrs 

Lort did not place Baby A in an incubator or hot cot after Baby A’s temperature did not 

improve with skin to skin contact.  

 

Charge 2(f) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

f) Did not ensure Baby A’s condition and/or vital signs were monitored after she 

was noted to be “grunting” at around 10:30 until her collapse. 

 

The panel found this charge proved  
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In reaching its decision the panel noted that Mother B in her oral evidence stated that 

Baby A started to make a grunting noise. Mother B could not remember exactly when 

Baby A started to make this noise but that it was “shortly after birth” Mother B recalled 

that Baby A was passed to Father C and continued to make the grunting noise. Mother 

B found this to be ‘disconcerting’ and stated that the grunting sound became noticeably 

louder over a short period of time.  

 

Father C in his oral evidence stated that Baby A started to grunt “within 10 minutes” of 

birth.  He described the grunting initially as “soft like a puppy nuzzling”. Father C 

recalled that the grunting sound grew louder and that it was palpably noticeable.  

 

Ms 2 in her midwifery report dated 13 October 2011 noted that Baby A had started to 

grunt “within 30 minutes of birth (by 10:30).” 

 

Mrs Lort in her statement dated 6 November 2018 stated that she did continue to 

monitor Baby A. However, she accepts that she “…did not record all the steps taken as 

my focus was on the baby. My records were written retrospectively and are not as full or 

as accurate as they should have been”. The panel noted that this does not accord with 

Mother B or Father C’s evidence in that they could not recall Mrs Lort taking any vital 

signs from Baby A save for her temperature at birth. Furthermore, the panel noted that 

Mrs Lort’s account in her statement dated 6 November 2018 is not consistent with 

previous accounts which she has given to other investigating bodies. In her statement to 

the LSA investigation in 2009 Mrs Lort does not appear to express any concerns about 

Baby A’s health until about 11:15 when she noted that Baby A “remained pale and her 

temperature hadn’t risen, it remained at 36 degrees, I auscalted [sic] her chest with a 

stethoscope everything sounded normal.”  Mrs Lort maintained this position in her LSA 

interview in 2009 and in her statement for the Coroner’s Inquest.  
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The panel noted that there are no entries within Mother B’s notes to suggest that Mrs 

Lort was monitoring Baby A from 10:30 until her collapse. The only entry is at 10:45 and 

concerns Mother B receiving medical attention.   

 

The panel noted Mrs Lort’s statement to the LSA investigation in 2009 where she stated 

that around 11:20am, whilst Mother B was taking a bath supported by a nursing 

auxiliary, Mrs Lort was doing a nursery check on a baby and dealing with another lady 

who had arrived for a check at 11:30am. During this time Baby A was left unattended in 

a cold cot.  

 

The panel found, on the above evidence and on the balance of probabilities that charge 

2(f) is proved in that Baby A was grunting at some time prior to 10:30 and that Mrs Lort 

did not ensure that Baby A’s condition and vital signs were monitored until her collapse.  

 

Charge 2(g) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

g) Did not provide effective resuscitation to Baby A in that you stopped resuscitation 

before you achieved a heart rate of 100 bpm and/or before care was transferred to an 

appropriate practitioner. 

 

The panel found this charge proved  
 
In reaching its decision the panel considered the entry in Mother B’s maternity records 

at 11:30. The entry at 11:30 reads “Baby went quiet, looked at baby, unresponsive no 

response to stimulation baby to resusitaire O2 given via face mask, 5 long rescue 

breaths, cardiac massage given. HR 80 bpm. Lungs sound clear 999 call made 

Paramedic arrived, Still giving baby O2 via face mask and HR remains 80 bpm.” 
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Mrs Lort in her interview for the LSA investigation in 2009 was asked how long she 

performed cardiac massage upon Baby A. She answered “I had stopped cardiac 

massage by the time they had arrived and was giving just facial oxygen (IPP) they 

(Paramedic) inserted the airway.”  

 

Ms 2 in her Midwifery report dated 13 October 2011 stated that Mrs Lort’s actions did 

“…not indicate effective resuscitation and it is the midwife’s responsibility to continue 

active resuscitation efforts until care is transferred to an appropriate practitioner. It is not 

clear that the resuscitation efforts were adequate.” 

 

Mrs Lort in her statement dated 6 November 2018 stated that she cannot respond to 

this charge as “…I cannot recall accurate details.” 

 

On the above evidence and on the balance of probabilities, the panel found charge 2(g) 

proved in all respects.  

 

Charge 2(i) 
 
2) On 1 March 2009, in relation to Mother B and/or Baby A; 

 

i) Did not accompany Baby A to the neonatal unit and/or provide an adequate 

handover to the paramedics. 

 

The panel found this charge proved 
 
In reaching its decision the panel noted the two parts to charge 2i.  

 

The first part alleges that Mrs Lort alleges that Mrs Lort did not accompany Baby A to 

the neonatal unit. In her statement dated 6 November 2018 Mrs Lort accepts that she 

did not accompany Baby A to the hospital as she was in a distressed state. 
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Furthermore, she states that “I should…have insisted on going on the transfer”. The 

panel accordingly found that Mrs Lort did not accompany Baby A to the neonatal unit.  

 

As to the second part of charge 2i, Mrs Lort in her statement to the LSA investigation in 

2009 stated that “…I was asked to get some details to take with baby, I wrote some 

information on a cot card and when I returned they were all in the ambulance with the 

doors closed and a Senior Midwife was sat in the back of the ambulance with the baby, 

I gave the card to the driver.” In this regard, the panel found that there was a clear need 

in this emergency to provide an adequate handover to the paramedics so as to ensure 

that Baby A received the appropriate treatment.  

 

Professor 1 in his report dated 21 June 2010 notes an account of the transfer by air 

ambulance and the information that the paramedic crew provided to the Doctor prior to 

the helicopter taking off. This information was that Baby A had been born two hours 

earlier at the Unit and had become unresponsive from unknown causes. Professor 1 

further noted that Ms 5 was only able to give speculative and limited thoughts to the 

Doctor as to what had occurred at the Unit and as to the clinical history of Baby A’s 

birth.  

 

The panel noted that Ms 2 in her midwifery report dated 13 October 2011 was of the 

opinion that Mrs Lort “…who knew the history should have accompanied Baby A”. 

Furthermore, Ms 2 was of the opinion that “A midwife should accompany an individual 

being transferred unless circumstances dictate otherwise”. The panel is not aware of 

any circumstances which dictated that Mrs Lort should not have accompanied Baby A.  

 

Ms 1 stated that her investigation could not establish why Mrs Lort did not accompany 

Baby A to the neonatal unit as she “…was the best placed person to provide a detailed 

handover to the paramedics and air ambulance doctor”.  
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On the above evidence and on the balance of probabilities the panel found charge 2 (i) 

proved in that Mrs Lort did not accompany Baby A to the neonatal unit and did not 

provide an adequate handover to the paramedics.  

 

Charge 3  
 

3) Your conduct in Charge 2(d)(i) and/or 2(d)(ii) and/or 2(d)(iii), above, resulted in a 

loss of chance of survival of Baby A.  

 

The panel found this charge proved in relation to charges 2(d) (i) and 2(d) (iii). 

 

The panel considered charge 3 separately in respect of charge 2 (d) (i) and charge 2 (d) 

(iii).  

 

The panel noted that Ms 2’s evidence in respect of charge 3 was wholly reliant upon 

Professor 1’s findings in his report dated 21 June 2010. Accordingly, the panel 

disregarded Ms 2’s evidence in respect of charge 3 as it merely repeated Professor 1’s 

views with no separate analysis or argued conclusion.  

 

The panel firstly considered Charge 3 in respect of its finding in Charge 2 (d) (i).  

 

Professor 1 in his report dated 21 June 2010 commented upon the transfer time from 

the Unit to Royal Shrewsbury Hospital: “…The transfer time to Shrewsbury by road is 

likely to be no more than 40 minutes maximum. The ambulance crew arrived in Ludlow 

within 10 minutes of being called. Therefore, allowing for 10 minutes to assess and 

transfer [Baby A] to the ambulance, I believe it is quite feasible that Baby A could have 

been got to Royal Shrewsbury Hospital one hour after the midwife called the ambulance 

if she was not requiring urgent resuscitation prior to being transported.” 

 

Professor 1 in the conclusion of his report was of the following opinion: “I believe there 

were clear and unequivocal signs (based on the midwife’s documented observations) 
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within the first 30 minutes after delivery that Baby A was compromised and required 

urgent intervention. In the context of an isolated midwifery lead maternity unit, this 

required immediate and urgent transfer to a location where paediatric care was 

available. As discussed above, I believe it would have been possible to get Baby A to 

Royal Shrewsbury Hospital within one hour as long as she did not require resuscitation 

prior to being transported. Had the ambulance been called within 30 minutes of her 

delivery as I believe it should have been Baby A would have reached Royal Shrewsbury 

Hospital before 11:30 hours, the time when she collapsed. Had she been in Shrewsbury 

when she collapsed, I believe appropriate resuscitation, ventilation and urgent blood 

transfusion would have saved her life.” 

 

The panel noted the evidence that the Unit was in a rural location and that there were 

apparent problems with the helipad at Royal Shrewsbury Hospital. The panel also noted 

that Professor 1 stated that the travelling time between the Unit and Shrewsbury is 

“…certainly no longer than 42 minutes” when using blue lights on a land ambulance.  

 

Mrs Lort in her statement dated 6 November 2018 stated in respect of charge 3: “I 

dispute this.” Mrs Lort gave no narrative to support her denial and provided no 

supporting evidence.  

 

The panel accepted the unchallenged evidence of Professor 1. The panel found that 

had Mrs Lort arranged for a transfer at 10:03am when Baby A first presented in poor 

health then there was a clear chance that Baby A would, on the balance of probabilities, 

have been in the hospital before or near to the time she collapsed. The panel found that 

Professor 1 was clear and unequivocal in his expert opinion that this delay impacted 

upon baby A’s chances of survival.  

 

On the above evidence and on the balance of probabilities, the panel found Charge 3 

proved in respect of charge 2 (d) (i).  

 

The panel next considered charge 3 in respect of its finding in charge 2 (d) (iii).  
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The panel carefully considered this limb of charge 3 and the later time of 10:30am. In 

this context, the panel carefully considered the timings and geography within Professor 

1’s report in transferring Baby A from the Unit to Royal Shrewsbury Hospital.  

 

The panel, as in the reasons for finding the first limb of charge 3 proved, find the second 

limb proved on the balance of probabilities.  Professor 1’s clear and unequivocal view 

was that if Baby A had been transferred from the Unit to the Hospital at 10:30am then 

there was a chance that she would have survived.  

 

Accordingly, the panel found charge 3 proved in respect of charge 2 (d) (iii) on the 

balance of probabilities.  

 

Submissions on Misconduct and Impairment 
 

In his submissions Mr Collis invited the panel to find that Mrs Lort’s actions amounted to 

a breach or breaches of The Code: Standards of conduct, performance and ethics for 

nurses and midwives (2008). He also directed the panel to the Midwives Rules and 

Standards (2004), the NMC‘s Record Keeping Guidance and the Trust’s Neonatal Care 

Guidelines. Mr Collis directed the panel to specific paragraphs of the above regulatory 

documents and identified where, in the NMC’s view, Mrs Lort’s actions amounted to 

misconduct.  

 

Mr Collis referred the panel to the case of Roylance v GMC (No. 2) [2000] 1 AC 311 

which defines misconduct as a ‘word of general effect, involving some act or omission 

which falls short of what would be proper in the circumstances. 

  

He submitted that the charges found proved represent serious and significant 

departures from the acceptable standards of a registered midwife and therefore amount 

to serious misconduct.  
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In relation to impairment, Mr Collis submitted that Mrs Lort’s fitness to practice is 

currently impaired both on the public protection basis and the public interest basis.  

 

In regard to the public protection basis, Mr Collis submitted that Mrs Lort has in the past 

and/ or is liable in the future to put patients at unwarranted risk of harm; bring the 

midwifery profession into disrepute and breach one of the fundamental tenets of the 

profession. Mr Collis submitted that Mrs Lort put her patients at an unwarranted risk of 

harm in failing to recognise the need for emergency medical treatment and escalate 

matters in a timely fashion. Furthermore, Mr Collis submitted that Mrs Lort has breached 

one of the fundamental tenets of the profession and that her actions on the 1st March 

2009 were so reprehensible that the reputation of the profession has been brought has 

been into disrepute. 

 

Mr Collis invited the panel to consider the following matters: 

 

• That these charges represent three separate occasions when Mrs Lort failed to 

take appropriate action in relation to health concerns; 

 

• That charge 4 occurred after Mrs Lort had undertaken further supervision and 

training following the Mother B/Baby A incident.  

 

• Whether Mrs Lort has demonstrated any remorse and/or insight; 

 

• Whether Mrs Lort has undertaken sufficient training to remediate the areas of her 

professional deficiency; and 

 

• Whether Mrs Lort has reflected on the harm caused to patients and the midwifery 

profession. 

 

Mr Collis invited the panel to bear in mind the observations made by the High Court in 

the case of Nicholas-Pillai v GMC [2009] EWHC 1048 (Admin): 
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“In the ordinary case such as this, the attitude of the practitioner to the events which 

give rise to the specific allegation against him is, in principle, something which can be 

taken into account either in his favour or against him by the panel, both at the stage 

when it considers whether his fitness to practise is impaired, and at the stage of 

determining what sanction should be imposed upon him” 

 

Mr Collis reminded the panel that it has determined that Mrs Lort has falsely claimed 

that her entries in Mother B’s maternity records (at p.86a of the hearing bundle) were 

inaccurate. He submitted that the only logical explanation for such a false claim is that it 

is an attempt by Mrs Lort to escape liability for her failure to act in a timely fashion on 

the 1st March 2009.  He also submitted that the fact that Mrs Lort has felt the need 

falsely to claim that her notes were inaccurate in order to try and evade responsibility for 

not acting sooner, is a matter that the panel can properly consider when assessing Mrs 

Lort’s insight and remorse; and whether or not there are attitudinal concerns that 

suggest Mrs Lort may behave in a similar way in the future. 

 

Mr Collis acknowledged that Mrs Lort has retired from the profession and that her stated 

intention is not to practise again (p.2 of Mrs Lort’s statement dated 6 November 2018).  

He submitted that Mrs Lort’s intended retirement from the midwifery profession cannot, 

however, remove entirely any on-going risk, should the panel feel that there is a real risk 

Mrs Lort may put patients at an unwarranted risk of harm, bring the profession into 

disrepute and breach one of the fundamental tenets of the profession in the future. 

 

For all of the reasons set out above, Mr Collis invited the panel to make a finding of 

current impairment both in terms of the public interest and public protection  

 

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

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

Council (No 2) [2000] 1 A.C. 311, GMC v Meadow [2007] QB 462 (Admin), Nandi v 

GMC [2004] EWHC 2317 (Admin), Council for Healthcare Regulatory Excellence v (1) 

http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=34&crumb-action=replace&docguid=I2FA9FC80663911DBA565F1A94730B2D7
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Nursing and Midwifery Council (2) Grant [2011] EWHC 927 (Admin), and Cohen v GMC 

[2008] EWHC 581 (Admin). 

 

The panel noted that the question of whether Mrs Lort’s fitness to practise is impaired is 

a matter for the panel’s professional judgement. There is no burden or standard of proof 

at this stage.  

 

The panel adopted a two-stage process in its consideration, as advised. First, the panel 

determined whether the facts found proved amount to misconduct. Secondly, only if the 

facts found proved amount to misconduct, then the panel must decide whether, in all the 

circumstances, Mrs Lort’s fitness to practise is currently impaired as a result of that 

misconduct.  

 
Decision on misconduct 
 

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

regard to the terms of The Code (2008). 

 

The panel was of the view that Mrs Lort’s actions do amount to breaches of the Code as 

follows:  

 

The Preamble  

 

(i) Make the care of people your first concern, treating them as individuals and 

respecting their dignity; 

 

(ii) Work with others to protect and promote the health and wellbeing of those in your 

care, their families and carers and the wider community; 

 

(iii) Provide a high standard of practice and care at all times  
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Paragraph 4 – You must act as an advocate for those in your care, helping them to 

access relevant health and social care, information and support; 

 

Paragraph 21 – You must keep your colleagues informed when you are sharing the 

care of others; 

 

Paragraph 22 – You must work with colleagues to monitor the quality of your work and 

maintain the safety of those in your care; 

 

Paragraph 24 – You must work cooperatively within teams and respect the skills, 

expertise and contributions of your colleagues; 

 

Paragraph 26 – You must consult and take advice from colleagues when appropriate; 

 

Paragraph 28 – You must make a referral to another practitioner when it is in the best 

interests of someone in your care; 

 

Paragraph 35 – You must deliver care based on the best available evidence and best 

practice; 

 

Paragraph 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; 

 

Paragraph 43 – You must complete records as soon as possible after an event has 

occurred; 

 

Paragraph 61 – You must uphold the reputation of your profession. 

 

 The panel also considered Midwives Rules and Standards 2004 and found that Mrs 

Lort’s actions did amount to breaches as follows:  
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• Rule 6(3) – In an emergency, or where a deviation from the norm which is 

outside her current sphere of practice becomes apparent in a woman or baby during the 

antenatal, intranatal or postnatal periods, a practising midwife shall call such qualified 

health professional as may reasonably be expected to have the necessary skills and 

experience to assist her in the provision of care; 

 

• Rule 9(1) – A practising midwife shall keep, as contemporaneously as is 

reasonable, continuous and detailed records of observations made, care given and 

medicine and any form of pain relied administered by her to a woman or baby 

 

The panel then considered The NMC’s Record Keeping Guidance and found that the 

following sections applied: 

 

• Rule 4 – Your records should be accurate and recorded in such a way that the 

meaning is clear; 

 

• Rule 7 – You should record details of any assessments and reviews undertaken, 

and provide clear evidence of the arrangements you have made for future and ongoing 

care. This should also include details of information given about care and treatment. 

 

• Rule 8 – Records should identify any risks or problems that have arisen and 

show the action taken to deal with them; 

 

• Rule 9 – You have a duty to communicate fully and effectively with your 

colleagues, ensuring that they have all the information they need about the people in 

your care.  

 

Finally, the panel found that Mrs Lort breached the Trust’s Neonatal Care Guidelines 

(see p.314 of hearing bundle) in relation to Charge 2e in that Mrs Lort did not place 

Baby A in a hot cot/ incubator.  
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The panel noted that a breach or breaches of the Code do not automatically result in a 

finding of misconduct. The panel reminded itself that misconduct has to amount to 

serious professional misconduct.  

 

The panel had careful regard to the charges admitted and found proved on the 

evidence. The panel noted that these charges encompassed a number of fundamental 

aspects of basic midwifery practice.  

 

The charges before the panel represent three separate dates: 17 July 2008, 1 March 

2009 and 20 February 2013 when Mrs Lort failed to act appropriately with the obvious 

and serious health concerns of Mother B, Baby A and Mother D.  

 

The panel noted that the events of 1 March 2009 include significant record-keeping 

errors and a distinct failure by Mrs Lort to recognise that Baby A’s health was 

compromised at birth. Furthermore, Mrs Lort failed to take the appropriate clinical and 

procedural steps, in a timely fashion to ensure that Baby A received the necessary 

emergency medical treatment.  Consequently, as the panel has found, these omissions 

by Mrs Lort resulted in a loss of chance of survival of Baby A.  This loss of chance arose 

when Mrs Lort did not arrange an emergency transfer to take Baby A to a neonatal unit 

at 10:03am when Baby A was noted to be pale and floppy and at around 10:30am when 

she was noted to be ‘grunting’.  Furthermore, when Mrs Lort did, belatedly, seek 

emergency medical assistance, she then failed to provide effective resuscitation to Baby 

A and thereafter provide adequate handover or travel with Baby A to the hospital.    

 

The panel found in respect of charges 1, 2, 3 and 4, both separately and collectively, 

that Mrs Lort’s failings are so serious as to amount to professional misconduct. The 

panel found that Mrs Lort’s failings did fall seriously short of the conduct and standards 

expected of a registered midwife and amount to misconduct.  In respect of charge 3, a 

paramount fundamental tenet of midwifery was breached in that Mrs Lort failed to 

ensure that mother, baby and therefore public safety were protected.  
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Decision on impairment 
 
The panel next went on to decide if, as a result of this misconduct, Mrs Lort’s fitness to 

practise is currently impaired.  

 

Neither the Nursing and Midwifery Order nor the Rules define what is meant by 

impairment of fitness to practise. However, the NMC describes “fitness to practise” as a 

registrant’s suitability to remain on the Register without restriction. In deciding this 

matter, the panel has exercised its professional judgement.  

 

Midwives occupy a position of privilege and trust in society. They must make sure that 

their conduct at all times justifies both their patients’ and the public’s trust in the 

profession. In this regard the panel considered the judgement of Mrs Justice Cox in the 

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

Council (2) Grant [2011] EWHC 927 (Admin) in reaching its decision, in paragraph 74 

she said: 

 

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

reason of misconduct, the relevant panel should generally consider not 

only whether the practitioner continues to present a risk to members of the 

public in his or her current role, but also whether the need to uphold 

proper professional standards and public confidence in the profession 

would be undermined if a finding of impairment were not made in the 

particular circumstances.  

 

Mrs Justice Cox went on to say in Paragraph 76 of Grant: 
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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 

view the test would be equally applicable to other practitioners governed 

by different regulatory schemes. 

 

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

deficient professional performance, adverse health, conviction, 

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

impaired in the sense that s/he: 

 

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

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

 

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

medical profession into disrepute; and/or 

 

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

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

 

d. … 

 

The panel firstly considered whether Mrs Lort has in the past acted so as to put a 

patient or patients at unwarranted risk of harm; and/or has in the past brought the 

midwifery profession into disrepute; and/or has in the past breached one of the 

fundamental tenets of the midwifery profession. The panel found that there have, in the 

past, been numerous and fundamental breaches of the Code, the Midwives Rules and 
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Standards (2004), the NMC‘s Record Keeping Guidance and that the nature and extent 

of her misconduct is such that the first three limbs (a, b, and c) of the Shipman test, 

approved of in Grant, are engaged in her case.  

 

The panel next considered whether the first three limbs of the Shipman test are 

engaged when looking to the future and the risk of Mrs Lort repeating her failings. In this 

respect, the panel adopted the approach set out in Cohen. Firstly, the panel considered 

whether the misconduct is, in principle, remediable. Secondly, the panel considered 

whether there is evidence before it of remediation of any or all of the charges. In this 

respect, the panel gave careful consideration to the level of remorse expressed by Mrs 

Lort, insight shown by Mrs Lort into her shortcomings and any consequential 

remediation such as re-training. Thirdly, in the absence of evidence of remediation, the 

panel considered whether there is a real risk of her repeating her misconduct.  

 

The panel determined that Mrs Lort’s misconduct, which relates to a number of clinical 

failings and record-keeping errors, is capable of being remedied.  

 

The panel carefully considered the evidence before it of Mrs Lort’s remediation of her 

misconduct.  

 

The panel gave careful consideration to Mrs Lort’s statement dated 6 November 2018, 

her statement submitted for the Investigating Committee’s consideration of the case in 

December 2010, her letter dated 4 November 2010, a further letter dated 20 July 2010 

setting out various courses and learning undertaken by Mrs Lort, training documents 

and certificates, a reflective piece and supervisory reviews.  

 

The panel carefully considered whether Mrs Lort has shown genuine remorse since 

these incidents 

 

The panel found some evidence of remorse but that this reflected solely upon Mrs Lort’s 

own distress. This remorse was expressed at the Coroner’s Inquest and was limited to 
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the effect upon Mrs Lort’s own feelings.  The panel can find no remorse from Mrs Lort in 

respect of the impact her actions had upon Mother B, Baby A, Father C, Mother D, Mrs 

Lort’s work colleagues and the public.  

 

In assessing Mrs Lort’s level of insight, the panel had close regard to the reflective piece 

addressing the incident on the 1 March 2009 prepared by Mrs Lort.  In her conclusion, 

Mrs Lort stated that “… this was a very rare event for a Midwife Led Unit and I hadn’t 

anticipated the sudden deterioration in this baby, and therefore anticipated having more 

time to complete my notes to my usual high standard. However, I have learnt and 

changed my practise. I now take every opportunity to update my notes in a timely 

manner. I double glove to enable prompt recording during second stage.” The panel 

noted that Mrs Lort in this written piece only reflected upon her record keeping errors 

and not upon the effect that her failings had in respect of Mother B and Baby A. The 

panel found that this was a clear opportunity to fully discuss what went wrong and that 

Mrs Lort has singularly failed to address the serious facets of 1 March 2009.  

 

The panel noted the following passage from Mrs Lort’s statement submitted for the 

Investigating Committee’s consideration of the case in December 2010: “After [Baby A] 

had been transferred to Birmingham I approached [Mother B] with the intention of 

updating her...During my explanation [Mother B] understandably became very upset 

and I too became emotional. I was trying to the best of my ability to comfort [Mother B] 

however I was not aware of how traumatized I was myself by the experience. I left the 

room to regain my composure and try to arrange transport for [Mother B] to accompany 

her daughter. I don’t believe that my response reflected a lack of professionalism on my 

part. This was a rare and distressing incident.” The panel found that Mrs Lort appears to 

have no insight or acceptance as to her role in the events of 1 March 2009 or the effect 

her failings had upon others.   

 

The panel carefully considered Mrs Lort’s false claim that her entries in Mother B’s 

maternity records at page 86a of the Hearing Bundle were inaccurate. The panel 

canvassed whether there was any credible reason for Mrs Lort’s false claim. The panel 
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found, on the balance of probabilities that the only logical explanation for such a false 

claim is that it is an attempt by Mrs Lort to evade liability for her failure to act in a timely 

fashion on 1 March 2009. In this regard the panel found that this underscores Mrs Lort’s 

limited remorse and lack of insight.  Furthermore, the panel is concerned that there may 

be an attitudinal element to Mrs Lort’s false claim and that this may lead to her acting in 

a similar way in the future.  

 

The panel went onto consider any evidence of Mrs Lort remediating her failings.  

 

The panel noted that Mrs Lort attended a cardio tocograph (CTG) update on 10 

November 2009. This update was part of a study day which included obstetric 

emergencies. The panel also noted that the next CTG full day course was booked for 

“May 2010”. Mrs Lort did not complete a full day course in May 2010 but completed 

some 45 minutes of CTG study on 4 May 2010 which the panel found to be insufficient. 

 

Mrs Lort completed a record keeping study day on 16 June 2009. Mrs Lort also 

successfully completed a neonatal life support course on 8 March 2010 which was 

awarded by the Resuscitation Council (UK). The panel found that these courses were 

sufficient to address Mrs Lort’s shortcomings so far as record keeping and neonatal 

resuscitation are concerned.  

 

The panel is concerned that there is no evidence whatsoever of Mrs Lort undertaking 

any training in respect of the care of the new born. In particular, there is no evidence of 

Mrs Lort addressing the identification of an ill baby; monitoring of a new-born baby and 

communicating with relevant clinicians when a baby is unwell. The panel is also 

concerned that there is no evidence of any midwifery training being undertaken by Mrs 

Lort since October 2010.  

 

Whilst Mrs Lort has addressed her record-keeping shortcomings and updated her 

neonatal resuscitation skills, she has not addressed significant aspects of her practice 

which were found to be deficient. Furthermore, she has done nothing to continue to 
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address her failings since October 2010. Accordingly, the panel found that Mrs Lort has 

not fully remediated her shortcomings and that significant areas of her practice remain 

unaddressed and now outdated.  

 

In light of the panel findings above that Mrs Lort has not remediated her shortcomings, 

the panel decided that there is a real risk of her repeating her misconduct.  

 

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 midwifery profession and upholding the proper professional 

standards for members of those professions.  

 

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

protection and public interest grounds is required to reflect the gravity of Mrs Lort’s 

misconduct and to mark that her misconduct is unacceptable.   

 

Having regard to all of the above, the panel was satisfied that Mrs Lort’s fitness to 

practise is currently impaired both on public protection and public interest grounds.  

 

Determination on sanction 
 

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

order. The effect of this order is that the NMC Register will show that Mrs Lort’s name 

has been removed from it. 

 

In reaching this decision, the panel has had regard to all of the evidence in this case. 

The panel heard submissions from Mr Collis, on behalf of the NMC. Mrs Lort made no 

submissions to the panel at this stage.  
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Mr Collis outlined the NMC sanction bid for a striking off order on the grounds of public 

protection and satisfying the wider public interest.  

 

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

 

The panel took into account the guidance set out in the NMC’s Sanctions Guidance 

(SG). It had regard to the principle of proportionality, weighing Mrs Lort’s interests 

against the public interest. The panel bore in mind that the purpose of a sanction is not 

to be punitive, although it may have that effect, it is intended to protect patients and 

serve the wider public interest. The wider public interest includes maintaining public 

confidence in the profession and the NMC as its regulator, and declaring and upholding 

proper standards of conduct and behaviour.  

 

Any sanction imposed must be no more than is necessary to protect the public and 

satisfy the public interest. The panel was careful to ensure that its actions reflected its 

view of Mrs Lort’s misconduct and not the fact that she has not been present at the 

hearing. The panel took full account of Mrs Lort’s statement dated 6 November 2018 

and supporting documentation.  

 

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

considering sanction, can consider the following courses of action in ascending order, 

beginning with the least restrictive sanction: take no action, make a caution order for 

one to five years, make a conditions of practice order for no more than three years, 

make a suspension order for a maximum of one year, or make a striking-off order. 

 

Before making its decision on the appropriate and proportionate sanction, the panel 

considered any aggravating and mitigating features in Mrs Lort’s case.  

 

The panel found the aggravating factors to be: 

 

Aggravating factors: 
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• Mrs Lort’s lack of insight into her failings. 

• Mrs Lort’s shortcomings involved a pattern of misconduct over a long period of 

time (July 2008, March 2009 and February 2013). 

• Mrs Lort’s conduct put patients at risk of suffering harm.  

• Mrs Lort has shown no meaningful remorse in relation to her failings.  

 
The panel found the mitigating factors to be:  

 
 
Mitigating factors 
 

• Mrs Lort has engaged with the NMC.  

• Mrs Lort has engaged through Thompsons during the hearing.  

• Mrs Lort made early admissions to some of the charges, namely charges 1, 2a, 

2d (iii), 2h and the entirety of charge 4.   

• There have been no previous referrals, outside of the facts relating to charge 2, 

to the NMC or regulatory findings against Mrs Lort since she was first registered 

as a nurse in November 1984 and as a midwife in September 1986.   

• Mrs Lort has evidence of some retraining in the areas of record keeping and 

neonatal resuscitation.  

 

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

inappropriate in view of the seriousness of the case. The panel has identified that there 

is a real risk of Mrs Lort repeating her misconduct and that there is a need to protect the 

public and to address the public interest. The panel therefore determined that it would 

be wholly inappropriate to take no further action.  

 

The panel next considered whether to make a caution order. The panel took into 

account the SG, which states that a caution order maybe appropriate where “the case is 

at the lower end of the spectrum of impaired fitness to practise and the Fitness to 

Practise Committee wishes to mark that the behaviour was unacceptable and must not 
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happen again”. The panel decided that Mrs Lort’s misconduct is not at the lower end of 

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

of the case and the real risk of her repeating her failings. The panel decided that a 

caution order would not adequately protect the public and would not satisfy the wider 

public interest.  

 

The panel next considered whether to impose a conditions of practice order. The panel 

was mindful that any conditions imposed must be relevant, proportionate, workable and 

measurable.  

 

The panel found that there are identifiable areas of Mrs Lort’s practice which are in need 

of and capable of being assessed and subject to retraining. However, the panel is 

concerned that there are a number of matters which preclude the making of a conditions 

of practice order.  

 

The panel had careful regard to the seriousness of this case and the finding against Mrs 

Lort in charge 3. The panel noted from Mrs Lort’s statement dated 6 November 2018 

that she retired sometime in 2017 and “…would not wish to practise again.”  The panel 

also noted that Mrs Lort has not provided evidence of clinical training since October 

2010 or that she has kept her practice as a midwife up-to-date. In these circumstances, 

the panel could find no potential willingness to engage and respond positively to 

retraining in the future. Consequently, the panel could not devise any workable 

conditions of practice.  The panel noted its finding that Mrs Lort has no insight into her 

shortcomings and the effect that this has had upon patients, work colleagues, midwives 

and the public. The panel is concerned that as Mrs Lort has made no evaluation and 

appreciation of her misconduct, then patients are likely to be put in danger either directly 

or indirectly if the panel imposed conditional registration. The panel also had regard to 

its finding that it was concerned that there may be an attitudinal element to Mrs Lort’s 

false claim that her entries in Mother B’s maternity records at page 86a of the hearing 

bundle were inaccurate. The panel found, on the balance of probabilities, that there is 

some evidence of Mrs Lort having an attitudinal problem.   
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The panel, in light of the above concerns, determined that a conditions of practice could 

not be devised which would satisfactorily and proportionately address the issues of 

concern in this case. The panel concluded that a conditions of practice order would not 

adequately mark the seriousness of Mrs Lort’s misconduct, nor would it satisfy the wider 

public interest in declaring and upholding standards of behaviour and maintaining public 

confidence in the profession and its regulator.  

 

The panel next considered imposing a suspension order. A suspension order is 

intended to convey a message to the registrant, the profession and the wider public as 

to the gravity of unacceptable and inappropriate behaviour which, in the particular 

circumstances of a case, falls short of being fundamentally incompatible with continued 

registration. A period of suspension can also serve to provide a practitioner with an 

opportunity to reflect on their misconduct and to take action to commence the process 

of remediation or improvement in competence to achieve the level required for 

unrestricted practice. 

 

The panel firstly considered whether the seriousness of this case requires temporary 

removal from the register and, secondly, whether a period of suspension will be 

sufficient to protect patients and the public interest.   

 

The panel found that the events of 1 March 2009 not only represent significant record 

keeping errors on the part of Mrs Lort, but also represent a distinct failure on her part to 

recognise that Baby A’s health was compromised at birth and to take appropriate steps, 

in a timely fashion, to ensure that she received the necessary emergency medical 

treatment. Furthermore, when Mrs Lort did, belatedly, seek urgent medical assistance, 

she failed to provide adequate resuscitation, an adequate handover or travel with Baby 

A to the hospital. The panel has already determined that these omissions by Mrs Lort 

led to a loss of a chance of survival for Baby A. In these circumstances, the panel 

determined that this case is serious and that the nature and extent of the departure from 



 
 
 

50 

the standards to be expected of a registered midwife by Mrs Lort are such so as to 

satisfy the criteria in the two questions above.   

 

The panel then had careful regard to further relevant paragraphs of the SG. It took into 

account the following paragraphs which are examples of when a suspension order 

might be appropriate: 

 

• a single instance of misconduct but where a lesser sanction is not sufficient 

• no evidence of harmful deep-seated personality or attitudinal problems 

• no evidence of repetition  of behaviour since the incident 

• the Committee is satisfied that the nurse or midwife has insight and does not      

pose a significant risk of repeating behaviour 

 

The panel found that Mrs Lort’s misconduct during three separate incidents over a 

significant period of time involved fundamental and serious failings which put patients in 

her care at risk of suffering harm. Consequently, Mrs Lort’s misconduct does not relate 

to a single instance where a lesser sanction maybe appropriate. 

 

In respect of the second bullet point above, the panel has made a finding that there is 

an attitudinal element to Mrs Lort’s false claim regarding the accuracy of Mother B’s 

maternity records.  

 

Whilst there is no evidence of Mrs Lort repeating her behaviour since February 2013, 

the panel is concerned that having made an error of judgement in July 2008 Mrs Lort 

went onto the misconduct in charges 2 and 3, and thereafter the shortcomings in charge 

4. The panel also noted that the failings in charge 4 occurred after Mrs Lort was first 

referred to the NMC following the events in charge 2.  The panel is concerned that 

these incidents of misconduct were repeated over a significant period of time.  

 

The panel next considered whether it is satisfied that Mrs Lort has insight and does not 

pose a significant risk of repeating her behaviour. The panel has found that Mrs Lort has 



 
 
 

51 

no insight into the effect that her actions have had upon Mother B, Baby A, Father C, 

Mother D, work colleagues, midwives and the public. Accordingly, the panel found that 

there is a real risk of Mrs Lort repeating her behaviour.  

 

In the above circumstances the panel found that this is not a case where a period of 

suspension would be appropriate or sufficient to protect the public or satisfy the public 

interest in upholding standards and maintaining confidence in the nursing profession. 

 

The panel next considered the making of a striking off order. 

 

The panel had careful regard to the following guidance from the SG: 

 

• Can public confidence in the [midwifery profession] and the NMC be maintained 

if the midwife is not removed from the register? 

• Is striking-off the only sanction which will be sufficient to protect the public 

interest? 

• Is the seriousness of the case incompatible with ongoing registration?  

 

The panel has found that Mrs Lort’s misconduct was a serious departure from the 

relevant professional standards expected of a registered midwife. Furthermore, the 

panel has found that Mrs Lort’s conduct put patients at risk of suffering harm. This harm, 

the panel decided, was serious physical and emotional harm. The panel noted that Mrs 

Lort has shown no insight into the seriousness of her actions or consequences. 

The panel found that this lack of insight is persistent in that Mrs Lort has had a 

significant period of time since the events of July 2008, March 2009 and February 2013 

to reflect upon her conduct and has not placed any persuasive evidence of insight 

before it. The panel found Mrs Lort’s written reflective piece to be largely self-serving 

and did not address the effect that her misconduct has had upon others.  

 

For all these reasons above, the panel concluded that a striking-off order is the only 

appropriate and proportionate sanction. Mrs Lort’s misconduct represents a serious 
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departure from the standards expected of a registered midwife and put patients at risk 

of suffering serious harm.  

 

Given Mrs Lort’s lack of meaningful remorse, insight, remediation and the real risk of 

her repeating her shortcomings, the panel concluded that her misconduct was 

fundamentally incompatible with her being a registered midwife.  

 

The panel is satisfied that a striking off order is the only sanction sufficient to protect the 

public. The panel also concluded in respect of the public interest that public trust and 

confidence in the midwifery profession and in the regulatory process would not be 

sustained if the panel were not to remove Mrs Lort from the Register.  

 

The panel was mindful of the potential impact that such an order may have on Mrs Lort 

but taking full account of the important principle of proportionality, the panel was of the 

view that the interests of the public outweigh Mrs Lort’s own interests.  

 

The panel, therefore, directs the Registrar to strike Mrs Lort’s name from the Register. 

She may not apply for restoration until five years after the date that this decision takes 

effect.  

 

 
Determination on interim order 
 

The striking off order will take effect 28 days from the date when notice of it is served 

upon Mrs Lort.  

 

The panel considered whether it was appropriate to impose an interim order to cover 

the appeal period before the substantive order takes effect, or to cover any time 

required for an appeal of the substantive decision in this case to be heard. 
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Article 31 of the Nursing and Midwifery Order 2001 outlines the criteria for the 

imposition of an interim order. The panel may make an interim order on one or more of 

three grounds:  

 

• Where it is satisfied that it is necessary for the protection of members of the    

            public; 

• Where it is satisfied that such an order is otherwise in the public interest; 

• Where it is satisfied that such an order is in the interests of the registrant.  

 

The panel may make an interim conditions of practice order or an interim suspension 

order for a maximum period of 18 months. 

 

Mr Collis made an application for the imposition of an interim suspension order for a 

period of 18 months on the grounds that it was necessary for the protection of the 

public, and that it was otherwise in the public interest. He submitted that such an order 

was appropriate and proportionate, in the light of the panel’s findings that there remains 

a real risk of repetition of the misconduct found proved. He informed the panel that any 

interim order imposed would lapse if no appeal of the panel’s decision is lodged. Mr 

Collis submitted that an 18 month interim suspension order was necessary to allow for 

any appeal process. 

 

In reaching its decision, the panel had regard to the submissions made by Mr Collis on 

behalf of the NMC and accepted the advice of the legal assessor.   

 

The panel first considered an interim conditions of practice order but determined that, 

for the reasons set out above in its preceding determination, such an order would not be 

appropriate in that it would not protect the public nor would it adequately address the 

public interest. 

 

For all the reasons set out in the panel’s determination thus far, and in all the 

circumstances of this case, the panel decided to impose an interim suspension order for 
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18 months on the grounds that it was necessary for the protection of the public and that 

it was otherwise in the public interest.  

 

The panel was concerned that, in the light of the reasons set out above for imposing a 

striking off order, members of the public would not be protected and confidence in the 

NMC’s regulatory process would be damaged if, pending an appeal, there was no 

interim order preventing Mrs Lort from working as a registered midwife before the 

substantive order takes effect.  

 

The panel determined that the order should run for a period of 18 months to allow for 

any appeal process and that such an order was both appropriate and proportionate. Any 

hardship caused by the order was outweighed by the public interest. 

 

If at the end of the appeal period of 28 days Mrs Lort has not lodged an appeal, the 

interim order will lapse and will be replaced by the substantive order. On the other hand, 

if Mrs Lort does lodge an appeal, the interim order will continue to run.  

 

That concludes these proceedings.  
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