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Nursing and Midwifery Council  
Fitness to Practise Committee 

Substantive Meeting  
 

4 September 2018 
 

Nursing and Midwifery Council, 2 Stratford Place, Montfichet Road, London, E20 1EJ 
 
Name of registrant: Linda Jane Sanderson 
 
NMC PIN:  93H0016E 
 
Part(s) of the register: Registered Midwife 
 RM: Midwife (26/08/1996) 
 
Area of Registered Address: England 
 
Type of Case: Misconduct 
 
Panel Members: Kathryn Eastwood (Chair, Registrant member) 

Christina McKenzie (Registrant member) 
Ian Dawes (Lay member) 

 
Legal Assessor: Ben Stephenson  
 
Panel Secretary: Rob James 
 
Consensual Panel Determination: Accepted 
 
Facts proved: All  
Facts not proved: None 
Fitness to practise: Impaired 
Sanction: Striking off order 
Interim Order: Interim suspension order (18 months) 
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Service of Notice of Hearing 

 

The panel first considered whether Notice of this meeting has been served in 

accordance with the Nursing and Midwifery Council (Fitness to Practise) Rules 2004.  

It was presented with information that Notice was sent by recorded delivery and first 

class post to Mrs Sanderson’s registered address on 25 May 2018.  Track and trace 

indicates that the notice was collected from “Scunthorpe DO” on 30 May 2018 and 

signed for in the name of “Sanderson”. 

 

The legal assessor advised that service had been effected in accordance with the 

Rules.  

 

The panel is satisfied that by sending notification of the meeting to her registered 

address, Mrs Sanderson has been served with Notice in accordance with the 

requirements of the Rules.  

 

Consensual panel determination 

The panel had regard to the fact that prior to this meeting a provisional agreement of a 

consensual panel determination had been reached with regard to this case between the 

NMC and Mrs Sanderson. The panel was provided with a copy of the CPD agreement 

and other documents including an undated reflective piece and a handwritten “Further 

reflection” from Mrs Sanderson dated 30 January 2018.   

 

The agreement, which was put before the panel, sets out Mrs Sanderson’s full 

admission to the facts alleged in the charges, that Mrs Sanderson’s actions amounted 

to misconduct and that Mrs Sanderson’s fitness to practise is currently impaired by 

reason of that misconduct. It is further stated in the agreement that an appropriate 

sanction in this case would be a striking off order.  

 

The panel has considered the provisional agreement reached by the parties.  
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That provisional agreement reads as follows: 

 

Fitness to Practise Committee 

Consensual panel determination: provisional agreement 

 

1. Ms Sanderson has agreed that this case will be dealt with at a meeting and is 

content that it should proceed in the absence of her and her representative.  

 

2. The Nursing and Midwifery Council (hereafter “NMC”) and Linda Jane Sanderson 

(hereafter “the Registrant”), PIN 93H0016E (hereafter, collectively “the parties”) 

agree as follows: 

 

Charges 

 

3. The Registrant admits the following charges: 

 

That you, whilst working as a registered midwife at Scunthorpe Hospital, 

 

1. On 11 December 2014 whilst responsible for the care of Mother A and Baby A 

failed to recognise and/or failed to act when the heart rate of Baby A suggested 

possible fetal distress; 

 

2. Did not ensure that the fetal heart rate was auscultated every 5 minutes in the 

second stage of labour;  

 

3. Failed to appropriately assess the blood–stained liquid passed when Mother A 

was in the birthing pool;  

 

4. Failed to escalate care of Mother A and Baby A when it was noted that the 

amniotic fluid suggested possible fetal distress on the following occasions; 
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4a) When meconium was first noted by the Student Midwife 

and/or; 

 

4b) When meconium was noted in the later stages of labour;  

 

5. Failed to make a timely escalation of care of Mother A and Baby A when the 

second stage of labour lasted longer than 60 minutes;  

 

6. Failed to keep clear and accurate records of the care that you gave to Mother A 

in that you; 

 

6a) Did not document that you had administer Syntometrine to Mother A; 

6b) Did not countersign medical records made by the student midwife when 

Midwife Davies was not present;  

6c) Did not document that the placenta had been delivered;  

 

7.  Did not use the emergency call buzzer when Baby A was born in poor condition;  

 

8.  Between 28 September 2015 and 20 May 2016 did not successfully complete 

the LSA Practice Programme. 

 

And, in light of the above, your fitness to practice is impaired by way of your 

misconduct. 

 

Agreed Facts 

 

4. On 11 December 2014 the Registrant was working the night shift as a Band 6 

midwife at Scunthorpe Hospital. The Registrant was an experienced midwife, having 

qualified in 1996. Since qualification, she had spent her entire career at Scunthorpe 

Hospital. On this particular shift, the Registrant was assisting another midwife, 



 5 

Colleague 3 with the water birth of Mother A. There was also a student midwife 

present, Colleague 1.  

 

5. Mother A gave birth to Baby A who was born in a poor condition. Baby A had to be 

separated from her parents and spent time on the neonatal intensive care unit. An 

investigation into the birth was undertaken by Colleague 2, Supervisor of Midwives. 

As a result of this investigation, the Registrant was placed on an LSA practice 

programme for 450 hours. This began on 19 October 2015. The programme was 

due to be completed by 30 March 2016. However, an extension was granted until 4 

May 2016. At a meeting on 28 April 2016, it was confirmed that the Registrant had 

failed to complete the programme. The Registrant was subsequently referred to the 

NMC by the Trust on 17 May 2016. 

 

Charge 1 

 

1. On 11 December 2014 whilst responsible for the care of Mother A and Baby A 

failed to recognise and/or failed to act when the heart rate of Baby A suggested 

possible fetal distress; 

 

6. At 03:46 on 11 December 2014 the fetal heart rate was recorded at a rate of 

120bpm. The three previous readings had been 150bpm, 152bpm and 148bpm. A 

deceleration of the fetal rate is defined as a drop of at least 15bpm from baseline 

rate for at least 15 seconds. Therefore, the Registrant should have been concerned 

about this deceleration. The normal baseline for the fetal heart rate is 110 to 160 

beats per minute. However, it is also based on what the fetal heart rate has been. 

For example, if the fetal heart rate has been an average of 120bpm throughout the 

first stage of labour, if it suddenly increases to 150bpm, this is a significant change 

for the baby, even though that figure is within the normal range.  

 

7. A change in fetal heart rate can be a sign that the baby is in distress. Fetal distress 

can cause hypoxia (low oxygen levels) which can lead to permanent neurological 
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damage and where prolonged, can result in intra-uterine death. As an experience 

midwife, the Registrant should have recognised and taken action as a result of the 

change in fetal heart rate. She should have discussed this with Colleague 3 and 

suggested starting a continuous fetal monitoring trace. The fetal heart rate was 

being measured using a handheld Doppler device. Where there is a deviation in the 

fetal heart rate, intermittent auscultation should be converted to continuous fetal 

monitoring. The Registrant should also have escalated the deviation in fetal heart 

rate to the Midwife Co-Ordinator who was at the nurses’ station approximately four 

rooms away.  

 

8. During an investigatory interview with the Registrant on 21 April 2015, she said she 

could not remember anything about this case. However, having been given the 

information regarding the deviation in fetal heartbeat, the Registrant said with 

hindsight, she would have acted differently. The Registrant also said during this 

interview that she must have been aware of the deviation in fetal heartrate, as she 

was there in the room at the time. When asked if it concerned her at the time, the 

Registrant said she did not recall at the time but now that she was made aware of 

the decelerations, it did concern her. 

 

Charge 2  

 

2. Did not ensure that the fetal heart rate was auscultated every 5 minutes in the 

second stage of labour; 

 

9. The witness Colleague 2, Supervisor of Midwives confirms that NICE guidance for 

the second stage of labour (the active, pushing stage) is to listen to and record the 

fetal heart at 5 minute intervals. In the case of Mother A, the fetal heartrate had not 

been recorded for 12 minutes between 03:34 and 03:36. The next recording of the 

fetal heartrate was at 04:00hrs, some 14 minutes later. The fetal heartrate 

recordings from this time to delivery of the baby never returned to the previous 

baseline rate of 150bpm. 
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10. At the investigatory interview, the Registrant said she had no recollection of why the 

fetal heartrate either was not auscultated or recorded every 5 minutes during the 

second stage of labour. When asked if she was doing the auscultation the Registrant 

said she was doing some of it. When asked if she had called out the fetal heartrate, 

the Registrant said yes. She said she would have held the Sonicaid and shown it to 

the others in the room.  

 

 

 

 

Charge 3 

 

3. Failed to appropriately assess the blood–stained liquid passed when Mother A 

was in the birthing pool; 

 

11. Blood stained liquor was identified during the first stage of Mother A’s labour. 

According to her notes, it was noted at 02.35 that the liquor was blood stained and 

marked on the partogram at this time. The student midwife described the liquor as a 

blood stained ‘show’. This is a normal physiological part of labour and if the birth had 

not taken place in a birthing pool, there would be no issue. However, in a water birth, 

blood flowing into the pool is difficult to assess because of the amount of 

surrounding water. Water birth guidelines state that if there is a significant blood 

loss, the patient should be asked to exit the birthing pool. The Registrant confirmed 

at interview that she was familiar with these guidelines. 

 

12. At the time the blood stained liquor was first identified, Colleague 3 was not in the 

room. She had documented in the notes the time she left and re-entered the room 

for a break. Therefore, the Registrant was the only qualified midwife present when 

the blood stained liquor was identified. As such, the Registrant should have asked 
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Mother A to exit the birthing pool to assess the blood loss as she would have been 

the midwife responsible for her care at that time. 

 

Charge 4 

 

4. Failed to escalate care of Mother A and Baby A when it was noted that the 

amniotic fluid suggested possible fetal distress on the following occasions; 

 

4a) When meconium was first noted by the Student Midwife 

and/or; 

 

13. The Registrant failed to take any action when it was noted that the amniotic fluid was 

meconium stained. According to the patient’s notes, meconium liquor was first noted 

at 05:08hrs. The student midwife said in her investigatory interview that she 

remembered saying out loud that there was meconium liquor. Meconium is the first 

stool a baby will pass. When this appears in the liquor, it indicates that the baby has 

had its bowels opened in the womb. This can be a sign of fetal distress.  

 

14. The Registrant should have escalated this matter to the Midwife Co-Ordinator. 

During her investigatory interview, the Registrant accepted that with hindsight, she 

should have called for a paediatrician. However, the Registrant said she had no 

recollection of the amniotic fluid being stained with meconium. Colleague 3 was 

clear in her interview that the Registrant was present in the room and sitting with the 

patient at the time. 

 

4b) When meconium was noted in the later stages of labour; 

 

15. If meconium becomes thicker, this can indicate a problem. If the baby is distressed, 

they have a gasping reflex. The danger is that the baby will inhale the meconium 

which can lead to significant health problems for the baby. During the latter end of 

the second stage of Mother A’s labour, Colleague 3 noted a thick meconium was 
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present. The presence of this thick meconium is indicative of the baby passing a 

fresh stool. This can be related to hypoxia in the baby as they will physiologically 

protect the brain and vital organs by diverting oxygenated blood from less essential 

tissues such as the bowel and skin. Hence, the bowels will open. This thick 

meconium should have been identified as concerning by the Registrant and she 

should have escalated the matter. 

 

Charge 5 

 

5. Failed to make a timely escalation of care of Mother A and Baby A when the 

second stage of labour lasted longer than 60 minutes; 

 

16. The second stage of Mother A’s labour took 1 hour and 48 minutes. A low risk 

primigravida (first baby) mother would be expected to deliver imminently within an 

hour. Colleague 2 confirms that NICE guidelines state for nulliparous women (having 

never had a baby previously) delay should be suspected if progress is inadequate 

after 1 hour of active second stage labour. In this case, an episiotomy was 

performed to speed up the delivery as progress in the second stage of labour was 

delayed even though Mother A was pushing well and having strong, frequent and 

regular expulsive contractions. After an episiotomy, it is expected the baby’s head 

would deliver on the next contraction or the contraction after that, but mainly on the 

first contraction. In this case, the baby’s head had not delivered after two further 

contractions. This, along with the presence of thick meconium and an increased fetal 

heartrate should have been identified as concerning by the Registrant. There was a 

potential harm in that the baby was getting more distressed. Even after the 

episiotomy, the baby’s delivery was delayed by 15 minutes. The Registrant should 

have escalated this delay in second stage labour to the Midwife Co-Ordinator in the 

first instance and probably the Registrar. 

 

17. The Registrant accepted during her interview that this should have been escalated. 
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Charge 6 

 

6. Failed to keep clear and accurate records of the care that you gave to Mother A 

in that you; 

 

6a) Did not document that you had administer Syntometrine to Mother A; 

 

18. The Registrant failed to make any records of the direct care she provided to Mother 

A. In fact, she made no entries in the notes at all. The Registrant administered 

Syntometrine to Mother A. Syntometrine is a drug that is administered to the mother 

following the delivery of a baby. It makes the uterus contract and helps to expel the 

placenta. As the Registrant administered this drug to Mother A, this was an act of 

direct care and it was her responsibility to document this care.  

 

19. At interview, the Registrant accepted she had administered Syntometrine and had 

not documented this as she should have.  

 

6b) Did not countersign medical records made by the student midwife when 

Colleague 3 was not present;  

 

20. At the time when Colleague 3 was on a break, the Registrant should have 

countersigned any records made by the student midwife. She failed to do this. 

During the investigatory interview, the Registrant said she could not recall Colleague 

3 going on a break and could not remember anyone leaving the room at any time. 

She further said she could not recall being in the room without Colleague 3 and that 

if she had been left alone with a student midwife, she would ‘most definitely’ have 

countersigned her notes.  

 

6c) Did not document that the placenta had been delivered;  
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21. During the investigatory interview, the Registrant accepted that she had delivered 

the placenta but had failed to document this in Mother A’s records. The Registrant 

gave no reason for her omissions and failures during interview. Rather, she 

maintained that she had no recollection about any of the events that took place 

during this episode of care.  

 

Charge 7 

 

7. Did not use the emergency call buzzer when Baby A was born in poor condition;  

 

22. Baby A was born in poor condition and was described as ‘really floppy’ and making 

no respiratory effort. The Registrant admitted at interview that she did not use the 

emergency call buzzer. Rather, she went to get help by shouting down the corridor. 

The Registrant accepts in her reflective piece (Appendix 1) that she should have 

used the emergency buzzer and whilst fortunately, her call for help was heard, she 

realises this was inadequate. She further acknowledges that the persistent lack of 

communication could have led to more dire circumstances than the eventual 

outcome. 

 

Charge 8 

 

8. Between 28 September 2015 and 20 May 2016 did not successfully complete the 

LSA Practice Programme. 

 

23. Following the investigation of the above incident it was decided that the Registrant 

would undertake a LSA Practice Programme consisting of 450 hours as 

supernumerary with direct supervision. This programme was agreed at a meeting on 

28 September 2015 and four proficiencies were identified – accountability, 

professional practice, record keeping and communication. Colleague 4 was 

appointed the Registrant’s Supervisor of Midwives.  
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24. [PRIVATE] 

 

25. [PRIVATE] 

 

26. The programme officially began on 19 October 2015. Early on in the programme, 

there were concerns about the Registrant’s compliance and motivation. For 

instance, she failed to attend for a night shift without letting anybody know and when 

questioned about her academic work simply replied she was fine and getting on with 

it. However, the Registrant failed to provide any evidence of her academic 

assignments or the log she was supposed to be keeping to document her progress.  

 

27. Colleague 4 became increasingly concerned and a second meeting was held on 2 

December 2015. At this meeting, it became apparent that the arrangement for the 

Registrant to work at the Trust’s sister hospital Grimsby Hospital was not working. 

This was due to a number of factors including the long journey for the Registrant and 

the fact she was having difficulty with her mentors there. Colleague 4 was not sure 

the Registrant was getting the support she needed at Grimsby and noted that 

[PRIVATE] 

 

28. As a result, the Registrant was moved from Grimsby to Scunthorpe Hospital in 

January 2016, where she continued the programme with two new mentors. 

However, there was still no evidence provided of any academic work or the 

Registrant’s progress log, despite the fact the Registrant was given an hour at the 

end of each shift to complete this log. [PRIVATE] 

 

29. Following approximately five episodes of sickness, it was agreed that a meeting 

would take place at the Registrant’s house. At this meeting on 10 March 2016, the 

Registrant became upset when asked to provide evidence of her progress by way of 

a reflective portfolio. The Registrant was ‘distraught’ and said she ‘wasn’t clever 

enough’ to do this. She was reassured by her Supervisor that they would help her in 
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any way they could but ultimately she needed to do the work to get the evidence for 

her folders.  

 

30. The Registrant failed to attend any of the clinical and section review meetings and 

clinical governance meetings arranged by her Supervisor over a period of six 

months. Her Supervisor described the Registrant as having no initiative at all and 

needing everything to be handed to her. Following the meeting on 10 March 2016, 

the Registrant’s Supervisor sought an extension for the programme to be completed. 

This extension was granted. The Registrant was informed that if the programme was 

not completed by the end of the extension, the matter would be referred to the 

regulator. 

 

31. The programme was extended for a further 150 hours which meant a completion 

date of 4 May 2016. Her supervisors tried to meet with the Registrant regularly and 

spent hours with her auditing her notes. However, the Registrant did not seem to 

understand the seriousness of the situation and appeared quite calm. Colleague 4 

noted that the problems continued in the same vein and the Registrant went off sick 

again in April 2016.  

 

32. Whilst the Registrant did submit the academic assignment, the overall programme 

was not completed as the Registrant had not met the required competencies and 

had not provided reflective pieces. Neither had she attended any of the clinical 

governance meetings as required, which were very important. The meetings ran 

every month so the Registrant had nine opportunities to attend, but failed to.  

 

33. Her Supervisor describes the Registrant as demonstrating an ongoing lack of 

motivation and a lack of understanding of the importance of being engaged in the 

programme. This was echoed by her mentors in Scunthorpe who both raised 

concerns about her motivation, clinical skills and record keeping in April 2016. They 

were unable to sign the Registrant off as competent as a result. 
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34. Following a meeting on 28 April 2016 where it was clear the programme would not 

be completed on time, the decision was made to refer the Registrant to the NMC for 

non-completion of the programme. 

 

35. Since then, the Registrant has worked as a Healthcare Assistant and has expressed 

a desire to leave the midwifery profession.  

 

36. The Registrant sets out her intention not to practice in the future and has made 

admissions to the regulatory concerns in her further reflective piece annexed at 

Appendix 2. 

 

Misconduct 

 

37. The Registrant accepts that her actions fell far below the standards expected of a 

registered midwife and therefore amount to serious misconduct going to the heart of 

her fitness to practise. 

 

38. The Registrant accepts that her actions amount to serious professional misconduct 

and does not seek to suggest that her practice at the relevant time was impaired by 

any health condition. 

 

39. The Registrant made a series of basic failings in fundamental aspects of midwifery 

care ranging from monitoring the fetal heartrate to escalating concerns and 

documenting care. Furthermore, the Registrant has not been able to provide any 

explanation or reason for her failings, despite being an experienced midwife of some 

18 years’ experience at the time. Finally, the Registrant has failed to complete the 

LSA practice programme for reasons that appear to have more to do with lack of 

motivation and willingness than any sort of lack of competence.  

 

40. The parties considered the comments of Lord Clyde in the case of Roylance v GMC 

(No.2) [2000] 1 AC 311 where he described misconduct as: 
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“… a word of general effect, involving some act or omission which falls short of what 

would be proper in the circumstances. The standard of propriety may often be found by 

reference to the rules and standards ordinarily required to be followed”.  

 

41. The Registrant accepts that her actions in respect of Charges 1 – 7 breached the 

following sections of the NMC Code: Standards of Conduct, Performance and Ethics 

for Nurse and Midwives (2008): 

 

The Preamble 

 

The people in your care must be able to trust you with their health and wellbeing. To 

justify that trust, you must: 

 

 Make the care of people your first concern… 

 Work with others to protect and promote the health and wellbeing of those in 

your care… 

 Provide a high standard of practice and care at all times; 

 … uphold the reputation of your profession. 

 

As a professional, you are personally accountable for actions and omissions in your 

practice, and must always be able to justify your decisions. 

 

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

others. 

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

maintain the safety of those in your care. 

Para 23   You must facilitate students… to develop their competence. 

Para 24  You must work co-operatively within teams and respect the skills, 

expertise and contributions of your colleagues. 
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Para 25  You must be willing to share your skills and experience for the benefit of 

your colleagues. 

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

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

interests of someone in your care. 

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

practice. 

Para 38  You must have the knowledge and skills for safe and effective practice 

when working without direct supervision 

Para 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. 

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

occurred. 

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

 

42. The Registrant further accepts in respect of Charge 8 that her actions breached the 

following sections of the NMC Code: Professional Standards of Practice and 

Behaviour for Nurses and Midwives (2015): 

 

6.2  Maintain the knowledge and skills you need for safe and effective practice 

8.4  Work with colleagues to evaluate the quality of your work… 

9.2  Gather and reflect on feedback from a variety of sources, using it to improve your 

practice and performance 

20   Uphold the reputation of your profession at all times 

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

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

nurses and midwives to aspire to 

22.3  Keep your knowledge and skills up to date, taking part in appropriate and regular 

learning and professional development activities that aim to maintain and develop your 

competence and improve your performance 
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43. The Registrant also accepts that her conduct in respect of Charges 1 – 7 breached 

the following sections of the Midwives Rules and Standards 2012: 

 

Rule 5(2)  

You must make sure the needs of the woman and her baby are the primary focus of 

your practice and you should work in partnership with the woman and her family, 

providing safe, responsive, compassionate care in an appropriate environment to 

facilitate her physical and emotional care throughout childbirth. 

 

Rule 5(4) 

In an emergency, or where a deviation from the norm, which is outside of your current 

scope of practice, becomes apparent in a woman or baby during childbirth, you must 

call such health or social care professionals as may reasonably be expected to have the 

necessary skills and experience to assist you in the provision of care. 

 

 

 

Impairment 

 

44. The Registrant accepts that her fitness to practice was and is currently impaired by 

reason of her misconduct, adopting the formulation set out by Mrs Justice Cox in 

CHRE v (1) NMC and (2) Grant [2011] EWHC 927 (Admin) and the questions posed 

specifically by Dame Janet Smith in her Fifth Report to The Shipman Inquiry. The 

Registrant acknowledges that a consideration of current fitness to practise looks 

backwards as well as forwards and accepts that she:  

 

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; 

b. Has in the past brought, and/or is liable in the future to bring the nursing 

profession into disrepute; 
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c. Has in the past breached, and/or is liable in the future to breach one of the 

fundamental tenets of the nursing profession 

d. …  

 

45. It is agreed that the Registrant’s failures in care placed both Mother A and Baby A at 

unwarranted risk of harm. Her failings relate to basic and fundamental aspects of 

midwifery including monitoring the fetal heartrate, responding to signs of distress, 

failure to escalate and record-keeping. Each of these failings both individually and 

cumulatively placed Mother A and Baby A at risk of harm. It is apparent that Baby A 

was born in a poor condition and had to be separated from her parents and brought 

to intensive care. It does not appear that Baby A suffered lasting harm. The 

Registrant herself in her reflective piece accepts that her actions placed mother and 

baby at risk and states “the outcome for both mother and baby could have been 

much worse due to my failures”. 

 

46. In light of the Registrant’s failure to complete the LSA practice programme and her 

consequent lack of remediation, the Registrant accepts that there is a real risk of 

repetition of these failings in the future, thereby placing patients at unwarranted risk 

of harm. 

 

47. Members of the public rightly expect midwives to provide safe care to mothers whilst 

giving birth and to recognise and respond adequately to signs of fetal distress. The 

public further expects a midwife to escalate matters when there are serious signs of 

distress including the presence of thick meconium and delay in the second stage of 

labour. By failing to do what was expected of her, the Registrant has brought the 

reputation of the profession into disrepute.  

 

48. The Registrant’s failings are compounded by the lack of explanation for her actions. 

The Registrant’s behaviour in the investigatory interview was described by the 

investigating midwife as ‘incredulous’ and lacking in insight and remorse. This was a 

straightforward, low risk birth for a midwife of some 18 years’ experience. Whilst the 
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Registrant in her reflective piece states she had very little experience in water births, 

at interview she confirmed she was familiar with the guidelines for water births. In 

any event, the failings in care spanned a wide range of clinical areas and did not 

relate solely to water births.  

 

49. The Registrant demonstrated a general lack of motivation and engagement 

throughout the LSA practice programme. In the absence of a proper explanation, the 

risk remains that the Registrant would act similarly in future, thus bringing the 

reputation of the profession into disrepute. 

 

50. The ability to provide safe and effective care to patients is a fundamental tenet of the 

midwifery profession. The Registrant accepts that she has in the past breached this 

fundamental tenet in the care she provided to Mother A and Baby A. She failed to 

take the steps expected of her and failed to escalate serious concerns.   

 

 

51. The Registrant has formally declared, via her legal representatives, to the Nursing 

and Midwifery Council during the course of these proceedings that she has no 

intention to remediate any of the failings identified in her practice, even if given the 

opportunity to do so. This is consistent with her failure to complete the LSA practice 

programme. 

 

 

52. The Registrant accepts that, given her lack of remediation, she is liable to breach 

this fundamental tenet in future, thus placing patients at unwarranted risk of harm 

and bringing the profession into disrepute. 

 

 

53. The Registrant in her reflective piece has indicated that she has no intention of ever 

practising as a midwife again. She says she has not revalidated and expresses a 

wish to be removed from the register.  
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54. [PRIVATE] 

 

55. The Registrant does not ask the Panel to consider that the route of impairment in 

this matter should be health but raises the existence of her general anxiety disorder 

to provide context to her decision not to continue to practice as a midwife. 

 

56. The parties also had regard the comments of Cox J in Grant at paragraph 101: 

 

“The Committee should therefore have asked themselves not only whether the 

Registrant continued to present a risk to members of the public, but whether the need to 

uphold proper professional standards and public confidence in the Regulator and in the 

profession would be undermined if a finding of impairment of fitness to practise were not 

made in the circumstances of this case.” 

 

57. The parties agree that a finding of impairment is required to declare and uphold 

proper professional standards in this case. The parties further agree that public 

confidence in the midwifery profession and in the NMC as regulator would be 

undermined if a finding of impairment were not made. Allowing the Registrant to 

practise unrestricted following such serious failings and in the absence of 

remediation would be a cause of the utmost concern to the public. 

 

Sanction 

 

58. The parties agree that the appropriate sanction is a Striking Off Order. 

 

59. When determining the issue of sanction, the following aggravating factors have been 

taken into account: 

 

 The failings relate to basic, fundamental aspects of midwifery; 

 The Registrant was a senior midwife and acting in a ‘mentor’ position; 
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 Baby A was born in a poor condition, which may not have been the case had 

the Registrant escalated the concerns; 

 The lack of motivation to complete the practise programme and remediate 

indicates deep-seated attitudinal failings in respect of her responsibilities 

towards patients and toward the regulator. 

 

60. The mitigating factors are: 

 

 The Registrant has admitted the charges from the outset and apologised for 

her actions; 

 There is no evidence of lasting harm to Baby A; 

 The Registrant has a previously unblemished career as a midwife of almost 

20 years. 

 

61. The principle of proportionality requires the parties to consider the sanctions in 

ascending order of seriousness. The parties agree that in a case involving failings in 

such fundamental elements of midwifery practice as monitoring fetal heartrate, 

recognising signs of distress, escalation and record-keeping it would not be 

appropriate to take no further action.  

 

62. Equally, a caution order would be neither sufficient nor proportionate in this case. 

With reference to the NMC’s Sanction Guidance (hereafter “the SG”) the parties note 

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

spectrum of impaired fitness to practise. That, the parties agree, cannot be said in 

this case. Furthermore, the parties agree that the deficiencies in the Registrant’s 

practice have not been remediated. She did not complete the LSA practice 

programme and has not worked as a midwife since. In those circumstances, it would 

not be appropriate for the Registrant to practice unrestricted. 

 

63. The parties next considered whether a Conditions of Practice Order would be 

appropriate in this case. Whilst there are identifiable areas of the Registrant’s 
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practice in need of assessment and retraining, the Registrant has indicated she has 

no intention of practising as a midwife again and would not be willing to comply with 

conditions of practice. In those circumstances, such an order would not be workable 

or measurable.  

 

64. The parties next considered the imposition of a Suspension Order. However, in light 

of the Registrant’s refusal to remediate, it is agreed that such an order would not be 

appropriate as whilst it may serve to mark the public interest in relation to the serious 

professional misconduct it would do nothing to address the public protections risks if 

the Registrant was to practice again in the future.  

 

65. Therefore, the only sanction that is appropriate in this case is a Striking Off Order. 

 

66. Whilst the conduct which led to the charges is not of itself, fundamentally 

incompatible with remaining on the register, the Registrant’s attitude towards 

remediation of her practice is behaviour that is fundamentally incompatible with 

being a registered professional. 

 

67. The parties agree that the public interest is adequately met by a Striking Off Order.  

 

68. Where a registrant refuses to remediate deficiencies in their clinical practice and 

indicates that they have no intention of doing so in future, the only sanction that is 

sufficient to protect the public interest is a striking off order.  

 

69. Such an order is necessary to declare and uphold proper professional standards and 

maintains public confidence in the profession and in the NMC as regulator.  

 

 

INTERIM ORDER 
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70. In light of the basis on which the parties agree impairment, it is further agreed that 

an interim order is necessary for the protection of the public and is otherwise in the 

public interest. The parties therefore agree that an Interim Suspension Order for a 

period of 18 months is necessary in this case to cover the 28 day appeal period and 

the duration of any appeal taken. 

 

71. The parties understand that this provisional agreement cannot bind a panel and that 

the final decision on findings, impairment and sanction is a matter for the panel. The 

parties understand that, in the event that a panel does not agree with this provisional 

agreement, the admissions to the charges set out at the first section above, and the 

agreed statement of facts set out at the second section above, may be placed before 

a differently constituted panel that is determining the allegation, provided that it 

would be relevant and fair to do so.  

 

 

 

 

 

 

The provisional agreement was signed by Mrs Sanderson on 19 July 2018 and the 

NMC on 31 July 2018. 

 

Decision and reasons on the consensual panel determination: 

 

The panel decided to accept the CPD. 

 

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

NMC Sanctions Guidance (SG) and to the NMC’s guidance on Consensual Panel 

Determinations. He reminded the panel that they could accept, reject or propose 

amendments, subject to certain conditions, to the provisional agreement. Further, the 

panel should consider whether the provisional agreement would be in the public 
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interest. This means that the outcome must ensure an appropriate level of public 

protection, maintain public confidence in the professions and the regulatory body, and 

declare and uphold proper standards of conduct and behaviour.   

 

The panel had regard to four typographical errors in the document. It noted that the 

word “fetal” was spelt “foetal” throughout the document and corrected this accordingly. 

Further, it noted that paragraph 61 referred to “foundational elements of midwifery 

practice” and concluded that the writer of the CPD had meant to state “fundamental 

elements of midwifery practice”. The panel also had regard to paragraphs 50 and 57 in 

which the “nursing profession” was referred to. This was amended to state “midwifery 

profession”. The panel amended the CPD accordingly. 

 

The panel noted that Mrs Sanderson admitted the facts of the charges. Accordingly the 

panel was satisfied that the charges are found proved by way of Mrs Sanderson’s 

admissions as set out in the signed provisional agreement before the panel.  

 

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

currently impaired by reason of misconduct. Whilst acknowledging the agreement 

between the NMC and Mrs Sanderson, the panel has exercised its own independent 

judgement in reaching its decision on misconduct and impairment.  

 

In respect of misconduct the panel determined that Mrs Sanderson’s actions fell far 

below the standards expected of a Registered Midwife. It noted the sections of the Code 

that are adjudged to have been breached and had particular regard to the Midwives 

Rules and Standards 2012 of which it agreed Mrs Sanderson has breached rules 5(2) 

and 5(4).  In this respect the panel endorsed paragraphs 37 - 43 of the provisional 

agreement in respect of misconduct, and find that Mrs Sanderson’s actions amounted to 

serious professional misconduct.  

 

The panel determined that Mrs Sanderson’s fitness to practise is currently impaired. 

The panel had regard to the fact that Mrs Sanderson has shown no willingness to 
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remediate her misconduct (paragraph 51) and has failed to complete her Local 

Supervising Authority programme (Paragraph 46). The panel noted paragraph 52 in 

which Mrs Sanderson agreed that she is “liable to breach this fundamental tenet in the 

future, thus placing patients at unwarranted risk of harm and bringing the profession into 

disrepute”.  Further, the panel was of the view that Mrs Sanderson’s fitness to practice 

is impaired also on public interest grounds. In this respect the panel endorsed 

paragraphs 44 - 57 of the provisional agreement.  

 

Having found Mrs Sanderson’s fitness to practise currently impaired the panel went on 

to consider what sanction, if any, it should impose in this case. The panel has borne in 

mind that any sanction imposed must be appropriate and proportionate. The purpose of 

any sanction is not intended to be punitive even though it may have a punitive effect. 

The panel had careful regard to the SG. Decision on sanction is a matter for the panel 

exercising its own independent judgement. 

 

The panel has considered this case very carefully and concurs with the CPD agreement 

in deciding to make a striking-off order. It directs the registrar to strike Mrs Sanderson 

off the register. The effect of this order is that the NMC register will show that Mrs 

Sanderson has been struck-off the register. 

 

In reaching this decision, the panel has had regard to all the information contained in 

the CPD. The panel accepted the advice of the legal assessor.  

 

The panel has taken into account and accepts the aggravating and mitigating factors 

described in the CPD. 

 

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 decided that it would be 

neither proportionate nor in the public interest to take no further action. 
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Next, in considering whether a caution order would be appropriate in the circumstances, 

for the reasons set out in the CPD, the panel agreed that a caution order would be 

neither proportionate nor in the public interest. 

 

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

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

any conditions imposed must be proportionate, measurable and workable. The panel 

took into account the SG. 

 

Mrs Sanderson has indicated that she has no intention of practising as a Midwife in the 

future and would not be willing to comply with conditions. This means that such an order 

would not be workable or measurable. Further, the panel considered that conditions of 

practice would not adequately address the seriousness of the misconduct. 

 

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

appropriate sanction. The SG indicates that a suspension order may be appropriate 

where (but not limited to): 

 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 agrees with what has been stated in paragraph 64 of the CPD. Whilst a 

suspension order would suffice to protect the public, in the light of Mrs Sanderson’s 

refusal to undertake remediation, suspension would not be an appropriate sanction.  

 

Finally, in considering a striking-off order, the panel took note of the following 

paragraphs of the SG: 
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 A serious departure from the relevant professional standards as set out in key 

standards, guidance and advice. 

 Doing harm to others or behaving in such a way that could foreseeably result in 

harm to others, particularly patients or other people the nurse or midwife comes 

into contact with in a professional capacity. Harm is relevant to this question 

whether it was caused deliberately, recklessly, negligently or through 

incompetence, particularly where there is a continuing risk to patients. Harm may 

include physical, emotional and financial harm. The seriousness of the harm 

should always be considered. 

 Persistent lack of insight into seriousness of actions or consequences. 

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

registered midwife and coupled with her persistent lack of willingness to remediate are 

fundamentally incompatible with her remaining on the register.  

 

The panel considered that this order was necessary to mark the importance of 

maintaining public confidence in the profession, and to send to the public and the 

profession a clear message about the standard of behaviour required of a registered 

midwife. 

 

Determination on Interim Order 

 

The panel has considered the submissions within the CPD agreement that an interim 

order should be made on the grounds that it is necessary for the protection of the public 

and is otherwise in the public interest.  

 

The panel was satisfied that an interim suspension order is necessary for the protection 

of the public and is otherwise in the public interest. The panel had regard to the 

seriousness of the facts found proved and the reasons set out in its decision for the 

substantive order in reaching the decision to impose an interim order. To do otherwise 

would be incompatible with its earlier findings. 
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The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 

 

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

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

 

That concludes this determination. 

 

 

 

 

 


