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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

28 January – 6 February 2019 

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

Name of registrant: Sarah Puckrin 
 
NMC PIN:  07E2198E  
 
Part(s) of the register: Registered Midwife – (06 December 2007) 
 
Area of Registered Address: England 
 
Type of Case: Misconduct 
 
Panel Members: Hilary Nightingale (Chair, lay member) 

Carla Hartnell (Registrant member) 
Noreen Kent (Registrant member) 

 
Legal Assessor: Gillian Hawken 
 
Panel Secretary: Sophie Cubillo-Barsi 
 
Registrant: Not present and not represented  
 
Nursing and Midwifery Council: Represented by Jeremy Loran 
 
Facts proved: Charge 1, 2 d), 3 a), b) i), ii), iii), iv), v), vi), vii), 

viii), ix) and c) 
 
Facts not proved: Charge 2 a), b), c), e), and f) 
 
Fitness to practise: Impaired 
 
Sanction: Striking off order 
 
Interim Order: Interim suspension order – 18 months 
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Details of charge: 

 

That you, whilst employed as a band 6 midwife on the Birthing Unit of St Peters Hospital 

(‘the Unit’): 

 

1. On or around 31 December 2012 failed to adequately complete documentation in 

respect of the care given to Mother A; Charge found proved 

 

2. On or around 7 October 2015, in respect of mother B: 

 

a) Failed to transfer mother B to Broomfield hospital when the ambulance 

arrived at or around 07.03hrs; Charge found NOT proved 

b) Failed to undertake a fresh eyes review of the CTG at or around 07:40hrs; 

Charge found NOT proved 

c) Failed to escalate an abnormal fetal heartrate to an obstetrician; Charge 

found NOT proved 

d) Failed to ensure the maternal pulse was taken and/or recorded after 

06:40hrs; Charge found proved 

e) Failed to ensure an interpretable fetal heart rate was obtained and/or 

recorded from around 07:40hrs; Charge found NOT proved 

f) Failed to make adequate and/or contemporaneous records of patient care 

and observations; Charge found NOT proved 

 

3. On or around 3 January 2016, in relation to mother C: 

 

a) Failed to adequately assess mother C over the telephone and/or failed to 

adequately record the assessments of mother C conducted over the 

telephone; Charge found proved 

 

b) Following mother Cs attendance at the unit at around 1700hrs:  
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i) Failed to conduct and/or record a full antenatal assessment in 

triage; Charge found proved 

ii) Performed a vaginal examination on mother C when the baby 

appeared to be in the ‘oblique lie’ position; Charge found proved 

iii) Discharged mother C home when the baby appeared to be in the 

‘oblique lie’ position; Charge found proved 

iv) Failed to escalate the suspected mal-presentation of the fetus to an 

obstetrician; Charge found proved 

v) Failed to arrange a presentation scan despite the mal-presentation 

of the baby; Charge found proved 

vi) Failed to arrange for the emergency transfer of mother C to 

Broomfield Hospital; Charge found proved 

vii) Failed to adequately complete the documentation; Charge found 

proved  

viii) In respect of the contemporaneous notes, failed to adequately 

document the findings during an abdominal palpation; Charge 

found proved 

ix) Failed to adequately record the event correctly in your retrospective 

notes; Charge found proved 

 

c) By reason of one or more of the acts and/or omissions described in charge 3 

above, there was a loss of opportunity to prevent the death of Baby C. 

Charge found proved 

 

 

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 Miss Puckrin was not in 

attendance and that written notice of this hearing had been sent to Miss Puckrin’s 

registered address by recorded delivery and by first class post on 28 November 2018. 

Notice of this hearing was delivered and signed for on 3 December 2018, in the printed 

name of ‘Sarah’.  

 

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

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

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

to proceed in her absence.  

 

Mr Loran submitted the NMC had 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 Miss Puckrin 

has been served with notice of this hearing in accordance with the requirements of 

Rules 11 and 34.  

 

Decision on proceeding in the absence of the Registrant 

 

The panel next considered whether it should proceed in the absence of Miss Puckrin. 

 

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 



 5 

(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 Loran referred the panel to an email exchange between Miss Puckrin and an NMC 

Case Officer, dated 7 January 2019, within which Miss Puckrin stated: 

 

“Just to advise you I won’t be attending the hearing.  

 

The fact that it has been dragging on for so long (3 years) I’ve moved on. I no longer 

work as a registered midwife & I am not in the field at all.  

 

I actually won’t be in the country as I am going travelling for a year as of the 21st 

January...” 

 

Furthermore, when asked in a further email from the NMC whether Miss Puckrin would 

be content for the hearing to proceed in her absence, she responded: 

 

“To be honest I don’t mind what you do. I won’t be in the country for another year so no 

point in it being dragged out anymore.” 

 

Mr Loran invited the panel to continue in the absence of Miss Puckrin. He submitted that 

Miss Puckrin has voluntarily absented herself from these proceedings and stated that 

there would be no reason to believe that an adjournment would secure her attendance 

on a future occasion.  
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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 has decided to proceed in the absence of Miss Puckrin. In exercising its 

discretion, the panel has considered the submissions of Mr Loran, the correspondence 

from Miss Puckrin and took into account fairness to both parties.  

 

The panel has had particular regard to all of the circumstances of this case and decided 

that the following matters are of significance in deciding whether to proceed in Miss 

Puckrin’s absence:  

 no application for an adjournment has been made by Miss Puckrin; 

 Miss Puckrin has indicated that she is abroad for a year and there is no reason to 

suppose that adjourning would secure her attendance at some future date;  

 nine witnesses are due to attend to give live evidence;  
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 not proceeding may inconvenience the witnesses, their employer(s) and, for 

those involved in clinical practice, the clients who need their professional 

services; 

 the charges relate to events that allegedly occurred in 2012, 2015 and 2016; 

 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 considered that there is some disadvantage to Miss Puckrin in proceeding in 

her absence. Although the evidence upon which the NMC relies will have been sent to 

her at her registered address, she has made no formal response to the allegations, 

although the panel did have Miss Puckrin’s written reflection before it, sent to the NMC 

in March 2017. 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 Miss 

Puckrin’s statements of events and reflections in relation to the allegations which will 

enable it to explore Miss Puckrin’s case with the witnesses and thereafter, assist it in its 

deliberations.  Furthermore, the panel considered that the limited disadvantage is the 

consequence of Miss Puckrin’s decisions to absent herself from the hearing, waive her 

rights to attend and/or be represented and to not provide evidence or make submissions 

on her own behalf in response to the specific charges she faces.    

 

In these circumstances, the panel has decided that it is fair, appropriate and in the 

interest of justice to proceed in the absence of Miss Puckrin. The panel will draw no 

adverse inference from Miss Puckrin’s absence when deliberating upon the findings of 

facts.  



 8 

Background 

 

The allegations arose whilst Miss Puckrin was employed as a band 6 registered midwife 

on the Birthing Unit (‘the Unit’) at St Peters Hospital (‘the Hospital). This case relates to 

the standard of care Miss Puckrin provided to three separate mothers and babies. 

Charge 1 involves Mother A; charge 2 involves Mother B; and charge 3 involves Mother 

C.  

 

Charge 1  

 

It is first alleged that on 31 December 2012, Miss Puckrin failed to adequately document 

the care given to Mother A. Mother A delivered Baby A at 10:25. Baby A required 

extensive resuscitation and emergency transfer to the neonatal unit. A review of Mother 

A’s maternity notes was undertaken and it was noted by Ms 1 that the clinical support 

provided by Miss Puckrin had not been reflected in her documentation. Ms 1 will say 

that Miss Puckrin’s documentation was ‘sub-standard’ and affected the care of Baby A 

as the neonatal unit was unaware of the treatment that Baby A had received 

immediately after delivery. An investigation into the incident was completed by Ms 1. At 

the conclusion of the investigation, Ms 1 recommended that Miss Puckrin undertook a 

Local Action Plan (LAP). Miss Puckrin completed the LAP on 28 June 2013.  

 

Charge 2 

 

It is further alleged that Miss Puckrin made a number of failures in relation to the care of 

Mother B on or around 7 October 2015. At 06:15 hours, it was discovered that Baby B’s 

fetal heart rate had decelerated. A Cardio-Toco Graph (‘CTG’) was attached to Mother 

B at 06:40 in order to listen to and record the fetal heartbeat. An ambulance was called 

at 06:45 which arrived at 07:03. It is alleged that Mother B should have been transferred 

to Broomfield Hospital by ambulance at 07:03 however, this was not done. It is further 

alleged that Miss Puckrin failed to undertake a ‘fresh eyes review’ of Mother B’s CTG at 

07:40. Ms 1 will say that there is a requirement for all women placed on a CTG to have 



 9 

an hourly ‘fresh eyes’ review. This review consists of a CTG trained health professional 

interpreting the CTG against the 2007 NICE guidelines and recording their findings. It is 

the evidence of Ms 1 that, due to the deceleration of Baby B’s heart rate, Miss Puckrin 

and/or another midwife on duty should have called Broomfield Hospital for urgent advice 

as a transfer to Broomfield Hospital was then not a viable or safe option as Baby B’s 

head was visible at that time.  

 

Charge 3 

 

Finally, it is alleged that on or around 3 January 2016, Miss Puckrin’s failures in relation 

to Mother C, resulted in a loss of opportunity to prevent the death of Baby C. Mother C 

was pregnant with her first child. On the 3 January 2016, four calls were made between 

11:15 and 16:15 by Partner C to the Unit detailing Mother C’s contractions. Despite the 

calls made to the Unit, Mother C was not invited into the Unit for a maternal and fetal 

assessment until the final call. These calls were answered by another midwife.  

 

At 16:15, during the fourth phone call, Mother C indicated that she wished to be 

assessed for analgesia. At 17:05 Mother C attended the Unit to be assessed and 

reported that, for the past two hours, she had been having contractions every two 

minutes, lasting ‘around 45 seconds’. Miss Puckrin carried out an examination of Mother 

C and noted that Baby C was in the oblique lie position. Miss Puckrin then carried out a 

vaginal examination. She subsequently advised Mother C to return home and to take 

paracetamol.  

 

It is the evidence of Mother C that, upon returning home, the contractions were 

becoming ‘very strong’ and she believed that her waters had broken. A further three 

phone calls were made by Partner C to the Unit at17:35, 18:30 and 19:45. Miss Puckrin 

took these calls.  At 19:45, during the third phone call, Mother C was advised to attend 

the Unit. Mother C and Partner C arrived at the Unit around 20:20.  Ms 6 assessed 

Mother C and was unable to hear the fetal heart. An urgent transfer was arranged to the 

Consultant Led Unit at Broomfield Hospital. An ultrasound examination was undertaken 
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at Broomfield Hospital, which demonstrated a breach presentation and Baby C was 

diagnosed as an intrauterine death.  

 

As a result of this incident, a Serious Incident Investigation was conducted by Ms 5.  

 

Decision on the findings on facts and reasons 

 

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

this case, including the submissions made by Mr Loran, on behalf of the NMC and the 

written statements and reflections submitted by Miss Puckrin to the NMC in March 

2017. This included, amongst other documentation, a statement of events in relation to 

the incident involving Mother C on or around 3 January 2016. The panel has not had the 

opportunity to test Miss Puckrin’s assertions concerning certain examinations. It 

considered the consistency between her statement of events and the assertions made 

by her during the Local Supervising Authority investigation.  The panel also 

acknowledged the inconsistencies regarding the live and contemporaneous 

documentation in relation to Mother C.  

 

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 was satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

This case involves the death of a newly-born baby, Baby B, and the intrauterine death 

of Baby C and is therefore highly emotive. The panel, in deliberating upon the charges, 

did so objectively and only upon the evidence it has heard and read.  

 

The panel has drawn no adverse inference from the non-attendance of Miss Puckrin in 

its findings of fact. 
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The panel heard oral evidence from nine witnesses tendered on behalf of the NMC.  

 

Witnesses called on behalf of the NMC were:  

 

 Ms 1 – Investigating Supervisor of Midwives at the time of the incidents; 

 Ms 2 – Band 6 Registered Midwife; 

 Ms 3 – Band 6 Registered Midwife; 

 Ms 4 – Investigating Supervisor of Midwives at the time of the incident; 

 Ms 5 – Serious Incident Investigating Midwife; 

 Ms 6 – Band 6 Community Midwife; 

 Ms 7 – Matron for Children’s Services; 

 Mother C; 

 Partner C.  

 

Before considering the following charges, the panel determined the credibility of Ms 1 in 

relation to charge 1 and 2 and Ms 2 and Ms 3 in relation to charge 2 only.  

 

Ms 1 was not a direct witness to the incidents set out in charges 1 and 2.  Whilst Ms 1 

attempted to assist the panel, the panel considered that her evidence oscillated and 

was at times, inconsistent. For example, Ms 1 changed her view in relation to the 

responsibilities of the different midwives and the panel considered that this could be as 

a result of the passage of time and/or the benefit of hindsight. The panel was of the view 

that Ms 1 made a number of broad statements of opinion, such that Baby B was 

‘probably dead sometime before birth’ without the evidence to support her statement.  

 

The panel found Ms 2 to be clear and consistent in the evidence she gave. The panel 

considered that she answered questions openly and was clear about her role and 

responsibilities and her duty of care to Mother B.  The panel found that Ms 2 was able to 

clarify any discrepancies between her written and oral evidence and considered that 

she was fair towards Miss Puckrin, even to her own detriment.  
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Whilst giving evidence, Ms 3 appeared to be distressed and overwhelmed. However, 

the panel found Ms 3 to be a credible and reliable witness, doing her best to assist the 

panel. 

 

The panel then determined the credibility of the remaining witnesses, all of whom 

provided evidence in relation to charge 3.  

 

Before considering charge 3, the panel determined the credibility of Mother C, Partner 

C, Ms 4, Ms 5, Ms 6 and Ms 7. 

 

The panel found Mother C to be an honest and reliable witness. She provided detailed, 

straightforward and balanced evidence, despite the immensely distressing 

circumstances. Mother C acknowledged that her view of Miss Puckrin might not have 

been so strong, had her baby lived.  

 

The panel found that Partner C was able to recollect the events clearly and that his 

written statement was corroborated by his oral evidence. Neither Mother C nor Partner 

C sought to embellish the alleged events.   

 

The panel found Ms 4 to be a credible and reliable witness who provided a fair and 

balanced recollection of the events on or around 3 January 2016. The panel considered 

that she answered questions consistently, and demonstrated a high level of knowledge 

surrounding the alleged events. 

 

Ms 5 was a credible and reliable witness, who was consistent in the evidence she 

provided. When taken to other possibilities by the panel, she gave a balanced view and 

would not be drawn into speculation.  
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The panel found Ms 6 to give honest and frank evidence and attempted to assist the 

panel despite being nervous. She provided the panel with details as to Miss Puckrin’s 

demeanour on the day of the events.  

 

The panel found Ms 7 to be credible and helpful as a witness. However, the panel 

acknowledged that much of Ms 7’s investigation concerned other matters not charged 

by the NMC and therefore not considered.  

 

The panel considered the charges and made the following findings: 

 

That you, whilst employed as a band 6 midwife on the Birthing Unit of St Peters 

Hospital (‘the unit’): 

 

Charge 1 

 

1. On or around 31 December 2012 failed to adequately complete documentation in 

respect of the care given to Mother A; 

 

Charge found proved 

 

The panel first considered whether Miss Puckrin had a duty in relation to this charge. 

The panel determined that as the midwife involved in a significant element of the care 

provided to Mother A on or around 31 December 2012, she did have a duty to complete 

documentation in respect of the care given. 

 

The panel considered the Trust’s Clinical Record Keeping policy and the paragraphs 

detailing Record Keeping Standards and what ‘clinical information should include’.   

 

The panel next considered the written statement of Ms 1, in which she states: 
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“I noted Sarah’s involvement during the emergency and noted that what Sarah had 

provided [sic] adequate clinical support (i.e. she resuscitated the baby and checked the 

placenta etc.) which was not reflected in her documentation. The documentation was 

sub-standard.” 

 

Ms 1’s oral evidence was that the notes should not have been written on a paper towel 

and that a continuation sheet could have been used in the circumstances.  

 

Having had sight of Mother A’s Second Stage of Labour notes, which were written on a 

paper towel, the panel noted that Miss Puckrin had not recorded the mother’s name, 

date of birth or hospital number. Furthermore, there was no evidence of Miss Puckrin 

recording her own name, the date and time of the observations. 

 

Whilst the panel acknowledged Ms 1’s evidence that the situation on 31 December 

2012 was a difficult one, the panel determined that the notes before it did not accurately 

record the care given to Mother A. In light of this, the panel determined that on or 

around 31 December 2012, Miss Puckrin failed to adequately complete documentation 

in relation to the care given to Mother A.   

 

Charge 2 

 

Before making a determination in relation to Charge 2, the panel took into account the 

evidence of Ms 2 and Ms 3, both of whom were directly involved in the care of Mother 

B. The panel determined that Ms 2 was the midwife in charge of the care provided to 

Mother B until 07:25 on 7 October 2015, at which time Miss Puckrin took the lead in 

providing care, up until the birth of Baby B at 07:59 hrs.  

 

Charge 2 (a) 

 

On or around 7 October 2015, in respect of mother B: 
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a) Failed to transfer mother B to Broomfield hospital when the ambulance arrived at 

or around 07.03hrs; 

 

This charge is found NOT proved 

 

When making a decision in relation to this charge, the panel took into account the 

Report of Supervisory Investigation, in which it states: 

 

“10.3.2 A blue light emergency ambulance was requested at 06:45 and arrived at the 

unit at 07:03 (timings logged by ambulance control). There is a discrepancy to the 

timings in the midwifery documentation.” 

 

Further, in the Meeting Minutes with Ms 2 and Miss Puckrin, Ms 2 states: 

 

“Mother B commended [sic] active pushing just before SP took over at 0725.” 

 

Ms 2 confirmed in her oral evidence that she was the midwife in charge of Mother B’s 

care until 07:25 hrs.  

 

Notwithstanding the evidence that there was no hierarchy in place in relation to shared 

midwifery care within the Unit at this time, the panel was satisfied that Ms 2 was the 

midwife in charge at or around 07:03hrs and therefore it would have been her 

responsibility to ensure that Mother B was transferred to Broomfield Hospital. At this 

time, no duty was upon Miss Puckrin to transfer Mother B.  

 

Charge 2 (b) 

 

b) Failed to undertake a fresh eyes review of the CTG at or around 07:40hrs; 

 

This charge is found NOT proved 
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The panel was satisfied that at or around 07:40 hrs, Miss Puckrin had taken over 

responsibility for the care of Mother B.  

 

When considering this charge, the panel acknowledged the written statement of Ms 1, in 

which she states: 

 

“Fresh eyes should be performed by two trained clinicians (midwife, midwife in charge 

or doctors) hourly. There should also be a review of the previous fresh eyes outcomes 

to establish whether there is a trend or any concerns that can only be determined over 

the period of time (for example continued decelerations or raising baseline).” 

 

It further acknowledged Ms 2’s witness statement, in which she states: 

 

“Mother B had become very anxious after the deceleration, so a CTG was offered and 

commenced at approximately 06:35. The labour Ward Coordinator, I cannot remember 

who, was informed of the situation, by the Registrant, who also called an ambulance 

whilst I helped Mother B control her breathing. After commencing the CTG I contacted 

the Labour Ward Coordinator to discuss Mother B and was reassured that there were 

no further decelerations and the Coordinator was happy for us to “remain at the unit”.” 

 

The panel next considered Mother B’s Second Stage of Labour notes, which at 07:00 it 

is recorded that: 

 

“FHHR 142bpm no audible decelerations noted. Mother B finding pushing difficult to 

coordinate.” 

 

The panel also considered the evidence before it that Ms 3 repositioned the CTG 

transducer at 07:35 hrs and had no concerns regarding the CTG trace. The evidence of 

both Miss Puckrin and Ms 2 was that they were listening to the fetal heart and Ms 2’s 

oral evidence clarified that they undertook the essence of a ‘fresh eyes review’ at 07:00 
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hrs, which was then relayed to the Labour Ward Coordinator, but that this was not 

documented on a formal template. 

 

The panel accepted the evidence of Ms 1 that a review should be conducted every 

hour. The panel was satisfied that, although a formal fresh eyes review was not 

undertaken, the recording by Ms 2 at 07:00 hrs evidences the essence of a ‘fresh eyes 

review’. In light of the review conducted by Ms 2 at this time, the panel determined that 

Miss Puckrin did not have a duty to carry out a further fresh eyes review at 07:40. 

 

Charge 2 (c) 

 

c) Failed to escalate an abnormal fetal heartrate to an obstetrician; 

 

This charge is found NOT proved 

 

When determining this charge, the panel reminded itself of the witness statement of Ms 

2, in which she states: 

 

“Mother B had become very anxious after the deceleration, so a CTG was offered and 

commenced at approximately 06:35.” 

 

The panel determined that at the time of the abnormal fetal heartrate at 06:35, Ms 2 was 

the midwife in charge of Mother B’s care, with the duty to escalate. Ms 2 did so via the 

Labour Ward Coordinator. The panel considered that, at this time, the duty to escalate 

was on Ms 2 and that there was no duty on the part of Miss Puckrin. 

 

Charge 2 (d) 

 

d) Failed to ensure the maternal pulse was taken and/or recorded after 06:40hrs; 

 

This charge is found proved 
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The panel carefully considered the wording of this charge.  

 

The panel acknowledged the witness statement of Ms 2, in which she states: 

 

“Both the Registrant and I, independently auscultated the pulse rate of Mother B, which 

was within normal parameters.” 

 

It further acknowledged Mother B’s Second Stage of Labour notes, within which it is 

recorded that at 06:40, Mother B’s maternal pulse was taken.  

 

The panel determined that it had clear evidence before it that a maternal pulse was 

taken and recorded at 06:40 hrs by Ms 2. Ms 2 stated that, as Mother B was no longer 

in the birthing pool, her pulse rate should have been recorded and documented each 

hour. Miss Puckrin took over the care of Mother B at 07:25hrs. The panel had no 

evidence before it that Miss Puckrin recorded a further maternal pulse after 06:40, 

despite a requirement for a recording to have been taken and noted at 07:40 hrs.  

 

Whilst the panel was mindful of circumstances surrounding the care provided to Mother 

B at this time, the panel determined that Miss Puckrin did fail to ensure that a maternal 

pulse was taken and/or recorded after 06:40hrs. The panel considered that Miss 

Puckrin had the opportunity to take Mother B’s pulse between contractions, or to ask 

another midwife to take the recording, and that she failed to do so.  

 

Charge 2 (e) 

 

e) Failed to ensure an interpretable fetal heart rate was obtained and/or recorded 

from around 07:40hrs; 

 

This charge is found NOT proved 
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When making a decision in relation to this charge, the panel took account of the clear 

agreement between Ms Puckrin and Ms 3, that Ms Puckrin would continue with the care 

of Mother B and that Ms 3 would write up the clinical notes afterwards. The panel 

therefore considered that Miss Puckrin had a duty to ensure that an interpretable fetal 

heart rate was obtained from around 07:40 hrs.  

 

The panel considered the National Institute for Health and Care Excellence guidelines 

2004. These guidelines state that a fetal heart rate should be obtained and interpreted 

every five minutes.  

 

In Ms 1’s witness statement, she states: 

 

“The baby’s heart beat was pathological from 07:40 hours and the baby was born 

deceased at 07:59 hours, there was a total of 19 minutes of uninterpretable fetal heart 

with no heart rate obtained for eight minutes prior to the birth.” 

 

The panel considered the retrospective notes within Mother B’s Communication Page 

which evidences that a fetal heart rate was taken every five minutes between 07:35hrs 

and 07:54 hrs. The fetal heart rate was recorded to be within ‘normal parameters’. 

Neither Ms 2, Ms 3 nor Miss Puckrin expressed any concerns regarding the fetal heart 

rate during this time. 

 

Whilst the panel accept that the notes were made retrospectively, it reminded itself that 

it was the evidence of Ms 1, who confirmed in her oral evidence that retrospective notes 

are acceptable. In light of the evidence before it, the panel was satisfied that Miss 

Puckrin did ensure that an interpretable fetal heart rate was obtained from around 07:40 

hrs and that this was interpreted as been within normal parameters.  

 

 

 

 



 20 

Charge 2 (f) 

 

f) Failed to make adequate and/or contemporaneous records of patient care and 

observations; 

 

Charge found NOT proved 

 

When considering this charge, the panel took into account the witness statement of Ms 

1, within which she states: 

 

“…the Registrant should have completed the records to detail the foetal heart rate; the 

foetal pulse; and the condition of Patient B. the records written by the Registrant were 

written retrospectively and so appear adequate, however, were not completed at the 

time of the observations.” 

 

The panel reminded itself that, when questioned during her oral evidence, Ms 1 

accepted that the records of patient care could have been more detailed but that they 

were not inadequate.  

 

Whilst the panel accept that Miss Puckrin had a duty to make contemporaneous records 

of patient care, it determined that Miss Puckrin was entitled to record the care provided 

to Mother B retrospectively as she was dealing with the second stage of labour at the 

time. Miss Puckrin would have been unable to write the notes contemporaneously. The 

panel therefore concluded that there is insufficient evidence before it to support this 

charge.  

 

Charge 3 (a) 

 

3. On or around 3 January 2016, in relation to mother C: 
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a) Failed to adequately assess mother C over the telephone and/or failed to 

adequately record the assessments of mother C conducted over the telephone; 

 

This charge is found proved 

 

In reaching its decision in relation to this charge, the panel considered all the evidence 

before it.  

 

The panel first determined that as the midwife answering Mother C’s telephone calls at 

17:35, 18:30 and 19:45 hrs, Miss Puckrin was the primary midwife responsible for 

Mother C’s care and had a duty to assess Mother C’s condition. The panel next 

determined whether any assessments were adequate and/or whether they were 

adequately recorded.   

 

The panel considered the Local Supervisory Authority report, dated April 2016, within 

which it is stated: 

 

“6.7.1 MW 1 [Miss Puckrin] was asked at interview did you ask Mother C at each call 

about fetal movements and she said I asked regarding the movement and colour of the 

liquor.” 

 

The panel further considered the telephone triage records dated 3 January 2016, which 

evidences Miss Puckrin completing notes on the reverse of the proforma.  

 

In Ms 5’s witness statement she states: 

 

“The documentation of the telephone calls suggest that Sarah made a limited 

assessment of Mother C and the fetus’s wellbeing… 

 

For example, it is normal practise to enquire details about the colour of liquor after 

Mother C was discharged home at 17:00 hours and whether Mother C is feeling fetal 
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movements. Overall, Sarah’s recording of the telephone calls is substandard and does 

not seem to appear that Sarah asked specific questions to be able to fully assess fetal 

wellbeing. ” 

 

The panel reminded itself that it was the evidence of both Ms 4 and Ms 5 that there 

were a number of deficiencies in the telephone assessments as recorded. In Ms 4’s 

witness statement, she states: 

 

“At 19:45 hours Mother C partner rang back saying Mother C was leaking and soaking 

the pad with liquor which was water. What Sarah should have done at this point is to 

ask Mother C what colour the liquor was and ask her regarding the fetal movements. 

None of this conversation is documented.” 

 

The panel accepts that, on the face of it, there may well have been poor practice within 

the Unit, in that Miss Puckrin was not the only midwife to write more than one entry on 

the back of a telephone message proforma. It determined that this does not detract from 

her responsibility to ensure that adequate records were made of each assessment. 

 

In light of this, together with the evidence of Ms 4 and Ms 5, that Miss Puckrin did not 

ask Mother C the required information, the panel concluded that Miss Puckrin should 

have conducted and/or recorded a full antenatal assessment in triage and that she did 

not do so.   

 

Charge 3 (b) (i) 

 

Following mother Cs attendance at the unit at around 1700hrs:  

 

i) Failed to conduct and/or record a full antenatal assessment in triage; 

 

This charge is found proved 
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When considering this charge, the panel took into account the witness statement of 

Mother C, which states: 

 

“She advised me to have a bath and take regular paracetamol, and she did not say 

anything to us about signs to watch out for or when to come back in. The time Partner C 

and I spent in the unit was around twenty minutes and it felt very rushed.” 

 

In Partner C’s witness statement he states: 

 

The midwife entered the room, and appeared to me rather brash in addressing Mother 

C and I [sic]. It was as if time was an issue for her, and that she needed to deal with us 

quickly.” 

 

It was Partner C’s oral evidence that there was no acknowledgment that they were first 

time parents and Miss Puckrin’s manner was such that they were made to feel that they 

were an ‘inconvenience’.  

 

Both Mother C and Partner C’s accounts corroborated each other’s.  

 

The panel reminded itself of the Trust’s Guideline for the Management of Normal 

Labour and Prolonged Labour in Low Risk Patients, which sets out detailed guidance as 

to what an ‘initial assessment’ by a midwife should consist of, including a number of 

bullet points.  The panel determined that both Miss Puckrin’s contemporaneous and 

retrospective notes were brief and lacking in detail. The panel took into account the 

clinical records before it. It noted that the contemporaneous notes completed by Miss 

Puckrin, were neither dated nor timed; it further considered that the retrospective notes 

did not contain full and necessary information, such as Mother C’s temperature, 

respiration and full documentation of her findings during abdominal palpation.  

 

The panel took into account Ms 4’s oral evidence that the assessment undertaken and 

recorded by Miss Puckrin was ‘very poor and inadequate’, including that the vaginal 
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examination was not documented adequately in that she would have expected the 

position and station of the fetus to have been documented.  

 

The panel also took into account the oral evidence of Ms 6, who received handover 

from Miss Puckrin. She recalled Miss Puckrin describing Mother C and Partner C as ‘a 

pain in the arse, they phoned every time something happened and were really anxious’.  

 

In light of this, the panel was satisfied that Miss Puckrin failed to conduct and/or record 

a full antenatal assessment in triage.  

 

Charge 3 (b) (ii) 

 

ii) Performed a vaginal examination on mother C when the baby appeared to be in 

the ‘oblique lie’ position; 

 

This charge is found proved 

 

When making a decision in relation to this charge, the panel took into account the 

witness statement of Mother C, which states: 

 

“The midwife then felt my abdomen and in a casual tone said words in effect of “Did you 

know your baby is breech?” I replied “No, the other midwife said head was down last 

week” and then the midwife said “Oh no, it’s oblique”. I am certain she said the word 

‘Oblique’. The midwife then did a vaginal examination and said I was 2cm dilated and I 

was not in labour. 

 

The panel also took into account Partner C’s witness statement, which states: 

 

“I remember the word oblique quite clearly as I remember thinking to myself that I 

needed to Google the meaning when we were at home.” 
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In Ms 6’s witness statement prepared for the local investigation, dated 7 January 2016, 

she states: 

 

“Sarah informed me that she had seen Mother C earlier and she had sent Mother C 

home as she was in early labour. I was told that she was unable to palpate any 

contractions and that she felt that the presentation was slightly oblique, as she was 

telling me this she was she [sic] demonstrating the position of the head using her own 

abdomen demonstrating that the head was sitting slightly to the right and that when she 

performed a vaginal examination her cervix was closed. Sarah said that she had given 

her a stretch and sweep to stimulate the contractions to become stronger in hope that 

the contractions would encourage the head to engage.” 

 

The panel noted Miss Puckrin’s signed records of her assessments of Mother C, both 

contemporaneous and retrospective, recording ‘oblique lie’. In response to the local 

investigation, Miss Puckrin states: 

 

“The baby felt head down but slightly oblique at the pelvis… 

 

…The woman was very eager to find out what progress she had made and wanted a 

Vaginal Examination (VE). While undertaking the VE I was reassured as the presenting 

part was deep in the pelvis and not oblique.” 

 

The panel reminded itself that both Ms 4 and Ms 5 confirmed in their oral evidence that 

if a possible breech presentation and/or oblique lie is identified, it would be wrong to 

conduct a vaginal examination as this could induce and/or speed up labour. It could also 

cause the membranes to rupture and the umbilical cord to prolapse.   

 

In light of the evidence before it, the panel determined that Miss Puckrin failed to 

recognise the significance of the oblique lie position and the dangers associated with 

conducting a vaginal examination whilst in this position. The panel did not accept Miss 

Puckrin’s subsequent suggestion that the presenting part was engaged and not oblique. 
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It therefore concluded, on the balance of probabilities, that Miss Puckrin did perform a 

vaginal examination on Mother C when the baby appeared to be in the ‘oblique lie’ 

position.  

 

Charge 3 (b) (iii) 

 

iii) Discharged mother C home when the baby appeared to be in the ‘oblique lie’ 

position; 

 

This charge is found proved 

 

In reaching its decision in relation to this charge, the panel considered both the oral and 

written evidence of Mother C and Partner C. In her witness statement Mother C states: 

 

“I actually was not convinced that I was not in labour but I felt I could not argue with her. 

I most certainly felt like there was no option to stay in the unit. If I had been asked, for 

reassurance I would have preferred to have stayed and not been sent home to labour 

without a midwife around.”  

 

In Partner C’s witness statement he too states: 

 

“There was no offer to stay in the unit and no encouragement or reassurance in what 

Mother C had achieved… 

 

…The midwife then dismissed us and Mother C and I left the unit.” 

 

The panel reminded itself that it was the oral evidence of both Ms 6 and Ms 7 that 

during handover, Miss Puckrin continued to gesture and verbally explain that Baby C 

was in a slightly oblique position. This is confirmed by the notes made by Miss Puckrin 

in Mother C’s Pregnancy Care and Management Plan, within which Miss Puckrin 



 27 

confirms that the baby is in a ‘slightly oblique’ position and that she had sent Mother C 

home “to get some rest before labour starts”.  

 

The panel accepted the evidence of the NMC’s witnesses, two of whom were direct 

witnesses to Miss Puckrin’s description of Mother C. In light of this, the panel was 

satisfied that Miss Puckrin did discharge Mother C home when the baby appeared to be 

in an ‘oblique lie’ position.  

 

Charge 3 (b) (iv) 

 

iv) Failed to escalate the suspected mal-presentation of the fetus to an obstetrician; 

 

This charge is found proved 

 

The panel carefully considered the wording of this charge, with its implied duty upon 

Miss Puckrin to escalate to an ‘obstetrician’. 

 

The panel accepted the evidence of the NMC’s witnesses that an obstetrician would be 

based within an obstetric led unit, within which a multi-disciplinary team, a Labour Ward 

Coordinator and an obstetrician could be located.  

 

The panel considered whether Miss Puckrin had a duty in relation to this charge. The 

panel determined that as the midwife in charge of the care provided to Mother C at 

17:00 hours, she did have a duty to escalate the suspected mal-presentation. 

 

Next, in making a decision in relation to this charge the panel acknowledged the 

evidence of both Ms 4 and Ms 5.  

 

In Ms 5’s witness statement, she states: 
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“Delivering a mal-presentation baby (including breech) requires obstetric assistance and 

it is recommended for delivery to be caesarean section. There would always be an 

obstetrician present at birth and the mother would be prepared for theatre encase [sic] 

of an emergency caesarean section is required.”  

 

Both Ms 4 and Ms 5 confirmed in their oral evidence that, after identifying a possible 

breech presentation, it would have been incumbent upon Miss Puckrin to immediately 

send Mother C to an obstetric led unit for a presentation scan and consideration by an 

obstetrician.  

 

The panel accepted the evidence of Ms 4 and Ms 5. It acknowledged the evidence that 

the correct procedure to follow in this situation is set out within the Trust’s Guidelines. 

Miss Puckrin did not follow these guidelines. The panel therefore determined that Miss 

Puckrin failed to escalate the suspected mal-presentation of the fetus to an obstetrician.  

 

Charge 3 (b) (v) 

 

v) Failed to arrange a presentation scan despite the mal-presentation of the baby; 

 

This charge is found proved 

 

When determining this charge, the panel considered the written statement of Ms 4, 

within which she states: 

 

“Sarah should have escalated the finding of the oblique lie by referring Mother C to a 

scan as per the Trust guidelines, which states that a midwife must make a timely and 

appropriate referral to another practice nurse when it is in the best interest of the 

individual. If Mother C had gone for a scan it is likely that Mother C would have been 

given the option of a caesarean section.” 
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The panel accepted the evidence of Ms 4. It considered that Miss Puckrin had a duty to 

arrange a presentation scan in these circumstances and did not do so.  

 

In light of its determination at charge 3 (b) (iv), the panel concluded that by way of Miss 

Puckrin’s failure to escalate the suspected mal-presentation to an obstetrician, a 

presentation scan had not been arranged.  

 

Charge 3 (b) (vi) 

 

vi) Failed to arrange for the emergency transfer of mother C to Broomfield Hospital; 

 

This charge is found proved 

 

When considering this charge, the panel considered all the evidence before it. The 

panel is of the view that, as the midwife caring for Mother C, it was Miss Puckrin’s duty 

to arrange an emergency transfer, should this be required.  

 

The panel acknowledged the evidence of both Ms 4 and Ms 5 who detailed the criteria 

for arranging an emergency transfer.  

 

In her written statement Ms 5 explains: 

 

“It is expected that when someone is in labour with their first baby, that the baby’s head 

is to be cephalic (“head down”) and at least part way into the pelvis. In any situation 

where a baby is not presenting in this way we should transfer the woman, immediately if 

she is in early labour, for a presentation scan… 

 

...Usually women are transferred to a day assessment unit for presentation scans or 

labour ward if they are in labour. However, as it was the weekend the woman would 

have needed to be transferred to Broomfield Hospital Labour Ward. All midwives at the 

Trust are trained in this procedure.” 
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The panel considered the Trust’s Guideline for the Management of Normal Labour and 

Prolonged Labour in Low Risk Patients, which states that mal-presentation would be an 

‘Indication for Intrapartum Transfer’.  

 

The panel acknowledged Miss Puckrin’s explanation provided to the local investigation, 

within which she states: 

 

“While caring for this woman my plans changed. Originally after undertaking an 

abdominal palpitation I planned to send her to the consultant unit for a review and 

possibly a scan as I suspected malposition. However, after doing a vaginal examination 

I changed my mind as on vaginal examination I found that the presenting part was in the 

pelvis thus not necessitating further intervention.” 

 

The panel accepted the evidence of the NMC. It did not find Miss Puckrin’s statement to 

the local investigation to be credible on the basis of Miss Puckrin’s own 

contemporaneous and retrospective notes and in light of the compelling evidence of Ms 

4, Ms 5 and Ms 6. The panel was therefore satisfied that Miss Puckrin failed to arrange 

for the emergency transfer of Mother C to Broomfield Hospital.  

 

Charge 3 (b) (vii) 

 

vii) Failed to adequately complete the documentation; 

 

This charge is found proved 

 

The panel finds this charge proved in light of its determination at charge 3 (b) (viii) and 

(ix) below 

 

 

.  
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Charge 3 (b) (viii) 

 

viii) In respect of the contemporaneous notes, failed to adequately document the 

findings during an abdominal palpation; 

 

This charge is found proved 

 

When making a decision in relation to the following two charges, the panel first 

considered whether Miss Puckrin had a ‘duty’. The panel determined that as the midwife 

in charge of the care provided to Mother C around 17:00 hours, she did have a duty to 

document her clinical findings.  

 

The panel next considered all the evidence before it, including the contemporaneous 

notes within Mother C’s Pregnancy Care and Management Plans which stated, 

‘palpation felt oblique not engaged.’ It also considered the witness statement of Ms 4, in 

which she states: 

 

“Sarah had recorded contradictory notes relating to the position and engagement of the 

presenting part. Initially the documentation stated that the position of the baby was 

slightly oblique and not engaged… 

 

She had documented that the baby was slightly oblique therefore should have referred 

for a scan. Also the presentation and lie of the baby was absent from the antenatal 

assessment.  

 

Sarah failed to complete an SBAR in her notes. She failed to date and time the original 

documentation in the notes. Sarah failed to fill out a drug chart for the paracetamol she 

had prescribed.” 

 

The panel acknowledged Miss Puckrin’s statement given to the local investigation, 

within which she states: 
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“While writing notes I answered the phone on a number of occasions. I became 

distracted by the telephone and the conversations I was having. Consequently I feel that 

I must have closed the woman’s notes stopping documentation midsentence. Thinking I 

had finished them after the telephone conversations I handed them back…”  

 

Whilst the panel considered the explanation provided by Miss Puckin, in light of the 

compelling evidence before it, the panel was of the view that the notes made in relation 

to Mother C were deficient. It therefore determined that Miss Puckrin failed to 

adequately document the findings during an abdominal palpation.  

 

Charge 3 (b) (ix) 

 

ix) Failed to adequately record the event correctly in your retrospective notes; 

 

This charge is found proved 

 

When determining this charge, the panel again considered all of the evidence before it, 

including the retrospective notes within Mother C’s Pregnancy Care and Management 

Plan.  

 

The panel was assisted by both Ms 4’s written and oral evidence. In her witness 

statement she explains: 

 

“The following day of 4 January 2016 at 9:00am, Sarah came in and documented more, 

which you are allowed to do, but even then, she omitted to record respirations and 

temperature. She still wrote that it was an oblique lie, not engaged.” 

 

After examining the notes before it, the panel accepted the NMC’s evidence. In light of 

this, the panel determined that Miss Puckrin failed to accurately record the event 

correctly in her retrospective notes. 
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Charge 3 (c) 

 

c) By reason of one or more of the acts and/or omissions described in charge 3 above, 

there was a loss of opportunity to prevent the death of baby C. 

 

This charge is found proved 

 

This charge required careful consideration by the panel. It noted that this charge is not 

one of direct contribution or cause, rather of a missed opportunity to prevent Baby C’s 

death.  

 

The panel noted that there was evidence before it that, at 17:05 hrs, a fetal heart beat 

was recorded. It also heard evidence that Mother C felt fetal movement when she was 

in the bath some one and a half/two hours later.  

 

In Ms 5’s witness statement, she states: 

 

“It is unknown when Mother C’s baby died, it is feasible that Mother C could have been 

in theatre around 18.30 hours when her baby was alive. However, this is dependent on 

many factors including time paramedics took to attend to the unit, traffic, the doctor’s 

schedules and the current workload in Broomfield. We have two theatres in Broomfield 

and could have opened the second theatre.  

 

It is unknown at what time the caesarean could have been performed, but it is possible 

that had Sarah escalated the mal-presentation, caesarean section could have been 

before the baby’s heartbeat was not heard and known Intra Uterine Death at 20.15 

hours. An accurate time cannot be known as it is unknown when Mother C’s baby 

passed away.” 

 

 

The panel also considered the written statement of Ms 4, within which she states: 
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“Sarah has also stated that the unit was busy but failed to call the on call midwife into 

the unit to help. Sarah failed to follow Trust guidelines.  

 

The seriousness of these findings is that her failure to escalate and poor record keeping 

could have contributed to the poor outcome.” 

 

The panel considered the written statement provided by Miss Puckrin to the local 

investigation, within which she describes the Unit as busy. However, the panel heard 

evidence from witnesses that the workload on that shift was ‘normal’. Mother C and 

Partner C stated that upon arrival on the Unit at 17:05 hrs, they did not see any other 

patients either in the waiting area or the main Unit.  Ms 6 also advised the panel that 

when she came on night duty, there were no mothers or babies on the Unit.  

 

The panel considered all of the evidence before it in relation to this serious charge and, 

on the balance of probabilities, was satisfied that the failure to escalate the suspected 

mal-presentation of Baby C, the discharging home of Mother C when the baby 

appeared to be in the oblique lie position, the vaginal examination and the delay in 

transferring Mother C to the obstetric unit, resulted in a loss of opportunity to prevent the 

death of Baby C.  
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Submission on misconduct and impairment:  

 

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

whether the facts found proved amount to misconduct and, if so, whether Miss Puckrin’s 

fitness to practise is currently impaired. There is no statutory definition of fitness to 

practise. However, the NMC has defined fitness to practise as a registrant’s suitability to 

remain on the register unrestricted.  

 

In his submissions Mr Loran invited the panel to find that Miss Puckrin’s actions 

amounted to breaches of The Code: Standards of conduct, performance and ethics for 

nurses and midwives 2008 (“the Code 2008”) and The Code: Professional standards of 

practice and behaviour for nurses and midwives (2015) (“the Code 2015”). He then 

directed the panel to specific paragraphs and identified where, in the NMC’s view, Miss 

Puckrin’s actions amounted to misconduct.  

 

Mr Loran 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 further referred the 

panel to the case of Calhaem v GMC [2007] EWHC 2606 (Admin), in which Jackson J 

commented on the definition of misconduct. He stated: 

 

“It connotes a serious breach which indicates that the doctor’s fitness to practise is 

impaired.” 

 

In respect of charge 1, Mr Loran submitted that Miss Puckrin’s poor standard of record 

keeping fell far short of what would be expected of a registered midwife and, given that 

record keeping is such a fundamental requirement for midwives, this instance may be 

considered to amount to serious misconduct. 

 

With regard to charge 2 (d), Mr Loran acknowledged that it will be for the panel’s 

independent judgement as to whether, taken in isolation and in the context of such 
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challenging circumstances, the failure to ensure the maternal pulse was taken and 

recorded may not meet the threshold of serious misconduct.  

 

Mr Loran invited the panel to consider the individual charges of misconduct as set out in 

charge 3 in the overall context of the charge 3 allegations as a whole. He submitted that 

Ms Puckrin’s conduct fell far short of what was expected in the circumstances. Mr Loran 

asserted that the failings in respect of the care provided to Mother C included multiple 

examples of poor practice such as failing to recognise and respond to the fact that Baby 

C was not engaged and appeared to be a mal-presentation.  Mr Loran submitted that as 

a result of Miss Puckrin’s poor decision making, Mother C and Baby C were put at 

serious risk of harm and, as a result, there was a missed opportunity to prevent Baby 

C’s death.     

 

Mr Loran reminded the panel that it was the evidence of both Mother C and Partner C 

that they were made to feel as though they were a nuisance. He submitted that this 

evidence was crystallised by Ms 6 when she told the panel during her oral evidence that 

Miss Puckrin described the couple as a ‘pain in the arse’ and complained that they were 

anxious and made too many phone calls.  Mr Loran stated that Mother C and Partner C 

were first time parents and submitted that they were entitled to expect a professional 

and courteous response to any concerns they may have had.  He submitted that Miss 

Puckrin’s attitude towards their care was nothing short of atrocious.   

 

Mr Loran then moved on to the issue of impairment, and addressed the panel on the 

need to have regard to protecting the public and the wider public interest. This included 

the need to declare and maintain proper standards and maintain public confidence in 

the profession and in the NMC as a regulatory body. Mr Loran referred the panel to 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 76 she said: 
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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. … 

 

Mr Loran submitted that the first three limbs of this test are engaged. He stated that 

Miss Puckrin’s clinical failings have been found to amount to a loss of opportunity to 

prevent the death of Baby C. Mr Loran submitted that Miss Puckrin exposed Mother C 

to a risk which was avoidable and treated both Mother C and Partner C with ‘little more 

than contempt’ at a time when they had placed their trust in her as a professional. Mr 

Loran submitted that Miss Puckrin betrayed that trust and, in doing so, demonstrated 
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that she represents a risk to the public, should she be permitted to continue practising 

unrestricted. Further, Mr Loran submitted that Miss Puckrin has brought the profession 

into disrepute by way of her failings, subsequently breaching a fundamental tenet of the 

midwifery profession.  

 

Mr Loran further referred the panel to the case of Cohen v GMC [2008] EWHC 581 

(Admin). He submitted that Miss Puckrin has failed to properly reflect on her failings and 

further, she has failed to demonstrate an understanding of what went wrong. He stated 

that Miss Puckrin has not taken responsibility for her errors and omissions in her care.  

 

Mr Loran 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: 

 

“In the ordinary case such as this, the attitude of the practitioner to the events which 

give rise to the specific allegations 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 Loran submitted that given Miss Puckrin’s attitude, there is no real prospect of her 

remedying her behaviour and therefore repetition of the misconduct found proved is 

likely. He invited the panel to make a finding of impairment on both public protection and 

public interest grounds.  

 

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

number of judgments which are relevant, including: Roylance v General Medical Council 

(No 2) [2000] 1 A.C. 311, Nandi v GMC [2004] EWHC 2317 (Admin), and GMC v 

Meadow [2007] QB 462 (Admin), Council Healthcare Regulatory Excellence v (1) 

Nursing and Midwifery Council (2) Grant [2011] EWHC 927 (Admin) and Cohen v GMC 

[2008] EWHC 581. 

 

 

http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=34&crumb-action=replace&docguid=I2FA9FC80663911DBA565F1A94730B2D7
http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=34&crumb-action=replace&docguid=I2FA9FC80663911DBA565F1A94730B2D7
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The panel noted that the question of whether Miss Puckrin’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 

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

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

circumstances, Miss Puckrin’s fitness to practise is currently impaired as a result of that 

misconduct.  
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Decision on misconduct 

 

When determining whether the facts found proved at charge 1 amount to misconduct 

the panel had regard to the terms of the Code 2008. When determining whether the 

facts found proved at charge 2 (d) and charge 3 amount to misconduct, the panel had 

regard to the Code 2015. 

 

The panel, in reaching its decision, had regard to the public interest and accepted that 

there was no burden or standard of proof at this stage and exercised its own 

professional judgement. 

 

The panel was of the view that Miss Puckrin’s actions did fall significantly short of the 

standards expected of a registered midwife, and that her actions amounted to breaches 

of both Codes. Specifically: 

 

The Code: Standards of conduct, performance and ethics for nurses and 

midwives 2008 (Charge 1) 

 

 provide a high standard of practice and care at all times 

 

Share information with your colleagues  

 

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

 

Keep clear and accurate records  

 

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

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

have been. 

 

43 You must complete records as soon as possible after an event has occurred.  
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45 You must ensure any entries you make in someone’s paper records are clearly and 

legibly signed, dated and timed. 

 

Uphold the reputation of your profession  

 

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

 

The Code: Professional standards of practice and behaviour for nurses and 

midwives (2015) (Charges 2 and 3) 

 

Treat people as individuals and uphold their dignity  

 

1.1 treat people with kindness, respect and compassion  

 

1.2 make sure you deliver the fundamentals of care effectively 

 

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

delivered without undue delay 

 

Listen to people and respond to their preferences and concerns  

 

2.1 work in partnership with people to make sure you deliver care effectively  

 

2.6 recognise when people are anxious or in distress and respond compassionately and 

politely 

 

Work co-operatively  

 

8.5 work with colleagues to preserve the safety of those receiving care  
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8.6 share information to identify and reduce risk 

 

10 Keep clear and accurate records relevant to your practice 

 

13 Recognise and work within the limits of your competence  

 

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

mental health in the person receiving care  

 

13.2 make a timely referral to another practitioner when any action, care or treatment is 

required 

 

 13.3 ask for help from a suitably qualified and experienced professional to carry out any 

action or procedure that is beyond the limits of your competence   

 

15 Always offer help if an emergency arises in your practice setting or anywhere 

else  

 

15.2 arrange, wherever possible, for emergency care to be accessed and provided 

promptly  

 

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  

 

20.3 be aware at all times of how your behaviour can affect and influence the behaviour 

of other people  

 

The panel appreciated that a breach or breaches of the Codes do not automatically 

result in a finding of misconduct and that misconduct has to amount to serious 

professional misconduct. The panel had careful regard to the charges found proved on 
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the evidence and noted that these charges encompass a number of fundamental 

aspects of midwifery practice.  

 

After very careful consideration, the panel was of the view that charge 2 (d), separately, 

did not amount to misconduct in the context of the challenging circumstances of Mother 

B being in the advanced Second Stage of labour. However, the panel was of the view 

that Miss Puckrin’s failings in relation to charges 1 and 3 were sufficiently serious and 

related to multiple instances of poor practice on two separate dates in 2012 and 2016. 

The panel was in no doubt that Miss Puckrin failed to act appropriately and that the 

events in 2012 and 2016 included significant record keeping failures, poor decision 

making and distinct failures by Miss Puckrin to care for Mother C appropriately or to 

take the appropriate clinical and procedural steps. It considered that Miss Puckrin’s 

attitude in her care of Mother C was nothing short of disgraceful. Consequently, as the 

panel has found, the actions and/or omissions by Miss Puckrin resulted in a loss of 

opportunity to prevent the death of Baby C. The panel therefore found, in respect of 

charge 1 and all of charge 3, separately and collectively, that Miss Puckrin’s failings 

were so serious as to amount to professional misconduct.   

 

Decision on impairment 

 

The panel next went on to decide if, as a result of this misconduct, Miss Puckrin’s 

fitness to practise is currently impaired. 

 

Midwives occupy a position of privilege and trust in society and are expected at all times 

to be professional. Patients and their families must be able to trust midwives with their 

lives and the lives of their loved ones. To justify that trust, midwives 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). 
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The panel accepted the NMC’s submissions that the nature and extent of Miss Puckrin’s 

misconduct is such that the first three limbs of the Grant test are engaged. The panel 

determined that Miss Puckrin placed vulnerable mothers and babies at an unwarranted 

risk of harm by way of her actions and omissions. The panel was of the view that Miss 

Puckrin’s failures have brought the profession into disrepute and breached fundamental 

tenets of the midwifery profession.  

 

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

when looking to the future and the risk of Miss Puckrin 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 Miss 

Puckrin, insight shown by her 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 Miss Puckrin repeating her misconduct.  

 

The panel determined that Miss Puckrin’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 Miss Puckrin’s remediation of her 

misconduct. Although Miss Puckrin had submitted reflective pieces to the NMC and 

undertaken and passed an LSA approved practice programme in 2016, the panel 

remained concerned that Miss Puckrin has not demonstrated real insight or genuine 

remorse since these incidents.  

 

Regarding insight, the panel considered the documentation submitted by Miss Puckrin 

to the NMC in March 2017, within which she states: 

 

“I know that my skills as a midwife are not being questioned. I believe that the care I 

provided for this woman [Mother C] was correct… 
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The notes that I had written for the first woman [Mother A] were not a true 

representation of the care that I gave and it was evident that a lot of detail was missing. 

This has caused me much anxiety.” 

 

Further, she states: 

 

“I have reflected a lot throughout the last 14 months and I am regretful that had I 

realised then the importance of Record Keeping I would not be where I am now.” 

 

The panel determined that Miss Puckrin has demonstrated very limited, if any, insight. 

The panel reminded itself that it was the evidence of numerous witnesses that during 

the local investigatory meetings, Miss Puckrin focused on the impact the incidents had 

had upon her and failed to demonstrate any insight. The panel had no further evidence 

before it today to demonstrate that Miss Puckrin has understood the impact her failings 

had upon those in her care. 

 

Furthermore, the panel was of the view that Miss Puckrin has failed to demonstrate any 

remorse for her actions. Within her statement to the NMC, Miss Puckrin states: 

 

“This has not only affected me and my career but also my family.” 

 

The panel considered that Miss Puckrin’s written responses were largely self-serving, in 

which she demonstrated an apparent inability to take responsibility for her actions and 

an apparent attitudinal issue on her part.   

 

In its consideration of whether Miss Puckrin has remedied her practice the panel took 

into account the fact that she had successfully completed an LSA approved practice 

programme in 2016. This would have afforded her the opportunity to remedy the 

concerns raised during the local investigation including her record keeping, 

communication, escalation and referral.  
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Mother C and Partner C provided the panel with evidence of being received and treated 

in a brash, rushed and uncompassionate manner. Partner C stated that Miss Puckrin: 

 

“Made me feel stupid for having visited and that we had wasted her time.” 

 

He described how they arrived at the Unit, excited about the fact that Baby C was on its 

way. The panel found that such an unwelcoming and dismissive approach by Miss 

Puckrin would be considered deplorable by members of the midwifery profession.   

Therefore, in light of the serious attitudinal issues identified, the panel was of the view 

that there was no real prospect of Miss Puckrin remedying her behaviour and repetition 

of this conduct is therefore highly likely. The panel therefore determined that a finding of 

impairment is necessary on the grounds of public protection.  

 

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

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

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

public confidence in the nursing and midwifery professions and upholding the proper 

professional standards for members of those professions. The panel determined that, in 

this case, a finding of impairment on public interest grounds was also required to reflect 

the gravity of Miss Puckrin’s misconduct and mark that her misconduct was 

unacceptable.  

 

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

practise is currently impaired. 
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Determination on sanction:  

 

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

off order. It directs the registrar to strike Miss Puckrin off the register. The effect of this 

order is that the NMC register will show that Miss Puckrin has been struck-off the 

register. 

 

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

adduced in this case. The panel accepted the advice of the legal assessor. The panel 

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

and, although not intended to be punitive in its effect, may have such consequences. 

The panel had careful regard to the Sanctions Guidance (“SG”) published by the NMC. 

It recognised that the decision on sanction is a matter for the panel, exercising its own 

independent judgement.   

 

Mr Loran outlined the NMC sanction bid for a striking off order on the grounds of public 

protection and satisfying the wider public interest. He submitted that in light of the lack 

of remediation and the real risk of repetition of the misconduct found proved in this 

case, a striking off order would be the appropriate outcome in this case. 

 

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

considered the following aggravating and mitigating features in Miss Puckrin’s case: 

 

Aggravating Features 

 

 Miss Puckrin has demonstrated a significant attitudinal problem; 

 Miss Puckrin has demonstrated no insight into the seriousness of her failings; 

 Miss Puckrin’s misconduct created an avoidable and unacceptable risk of harm 

for Mother C and Baby C; 

 Miss Puckrin has not demonstrated any remorse for her failings concerning 

Mother C and Baby C; 
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 The panel had no evidence before it of any current remediation; 

 Miss Puckrin has demonstrated repeated misconduct in the incidents of 2012 

and 2016, relating to her failures around record keeping. 

 

Mitigating Features 

 

 Miss Puckrin has complied with local investigations and action plans.  

 

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 Miss Puckrin 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 may be 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 

happen again”. The panel decided that Miss Puckrin’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.  

 

Whilst the panel considered that there are identifiable areas of Miss Puckrin’s practice 

which are in need of and capable of being assessed and subject to retraining, the panel 

could not be satisfied that Miss Puckrin would comply with any conditions which might 
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be formulated or respond positively to retraining. The panel acknowledged its finding 

that Miss Puckrin has no insight into her shortcomings and the effect that this has had 

upon her patients. The panel is concerned that 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 Miss Puckrin has demonstrated an attitudinal problem and, 

in light of these concerns, it determined that conditions of practice could not be devised 

which would satisfactorily and proportionately address the issues of concern in this 

case. The panel also noted that Miss Puckrin has informed the NMC that she no longer 

works as a midwife and does not intend to do so. The panel concluded that a conditions 

of practice order would be an insufficient response to the nature and pattern of Miss 

Puckrin’s misconduct because it would not adequately mark the seriousness of it, 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 then went on to consider whether a suspension order would be an 

appropriate sanction. The SG indicates that a suspension order would 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 

• 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 Miss Puckrin’s misconduct involved two separate incidents in 2012 

and 2016. In particular, the incident in 2016 involved fundamental and serious failings 

which put those in her care at an avoidable risk of harm. Consequently, Miss Puckrin’s 

misconduct does not relate to a single instance where a lesser sanction may be 

appropriate. In relation to the second bullet point, the panel has determined that Miss 

Puckrin has demonstrated an attitudinal problem. Miss Puckrin has failed to 

demonstrate any insight into her failings and therefore poses a significant risk of 

repeating the misconduct found proved.  
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In these 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 midwifery profession. 

 

Having rejected a suspension order as insufficient, 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 Miss Puckrin’s misconduct was a serious departure from the 

relevant professional standards expected of a registered midwife. Furthermore, the 

panel has found that Miss Puckrin’s misconduct put those in her care at an avoidable 

and unacceptable risk of harm. The panel considered that this harm was both physical 

and emotional. The panel noted that Miss Puckrin has shown a persistent lack of insight 

into the seriousness of her actions or their consequences, and that her written reflective 

piece is largely self-serving and does not address the effect that her misconduct has 

had upon those in her care.  

 

For all these reasons above, the panel concluded that a striking-off order is the only 

appropriate and proportionate sanction. Given Miss Puckrin’s lack of professionalism, 

together with a 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.  
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The panel is satisfied that a striking off order is the only proportionate and appropriate 

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 Miss Puckrin 

from the Register.  

 

The panel was mindful of the potential impact that such an order may have on Miss 

Puckrin but, taking full account of the important principle of proportionality, the panel 

was of the view that the interests of the public outweigh Miss Puckrin’s own interests.  

 

The panel, therefore, directs the Registrar to strike Miss Puckrin’s name from the 

Register. She may not apply for restoration until five years after the date that this 

decision takes effect.  
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Determination on Interim Order 

 

The panel has considered the submissions made by Mr Loran that an interim order 

should be made, to allow for the possibility of an appeal to be made and determined, on 

the grounds that it is necessary for the protection of the public and is otherwise in the 

public interest.  

 

The panel accepted the advice of the legal assessor.  

 

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, including the degree of potential harm posed by 

Miss Puckrin to those in her care 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. 

 

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 Miss Puckrin is sent the decision of this hearing in writing. 

 

That concludes this determination. 

 


