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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Order Review Hearing 

 
21 September 2018 

Nursing and Midwifery Council, 61 Aldwych, London WC2B 4AE 
 

Name of registrant: Miss Claire Wenham 
 
NMC PIN:  10B1420E 
 
Part(s) of the register: Registered Midwife 
 Midwifery (22 September 2011) 
 
Area of Registered Address: England 
 
Type of Case: Misconduct and Lack of Competence 
 
Panel Members: Emma Boothroyd (Chair, Lay member) 

Julia Thompson (Registrant member) 
Lisa Lezama (Registrant member) 

 
Legal Assessor: Valerie Charbit 
 
Panel Secretary: Anjeli Shah 
 
Miss Wenham: Not present and not represented in absence 
 
Nursing and Midwifery Council: Represented by Laura Paisley, Case Presenter 
 
Order being reviewed: Suspension Order for 12 months 
  
Outcome: Striking-Off Order to come into effect on the 

expiry of the current order, namely at the end 
of 18 October 2018, in accordance with Article 
30(1)  
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Service of Notice of Hearing 

 

The panel was informed at the start of this hearing that Miss Wenham was not in 

attendance, and she was not represented in her absence. 

 

The panel was informed that the notice of this hearing was sent to Miss Wenham on 22 

August 2018 by recorded delivery and first class post to her registered address.  

 

Miss Wenham notified the NMC she was aware of the hearing in an email dated 20 

September 2018. 

 

The panel accepted the advice of the legal assessor. 

 

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

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

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

Rules”).  
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Proceeding in absence 

 

The panel then considered proceeding in the absence of Miss Wenham. The panel was 

mindful that the discretion to proceed in absence is one which must be exercised with 

the utmost care and caution.  

 

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

made by Ms Paisley, on behalf of the Nursing and Midwifery Council (“NMC”). The 

panel accepted the advice of the legal assessor, which included reference to the case of 

Adeogba and Visvardis v GMC [2016] EWCA Civ 162. 

 

Ms Paisley submitted, on behalf of the NMC, that the notice of today’s hearing provided 

information about this hearing, Miss Wenham’s right to attend, to be represented, to call 

evidence and information about the panel’s power to proceed in her absence. 

 

Ms Paisley referred the panel to an email from Miss Wenham dated 20 September 2018 

in which she confirmed that she would not be attending today’s hearing and in which 

she gave her reasons for her non-attendance. Ms Paisley submitted that Miss Wenham 

had voluntarily absented herself from today’s hearing. She had not requested an 

adjournment. Ms Paisley submitted that there was no reason to believe that an 

adjournment would secure Miss Wenham’s attendance at a hearing on a future date. In 

these circumstances, Ms Paisley invited the panel to proceed in the absence of Miss 

Wenham. 

 

The panel had regard to Miss Wenham’s email dated 20 September 2018 in which she 

made it clear that she would not be attending today’s hearing and in which she had 

given her reasons for her non-attendance. Miss Wenham had not requested an 

adjournment and had explained that she longer wished to practise as a midwife in the 

future. The panel had no reason to believe that an adjournment would secure Miss 

Wenham’s attendance at a hearing on a future date. The panel was therefore of the 

view that Miss Wenham had voluntarily absented herself from today’s hearing. The 

panel had regard to the public interest in the expeditious disposal of these proceedings, 

noting that today’s hearing was a mandatory review of a substantive order which was 
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due to expire on 18 October 2018. In these circumstances, the panel determined to 

proceed in the absence of Miss Wenham. 
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Decision and reasons on review of the current order: 

 

The panel decided to impose a striking-off order. This order will come into effect at the 

end of 18 October 2018 in accordance with Article 30(1) of the Nursing and Midwifery 

Order 2001 (as amended) (“the Order”).  

 

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

panel on 15 September 2017 for 12 months. The current order is due to expire on 18 

October 2018.  

 

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

 

The charges found proved which resulted in the imposition of the substantive order 

were as follows: 

 
That you, a registered midwife, whilst employed by Peterborough and Stamford NHS 

Foundation Trust at Peterborough City Hospital, between approximately 6 January 

2015 and August 2015: 

 

1. During the course of your four week induction, you failed to: 

 

1.1 complete your K2 CTG training; 

 

1.2 complete your drugs workbook.  

 

2. On or around 23 February 2015, you failed to attend a study day in relation to 

the assessment of fetal wellbeing.  

 

3. On or about 24 March 2015 and in relation to Patient A:  

 

3.1 you failed to adequately or at all: 

 

3.1.1 … 
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3.1.2 fully complete the assessment sticker;  

 

3.1.3 auscultate the fetal heart rate using a Pinard stethoscope prior to 

commencing a cardiotocograph (CTG);  

 

3.1.4 having identified that the CTG was abnormal and or noted a 

baseline fetal heartbeat variability of 2bpm,: 

 

3.1.4.1 … 

 

3.1.4.2 … 

 

3.1.4.3 document what steps, if any, you took to escalate your 

concerns;  

 

3.1.4.4 … 

 

3.1.5 in relation to Patient A’s proposed transfer to the delivery suite and 

having been told that there were no available rooms on the delivery 

suite: 

 

3.1.5.1 challenge this information;  

 

3.1.5.2 document this information;  

 

3.1.5.3 escalate the urgency of Patient A’s situation to the delivery 

suite midwife and/or make clear that the transfer was 

urgent;  

 

3.1.5.4 … 
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3.1.5.5 inform the obstetric Registrar (OR) and/or SpR and/or 

midwife on the Antenatal Day Unit (ADU) of the delay 

and/or the reasons for it;  

 

3.1.5.6 record communication with and/or handover to the delivery 

suite using the Trust’s situation background assessment 

recommendation tool (SBAR);  

 

3.1.5.7 ask for support and or assistance from the SPR;  

 

3.2 paused and/or stopped the CTG in circumstances when it was not 

clinically indicated or justified to do so;  

 

3.3 having re-applied the CTG, did not complete or observe the Trust’s risk 

assessment protocol known as ‘DR C BRAVADO’;  

 

4 On or around 22 April 2015, you claimed to have completed your K2 training 

package at your previous place of employment on or around October 2014, when 

this was not true.  

 

5 … 

 

6 On a date unknown in or around March 2015, and in relation to Patient B, you 

failed to provide an adequate standard of care in that you did not adequately or 

at all: 

 

6.1 greet the patient;  

 

6.2 introduce yourself to the patient; 

 

6.3 allow the patient to explain to you the nature of her problem, namely 

reduced fetal movements;  
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6.4 make eye contact with the patient;  

 

6.5 display empathy with the patient.  

 

7 … 

 

8 On or around 9 April 2015 and in relation to Patient D reporting reduced fetal 

movements, you:  

 

8.1 gave the patient advice which was not clinically indicated and/or in 

keeping with Trust Guidelines.  More specifically, you told the patient to 

drink cold water.  

 

8.2 failed to:  

 

8.2.1 ascertain whether the patient had any previous risk factors and/or 

problems with her pregnancy;  

 

8.2.2 identify that a CTG was required;  

 

8.2.3 advise the patient to go to the hospital;  

 

8.2.4 record details of your conversation with the patient in the Trust’s 

electronic helpline log.  

 

9 On or around 9 April 2015 and in relation to Patient E, you failed to provide an 

adequate standard of care in that you did not: 

 

9.1 … 

 

9.2 … 

 

9.3 … 
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9.4 … 

 

9.5 … 

 

9.6 … 

 

10 On or around 10 April 2015 and in relation to Patient F, you documented the 

fundal height at 37cm in circumstances where you had failed to measure this.  

 

11 Your conduct at charge 10 above was dishonest in that you knew that you had 

not taken the measurement and/or intended to create the impression that you 

had.  

 

12 On or around 22 April 2015, informed your ward manager that you had 

completed your K2MS package when this was not the case.  

 

13 Your actions in charge 12 were dishonest in that you knew that you had not 

completed the K2MS package and/or intended to create the impression that you 

had.  

 

14 On or around 10 May 2015 acted contrary to an instruction from the Head of 

Midwifery, in that having been allocated antenatal patients to care for by the 

midwife in charge, you: 

 

14.1 Did not alert the midwife in charge that at that time, you were not 

permitted to care for antenatal patients;  

 

14.2 Proceeded to accept the care of those patients.  

 

15 On or around 10 May 2015, having accepted the care of antenatal patients, you 

failed to:  
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15.1 In relation to Patient H: 

 

15.1.1 adequately conduct fetal monitoring as was required;  

 

15.1.2 document the fetal monitoring in the patient notes without being 

prompted to do so.  

 

15.1.3 carry out and/or document findings in respect of palpation and/or 

fundal height;  

 

15.2 In relation to Patient I: 

 

15.2.1 attend to the patient in a timely manner, despite the patient 

needing urgent assistance with her pain;  

 

15.2.2 call the doctor, despite being prompted to do so;  

 

15.2.3 provide Diamorphine to the patient or ask for assistance to do so.  

 

16 On or around 19 May 2015 acted contrary to an instruction from the Head of 

Midwifery, in that having been allocated antenatal patients to care for by the 

midwife in charge, you: 

 

16.1 Did not alert the midwife in charge that at that time, you were not 

permitted to care for antenatal patients;  

 

16.2 Proceeded to accept the care of those patients.  

 

17 On or around 19 May 2015, having accepted the care of antenatal patients, you: 

 

17.1 In relation to Patient J, you failed to document a CTG review at the 

patient’s bedside and/or beside the CTG trace, in accordance with good 

practice;  
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17.2 In relation to Patient K, you: 

 

17.2.1 failed to measure the fundal height despite being prompted to do 

so;  

 

17.2.2 failed to auscultate the fetal heart rate with a Pinard stethoscope 

until you were prompted to do so;  

 

17.2.3 failed to conduct a full antenatal assessment;  

 

17.2.4 … 

 

17.3  At or around 10:40 and in relation to Patient M: 

 

17.3.1 Having commenced a CTG, you failed to identify one or more of 

the following symptoms that were clinically evident: 

 

17.3.1.1 … 

 

17.3.1.2 … 

 

17.3.1.3 … 

 

18 On or around 8 July 2015 and in relation to Patient R, a postnatal patient:  

 

18.1 having identified low haemoglobin levels, you failed to: 

 

18.1.1 notify the patient or document that you had done so;  

 

18.1.2 promptly raise the issue with a doctor and/or the obstetric team or 

document that you had done so;  
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18.1.3 ensure that the patient received a blood transfusion as soon as 

possible;  

 

18.1.4 ask for assistance;  

 

18.2 Prior to accepting care of the patient, you failed to: 

 

18.2.1 Read her care plan and/or delivery notes;  

 

18.2.2 ensure you understood her history;  

 

18.3 When completing the patient’s postnatal checklist, you failed to identify 

or document that you had identified one or more of the following clinical 

symptoms: 

 

18.3.1 Fatigue;  

 

18.3.2 Shortness of breath;  

 

18.3.3 Feeling faint on attempting to stand;  

 

18.4 Failed to complete or document that you had completed a full and/or 

thorough postnatal check.  Specifically, you did not comment on one or 

more of the following: 

 

18.4.1 … 

 

18.4.2 the patient’s: 

 

18.4.2.1 … 

18.4.2.2 … 

18.4.2.3 … 

18.4.2.4 … 
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18.4.2.5 … 

18.4.2.6 … 

18.4.2.7 … 

18.4.2.8 … 

18.4.2.9 … 

18.4.2.10 … 

 

18.5 you failed to maintain accurate and contemporaneous records.  

 

19 On or around 14 July 2015, you failed to provide an adequate standard of care in 

that you did not: 

 

19.1 Answer patient call bells promptly or at all; 

 

19.2 ‘ward’ postnatal patients and/or carry out postnatal checks;  

 

19.3 Offer or provide pain relief to postnatal patients;  

 

20 On or around 22 July 2015 and in relation to Patient N, a postnatal patient:  

 

20.1 having identified low haemoglobin levels, you failed to: 

 

20.1.1 inform the patient and/or obtain the requisite consent form for a 

blood transfusion;   

 

20.1.2 promptly escalate the patient’s condition to a doctor despite being 

prompted to do so more than once;  

 

20.1.3 promptly order a blood transfusion despite being prompted to do so 

more than once;  

 

21 On or around 23 July 2015, and in relation to Patient O, you: 
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21.1 removed a cannula from the patient without;  

 

21.1.1 … 

 

21.1.2 first checking the patient’s notes to ascertain why the cannula was 

in situ;  

 

21.2 failed to administer the patient’s IV antibiotics at around 16:00.  

 

22 On or around 27 July 2015 and in relation to Patient P, you failed to provide an 

adequate standard of care in that you: 

 

22.1 did not introduce yourself to her;  

 

22.2 dismissed her anxiety regarding a blood clot or ‘show’ which she had 

passed;  

 

22.3 caused or made the patient feel uncomfortable and/or unable to call for 

assistance by reason of your body language towards her;  

 

22.4 in relation to the patient’s laxative sachet: 

 

22.4.1 did not prepare the sachet in a solution of water to enable the 

patient to take the solution;  

 

22.4.2 did not ensure that the patient had taken the solution;  

 

22.4.3 signed the patient records indicating that you had administered the 

soluble medication when you had not.  

 

23 On or around 5 August 2015 and in relation to Patient S, you failed to label her 

blood samples at her bedside in accordance with Hospital policy.  
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The original substantive hearing panel determined the following with regard to 

impairment: 

 

“The panel found that all four limbs of Grant were engaged. The panel noted that 

several of the charges found proved displayed an overarching theme of 

identifying issues but then failing to deliver the required care, take appropriate 

action or document them. The panel decided that, in failing in these duties, Miss 

Wenham had undoubtedly put patients at unwarranted risk of harm and, in some 

cases, actual harm was caused. Furthermore, it breached fundamental tenets of 

midwifery and brought the profession into disrepute. The panel also found that 

she had acted dishonestly by misinforming Ms 1 that she had completed her 

K2MS training on 22 April 2015 and by falsifying Patient F’s fundal height in her 

medical records.  

 

The panel then moved on to consider whether Miss Wenham would be liable to 

act in such a way in the future.  

 

The panel had regard to Miss Wenham’s telephone evidence. It considered that 

she had expressed a high level of remorse for her actions but her insight was 

more limited. It acknowledged that Miss Wenham has admitted a lot of the 

charges against her, and has accepted that she is not fit to practise unrestricted, 

which shows a level of insight, She also recognised the impact her actions have 

had on the reputation of the profession and the wider public confidence. 

However, the panel considered that she still had not taken full responsibility for 

her actions, or demonstrated any real insight into why she behaved in such a 

way. 

 

Further, although Miss Wenham recognised that she may be in need of further 

training, when the panel questioned her about this, she could not be any more 

specific than ‘antenatal care’. The panel considered that this answer was quite 

vague and also demonstrated a lack of real understanding about the deficiencies 

in her skills, or the causes of the incidents detailed in the charges.  

 



16 
 

16 
 

The panel next considered remediation. Miss Wenham has not been working as 

a midwife since leaving the Trust in August 2015 and so has had little opportunity 

to remediate, although, to her credit, she has remained working in the care 

sector. The panel also considered whether Miss Wenham’s misconduct was 

capable of remediation. It decided that, generally, misconduct of this nature could 

be remediated with further training although it was concerned that, given the 

wide-ranging and repeated nature of the misconduct in this case, remediation 

may be more difficult. Furthermore, the facts found proved amounted to a picture 

of a midwife who had the necessary skills, but failed to act.  

 

The panel also noted that there were several attitudinal issues underpinning Miss 

Wenham’s misconduct. The first was dishonesty (in relation to the K2MS training 

and falsifying Patient F’s fundal height). The second was the poor attitude 

displayed towards Patient B and Patient P, both of whom complained about a 

lack of empathy and kindness. Finally, the panel was particularly concerned that, 

throughout the charges, Miss Wenham seemed to display a reluctance to assert 

herself and the needs of her patients to colleagues. This was particularly 

apparent in the case of Patient A, when Miss Wenham did not challenge the 

delivery suite regarding the patient’s transfer, and when Miss Wenham accepted 

the care of antenatal patients on 10 and 19 May 2015, when she knew she was 

not permitted to do so, because she was too “embarrassed” to refuse. The panel 

considered that assertiveness is a crucial attribute if a midwife is to be an 

effective advocate for her patients and, although it is not impossible to learn, 

such a failing is potentially more difficult to remediate than clinical deficiencies.  

 

In light of Miss Wenham’s limited insight and lack of remediation the panel 

decided that there was a high risk that she would repeat behaviour of the kind 

found proved. The panel therefore decided that a finding of impairment was 

necessary on the grounds of public protection.  

 

The panel also 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 and protect the wider public interest, which includes 
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promoting and maintaining public confidence in the nursing and midwifery 

professions and upholding the proper professional standards for members of 

those professions. The panel decided that Miss Wenham’s conduct fell so far 

below the standards expected and required of a registered midwife that, in this 

case, a finding of impairment on public interest grounds was required to uphold 

proper standards of professional conduct, maintain public confidence in the 

midwifery profession and protect the reputation of the profession and the NMC as 

its regulator.  

 

Having regard to all of the above, the panel was satisfied that Miss Wenham’s 

fitness to practise is currently impaired on the grounds of public protection and 

public interest.”  

 

The original substantive hearing panel went on to determine the following with regard to 

sanction:  

 

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

appropriate sanction. The Sanctions Guidance indicates that a suspension order 

may be appropriate where some of the following factors are apparent: 

 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 considered that a period of suspension would protect the public for the 

time it was in force and may be sufficient to mark the misconduct and protect the 

public interest. There was no evidence of repetition but there were many instances 

of misconduct. A suspension would afford Miss Wenham an opportunity to take 

proactive steps towards returning to midwifery and updating her skills, which she 

said in her evidence that she was keen to do. 
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However, the panel was also mindful that Miss Wenham’s failings were wide-spread 

and included some attitudinal issues. Therefore, in order to reach the appropriate 

and proportionate decision in this case, the panel went on to consider a striking-off 

order.   

 

The Sanctions Guidance indicates that a striking-off order may be appropriate where 

some of the following factors are apparent: 

 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. 

 … 

 … 

 … 

 dishonesty, especially where persistent or covered up … 

 persistent lack of insight into seriousness of actions or consequences.  

 

The panel gave very serious consideration to a striking-off order. Miss Wenham’s 

failings amounted to serious, repeated and wide-ranging departures from expected 

professional standards which caused physical and emotional harm to her patients, 

despite support from her employer. Miss Wenham told the panel that she missed 

midwifery and wanted to return to the profession, but she has taken no proactive 

steps to keep her knowledge up to date and the panel had no references before it 

from her current employer, despite requesting Miss Wenham to provide them. 

 

However, the panel heard no evidence to suggest that Miss Wenham’s actions were 

the result of any deliberate or malicious intent. It also considered that her 

dishonesty, although a serious failing in a midwife, was at the lower end of the 



19 
 

19 
 

spectrum and she has expressed extensive remorse and some insight. The panel 

also bore in mind that there had been shortcomings in her initial induction to ADU 

and subsequent management which may have been a contributing factor to some of 

her failings.  

 

The panel therefore decided that, although Miss Wenham’s conduct came very close 

to meeting the threshold for a striking-off order, it would, at this stage be 

disproportionate. Miss Wenham has engaged with these proceedings, shown 

remorse and some insight and has remained working in the healthcare sector. The 

panel therefore concluded that her conduct was not fundamentally incompatible with 

ongoing registration.  

 

The panel therefore decided that a suspension order would be the appropriate and 

proportionate sanction in this case. It decided that that a suspension order for a 

period of 12 months was appropriate and necessary to mark the seriousness of the 

misconduct and to send to the public and the profession a clear message about the 

standards of behaviour required of a registered midwife. 

 

The panel noted the hardship such an order will inevitably cause Miss Wenham. 

However this is outweighed by the public interest in this case. 

 

As the panel has identified public protection concerns, at the end of the period of 

suspension, another panel will review the order. At the review hearing that panel 

may revoke the order, or it may confirm the order, or it may replace the order with 

another order. Any future panel may be assisted by:  

 References/testimonials from a current employer (who is aware of these NMC 

proceedings) commenting on Miss Wenham’s performance at work. 

Specifically: 

o her communication, interaction and empathy with patients; 

o her communication with colleagues; 

o her ability to proactively provide, manage and escalate patient care; 

o record-keeping. 

 Evidence of how she had kept her midwifery skills and knowledge up to date; 
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 Evidence of any proactive steps taken to prepare for a return to midwifery; 

 A reflective piece exploring the causes of her failings, how she would act 

differently in the future, and the impact of her actions and omissions on 

patients, colleagues and the reputation of the midwifery profession.” 
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Decision on current fitness to practise 

 

This panel has considered carefully whether Miss Wenham’s fitness to practise remains 

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

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

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

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

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

 

The panel had regard to all of the documentation before it, including an email from Miss 

Wenham dated 20 September 2018. It took account of the submissions made by Ms 

Paisley, on behalf of the NMC. 

 

The panel accepted the advice of the legal assessor.   

 

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

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

standards of conduct and performance. 

 

The panel considered whether Miss Wenham’s fitness to practise remains impaired.  

 

The panel had regard to Miss Wenham’s email dated 20 September 2018 in which she 

stated: 

 

“I would also like to take this opportunity to inform yourselves, the NMC of my 

decision to longer pursue returning to Midwifery Practice. 

 

This is not a decision I have taken at all lightly… 

 

… 

 

I am also concerned about how this experience would in turn affect my practice 

should I return. There would be some positives, but I feel I would become a very 
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nervous practitioner which has the potential to put my patients at further risk. This 

is something that does not sit well with me. 

 

I would like to thank each of the panels for supporting me and giving me the 

opportunity to attempt returning to practice. As said, this is a decision not taken 

light heartedly and I am fully aware of the permanency of it”.  

 

The panel considered that Miss Wenham had made it clear that she did not intend to 

return to midwifery practice. In those circumstances, she had not provided any of the 

information requested by the original substantive hearing panel. Consequently, she had 

not made any steps to remediate her failings. Whilst Miss Wenham’s email 

demonstrated some insight, it did not illustrate a full reflection and understanding of her 

past failings. In these circumstances, the panel considered that there remained a risk of 

repetition of similar behaviour in the future. The panel therefore determined that a 

finding of impairment remained necessary on the grounds of public protection.  

 

The panel bore in mind that its primary function is to protect patients and the wider 

public interest which includes maintaining confidence in the midwifery profession and 

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

finding of impairment also remained necessary on public interest grounds. 

 

For these reasons, the panel finds that Miss Wenham’s fitness to practise remains 

impaired.  
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Determination on sanction 

 

Having found Miss Wenham’s fitness to practise currently impaired, the panel then 

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

powers are set out in Article 29 of the Order. The panel also took into account the 

NMC’s Sanctions Guidance (“SG”) and bore in mind that the purpose of a sanction is 

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

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

inappropriate in view of the risk of repetition identified and the seriousness of the case. 

The panel determined that taking no action would not protect the public and it would not 

satisfy the public interest. 

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

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

seriousness of the case. The panel determined that imposing a caution order would not 

protect the public and it would not satisfy the public interest. 

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

had regard to the fact that Miss Wenham had expressed her intention not to return to 

midwifery practice. She would therefore not be in a position to evidence steps towards 

remediation as indicated by the previous panel. The panel also  

noted that there were attitudinal concerns in this case which were not capable of being 

addressed through conditions of practice. In these circumstances, the panel determined 

that it was not possible to devise practicable and workable conditions which would be 

sufficient to protect the public and satisfy the public interest. 

The panel then considered whether to impose a further period of suspension. The panel 

had regard to the fact that there was evidence of an attitudinal concern in relation to 

Miss Wenham and her insight had not developed significantly since the original 

substantive hearing. She remained at risk of repeating the previous misconduct and she 

had indicated her intention not to return to midwifery practice. In these circumstances, 

the panel considered that a further period of suspension would not serve a useful 

purpose in facilitating Miss Wenham’s return to safe and effective practice. The panel 
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determined that it was now necessary to take action to prevent Miss Wenham from 

practising in the future and concluded that the only sanction that would adequately 

protect the public and maintain public confidence in the midwifery profession was a 

striking-off order. 

This decision will be confirmed to Miss Wenham in writing. 

 

That concludes this determination. 

 

 

 


