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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

10-18 December 2018 

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

 

Name of Registrant Nurse: Kawsalia Kawol 

NMC PIN:     09A1981E 

Part(s) of the register:   RNA, Registered Nurse – Sub Part 1 

      Adult - January 2010 

Area of Registered Address:    England 

Type of Case:     Misconduct and lack of competence 

Panel Members:  Raymond Marley (Chair – Lay member) 

              Kathy Martyn (Registrant member) 

      Judith Robbins (Registrant member) 

Legal Assessor:     Simon Walsh 

Panel Secretary:     Anita Abell 

Ms Kawol:      Not present and not represented  

Nursing and Midwifery Council:  Represented by Tamsin Ryder, Case 

Presenter 

Facts found proved:   Charges 1a, 1b, 2, 3a, 3c, 4a, 4b and 5 

Facts found not proved:   Charge 3b  

Fitness to practise:   Impaired 

Sanction:     Striking off order 

Interim Order:    Interim suspension order for 18 months 
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Decision on Service of Notice of Hearing: 

Ms Kawol was not in attendance.  Written notice of this hearing had been sent to her 

registered address by the Royal Mail “signed for” service and by first class post on 9 

November 2018. The notice contained details of the hearing including time, date and 

place. 

The panel accepted the advice of the legal assessor.  

In the light of all of the information available, the panel was satisfied that Ms Kawol 

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

Rules 11 and 34 of The Nursing and Midwifery Council (Fitness to Practise) Rules 

Order of Council 2004 (“the Rules”).   

 

Decision on proceeding in the absence of the registrant 

The panel then considered continuing in the absence of Ms Kawol.  

Ms Ryder submitted that the panel should proceed in the absence of Ms Kawol.   

She informed the panel that the Track and Trace record indicates that the notice of 

hearing was collected on 14 November 2018.  Ms Ryder reminded the panel that it 

had already decided that notice was effective and it has the discretion to proceed in 

the absence of Ms Kawol.  Ms Ryder informed the panel that Ms Kawol had engaged 

with the NMC in late 2017. Although Ms Kawol had not returned the case 

management form sent to her in August 2018, she had sent a letter to the NMC 

dated 10 September 2018 responding to some of the charges.  Further letters were 

sent by the NMC to Ms Kawol on 9 and 15 November 2018 to which there was no 

response.  A further email was sent and telephone calls were made to Ms Kawol on 

26 November 2018 and on the morning of the hearing but there had been no 

response to any of these communications. 

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

panel that it should exercise its power to proceed in absence with the utmost care 

and caution. 
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The panel concluded that Ms Kawol was aware of the hearing and had chosen not to 

attend.  She has not requested an adjournment and the panel concluded that an 

adjournment is unlikely to secure her attendance at a future date. She has supplied 

some written material which the panel can take into account. In reaching its decision 

the panel also took into account that there are a significant number of witnesses in 

this case who have made themselves available over the course of this week and any 

postponement of the hearing could prove detrimental to their memories of the events 

in question. 

Having weighed the interests of Ms Kawol with those of the NMC and the public 

interest in an expeditious disposal of this hearing the panel determined to proceed in 

her absence.   

 

Application to amend the charges under Rule 28 

 

At the start of the hearing before the charges were read Ms Ryder applied to the 

panel for an amendment to the charges. She informed the panel that the charges 

particularised in the notice of hearing sent to Ms Kawol were not numbered.  

However, the charges sent to Ms Kawol on the case management form in August 

2018 were identical and had been numbered. Ms Ryder applied for an amendment 

so that those numbers are incorporated in the charges before the panel. 

 

The panel heard and accepted the advice of the legal assessor.  He advised that the 

panel had the power to amend the charges under Rule 28 provided that the 

amendments did not cause injustice to Ms Kawol. 

 

The panel concluded that the proposed amendment simply corrected a formatting 

error in the notice of hearing and did not add to the gravity of the charges.  As such 

the panel determined that the proposed amendment was not unjust and it agreed to 

allow it. 
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Details of charge: 

That you, a Registered Nurse: 

 

1) In your application for the position of staff nurse at the Royal Bolton Hospital in or 

around April 2016, you: 

 

a) provided a reference from Person A who you indicated had been your 

manager; 

 

b) indicated that you had left your employment at Pennine Acute Trust because 

you had been the main carer for a critically ill family member who passed 

away. 

PROVED IN ENTIRETY 

 

2) In your Trust Declaration Form completed for the Royal Bolton Hospital, signed 

on 4 July 2016, in answer to the question ‘have you ever been dismissed by 

reason of misconduct from any employment, office or other position previously 

held by you?’ you ticked the box to indicate ‘no’.  

PROVED 

 

3) Your actions in charge 1(a) were dishonest in that: 

 

a) Person A had never worked with you directly and/or managed you. 

PROVED 

b) Person A had told you that she would provide a reference only as a colleague 

or friend. 

NOT PROVED 

c) You intended to create the misleading impression that Person A had been 

your manager and was providing a reference in that capacity. 

PROVED 

 

4) Your actions in charges 1(b) and/or 2 were dishonest in that: 



5 

 

 

a) You had been dismissed from Pennine Acute Trust for general misconduct in 

January 2015. 

 

b) You intended to conceal the fact you had been dismissed and/or create a 

misleading impression as to why your employment with Pennine Acute Trust 

had ended. 

PROVED IN ENTIRETY 

 

5) Between 4 July 2016 and 1 August 2017, as set out within Schedule 1, were 

unable to demonstrate the standards of knowledge, skill and judgment required to 

practise without supervision as a band 5 nurse. 

PROVED 

 

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

misconduct and/or lack of competence.  

 

______________ 

 

SCHEDULE 1 

_______________ 

 

1) Between 4 July 2016 and 1 August 2017 were unable to work without supervision 

and remained supernumerary throughout. 

 

2) Between August 2016 and September 2016 were unable to successfully 

complete standard observations and record National Early Warning Scores 

accurately or safely. 

 

3) On an unknown date while working on F4 ward, attempted to put up IV fluids 

despite not having passed your IV competencies.   
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4) Between December 2016 and January 2107 were consistently unable to look 

after more than one patient without supervision.   

 

5) On or around 20 February 2017: 

 

a. failed to escalate an Early Warning Score of 6; 

 

b. failed to repeat observations of the patient concerned every fifteen 

minutes; 

 

c. failed to adequately care for and/or communicate with one or more 

patients in your assigned bay. 

 

6) While subject to a Stage 2 formal capability process between 8 March 2017 and 

31 May 2017: 

 

a. On 13 March 2017, when handing over a post-operative patient to the 

ward: 

 

i. failed to handover full information 

ii. failed to discuss comorbidities with the ward nurse 

 

b. On 14 March 2017:   

 

i. wrote irrelevant information as patient notes; 

ii. failed to ask for help when you needed it; 

iii. had to be repeatedly instructed to verbalise counts with the scrub 

nurse; 

iv. did not check the RESUS machine correctly; 

v. gave limited information to the ward nurse on patient handover. 

 

c. On 20 March 2017, were unable to complete a RESUS trolley check 

without assistance. 
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d. On 23 March 2017: 

 

i. were unaware how to complete daily checks in recovery; 

ii. in relation to a HDU patient who had arterial monitoring, prioritised 

paperwork and observations over connecting flowtrons, monitoring 

urine output, assessing the patient’s pressure areas and 

reconnecting the PCA. 

 

e. On 28 March 2017, while accompanying an escort nurse to pick up a 

theatre patient, 

 

i. filled in the incorrect part of the paperwork; 

ii. when the escort nurse highlighted your error, told her that you knew 

what you were doing. 

 

f. On 28 March 2017, while working with post-surgical recovery patients, 

were unable to prioritise and/or deliver patient care, in that you:    

 

i. removed a laryngeal mask while the patient was still unconscious; 

ii. did not know what to do when the patient’s airway became blocked; 

iii. did not perform a jaw thrust; 

iv. did not reconnect flowtrons or restart fluids where necessary. 

 

g. On 30 March 2017, while working in recovery: 

 

i. were reluctant to use suction; 

ii. focussed on the monitor and completing paperwork rather than 

interacting with the patient; 

iii. gave inadequate patient handovers when returning patients to the 

ward. 

 

h. On 3 April, while working in recovery:  
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i. had to be repeatedly requested to provide suctioning; 

ii. did not connect flowtrons or commence fluids; 

iii. focused on the monitor rather than interacting with patients; 

iv. did not concentrate on patient airways; 

v. repeatedly tried to wake up a patient who was not yet breathing on 

her own; 

vi. were reluctant to give antiemetics to a patient; 

vii. did not know what antimetics could be given to a patient; 

viii. had to be prompted to discuss a patient’s adverse reaction to 

cyclizine with an anaesthetist who was present. 

  

i. On 5 April 2017:  

 

i. did not connect flowtrons or commence fluids on taking a patient to 

recovery; 

ii. were reluctant to provide pain relief to a patient; 

iii. focussed on the monitor and observations over patient care; 

iv. gave an inadequate handover to the ward. 

 

j. On 6 April 2017: 

 

i. did not notice irrigation fluid running out for one or more patients; 

ii. focussed on documentation rather than patient care; 

iii. gave an inadequate handover to the ward; 

iv. failed to put flowtrons on a patient who needed them. 

 

k. On 28 April 2017, whilst caring for 4 day case patients, were flustered 

during patient handover and failed to verbally handover key information.  

 

l. On 2 May 2017, in relation to a patient in recovery: 

 

i. did not prepare suction for an anaesthetist; 
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ii. prioritised paperwork over patient management and support;   

iii. had to be prompted to take action to call an anaesthetist for a 

patient who had been prescribed medication but was still in 

pain/feeling nausea; 

iv. did not escalate the patient becoming less communicative and 

withdrawn to the anaesthetist upon his arrival; 

v. had to be prompted to check patient drains and wounds.   

 

m. On 4 May 2017, placed emphasis on looking for an anti-emetic for a 

patient rather than reacting to the fact that he had a systolic BP of 66 and 

was having an acute event.   

 

n. On 8 May 2017 gave inadequate patient handovers to the ward. 

 

o. On 11 May 2017: 

 

i. failed to prioritise replacing a bladder irrigation patient’s empty bag; 

ii. had to be prompted to check that a drug was correct and in date, 

and check patient details with the patient and the prescription, 

before administering an injection; 

iii. had to be prompted to clean a patient’s skin with an alco-wipe 

before administering an injection; 

iv. drew up a drug in a syringe and then attempted to re-sheath the 

needle; 

v. having administered the injection, withdrew the needle and again 

attempted to re-sheath it, despite having just been told not to do so. 

 

p. On 15 May 2017, gave an inadequate handover to ward staff.  

 

q. Were unable to recognise the differences in bladder irrigation procedures 

and/or adapt your practice accordingly. 

 



10 

 

7) While subject to a Stage 3 formal capability process between approximately 1 

June 2017 and 28 June 2017: 

 

a. Were unable to identify common causes of airway obstruction in patients 

recovering from an anaesthetic. 

 

b. Were unclear about the causes of respiratory problems following 

anaesthesia. 

 

c. Believed that antiemetic medication can cause respiratory depression. 

 

d. Struggled to correctly hold a facemask onto a patient’s face. 

 

e. Failed to manage patients holistically and use your own clinical judgment 

with patients in recovery.   

 

8) From 28 June 2017 until 1 August 2017, while subject to a Stage 4 capability 

process, were unable to be signed off as competent in one of more of the 

following areas:   

 

a. In-brief/debrief. 

b. Prioritising workload in the management of the complex patient. 

c. Recovery, managing patients holistically and clinical judgment. 

d. Providing timely pain relief and appropriate advice to patients post-

surgery. 

e. Handover technique and communication styles. 

f. Bladder irrigation. 

g. Time management. 
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Application to admit a witness statement as evidence  

Ms Ryder applied for the witness statement of Person A to be admitted as evidence.  

Person A was due to attend the hearing on 10 December 2018.  However, on 27 

November 2018 the NMC received a letter from Person A in which she stated that 

there had been a sudden death in her family and she would not be able to attend the 

hearing as she would be out of the country.  The NMC emailed Person A on 29 

November 2018 asking for proof of travel and whether it would be possible for her to 

participate in the hearing remotely.  There was no response to that email.  A follow-

up email was sent on 6 December and there was no response to that email. 

Ms Ryder cited the cases of the cases of Bonhoffer v General Medical Council 

[2011] EWHC 1585 (Admin) and Thorneycroft v Nursing and Midwifery Council 

[2014] EWHC 1565 (Admin) in support of her application 

The legal assessor advised that the panel had the discretion to admit the statement, 

provided it was satisfied that the evidence was relevant and its admission was fair to 

all parties. 

The panel concluded that the evidence of Person A was relevant to a number of the 

charges. The panel took into account that there is other evidence before the panel 

which may support some of the evidence of Person A.  The panel considered that 

Person A has a good reason for her absence, albeit that she has not provided any 

supporting documentation. The panel also noted that in her responses to the NMC 

Ms Kawol did not challenge the evidence of Person A.  In these circumstances the 

panel concluded that the admission of the witness statement of Person A was fair. 

Application to admit two hearsay exhibits 

Ms Ryder informed the panel that there were two documents (LA/2 and LA/3) 

exhibited by Nurse G which were hearsay documents in that each document was an 

email from a third party recounting certain incidents in relation to Ms Kawol’s 

practice.  She submitted that both emails were contemporaneous and precise 

records and were relevant as they form part of an overall picture of Ms Kawol’s 

practice. The emails were included in the evidence bundle sent to Ms Kawol but she 

had not commented on or objected to them.  Ms Ryder stated that the NMC view 
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was that it was not proportionate to call the two authors of the emails as witnesses 

as the panel was already hearing evidence from nine witnesses in this case. 

Ms Ryder cited the cases of the case of Ogundele v Nursing and Midwifery Council 

[2013] EWHC 248 in support of her application 

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

The panel accepted that it would be disproportionate to call a further two witnesses 

in this case. The panel accepted the emails were contemporaneous records of other 

potential witnesses, written with the purpose of informing a mentor of Ms Kawol’s 

practice and the exhibits would assist the panel in its deliberations. The panel 

therefore agreed to admit the two exhibits. 

Application under Rule 19 for part of the hearing to be held in private 

Ms Ryder informed the panel that she would need to refer to Ms Kawol’s health and 

family circumstances from time to time during the hearing. She applied for those 

parts of the hearing which relate to health and family circumstances to be held in 

private.   

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

The panel determined to hear those parts of the hearing that refer to health and 

family circumstances in private, but that all other parts of the hearing will be held in 

public. 
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Background 

 

On 4 July 2016 Ms Kawol began employment at the Royal Bolton Hospital, Bolton 

NHS Foundation Trust (“the Trust”) as a band 5 staff nurse on F4, a surgical ward 

specialising in ear, nose and throat (ENT) complaints.  As was normal practice she 

began employment on a supernumerary basis and attended induction training. It was 

also normal practice for new staff to be assigned a mentor; however, for reasons 

unknown, Ms Kawol was not assigned one. 

 

From an early stage there were concerns about Ms Kawol’s practice, including an 

apparent inability to complete standard clinical observations and to record and 

calculate National Early Warning Scores (NEWS) accurately, and so her 

supernumerary period was extended.   

 

From September 2016 Ms Kawol remained supernumerary. 

 

In December 2016, Matron C became Ms Kawol’s manager. A meeting was 

convened on 13 December 2016 to discuss Ms Kawol’s practice and she was 

assigned a mentor, Nurse E. An action plan was created following this meeting and 

Matron C stated that she would meet with Ms Kawol on a regular basis, 

approximately every two weeks, to review her progress in relation to the action plan. 

This action plan, or an updated version of it remained in place throughout Ms 

Kawol’s employment by the Trust. At this point, Stage 1 of Trust’s capability process 

was engaged. A letter summarising the discussion at the meeting was sent to Ms 

Kawol. 

 

A further meeting was held on 24 December 2016. Matron C indicated that there had 

been progress and it was likely that Nurse E would shortly sign off a number of Ms 

Kawol’s competencies. A letter summarising the discussion at the meeting was sent 

to Ms Kawol. 
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At the next meeting on 17 January 2017 Matron C concluded that although Ms 

Kawol had made good progress she had not produced evidence as to how she had 

attained certain competencies.  Nurse E was at the meeting and clarified that whilst 

Ms Kawol had made progress in some competencies she needed further time to 

concentrate on her overall assessment of patients. Nurse E considered that Ms 

Kawol struggled when managing a patient caseload and she knew that some 

patients had commented that Ms Kawol was unhelpful at times. It was decided to 

again extend her supernumerary status and that she would be required to continue 

work on her action plan. The outcome of this meeting was conveyed to Ms Kawol in 

a letter dated 18 January 2017. 

 

On 17 February 2017, a meeting was convened between Matron C, Nurse E and Ms 

Kawol. By this point, Ms Kawol had been supernumerary for seven months and the 

majority of her action plan was still not completed. Nurse E had also spoken with Ms 

Kawol on occasions when she was the subject of patient complaints.  It was still 

considered that Ms Kawol was not safe to work unsupervised. For these reasons 

Matron C arranged a formal meeting with Human Resources (HR) to be held on 8 

March 2017. 

 

On the morning of 20 February 2017, clinical concerns arose in respect of Ms 

Kawol’s failure to escalate a patient scoring 6 on the NEWS system and to conduct 

and record observations every 15 minutes, both of which are required under Trust 

guidelines. There was also an unrelated complaint from a patient about the care 

provided by Ms Kawol and the Divisional Nurse Director was called to the ward.  

Matron C wrote a letter to Ms Kawol on 22 February 2017 outlining her concerns 

relating to these two incidents. Ms Kawol submitted a response by letter to Matron C.  

 

The meeting with HR was held on 8 March 2017. An HR advisor was present, as 

was Matron C, Nurse E, a ward manager from F4, Mrs Kawol and her union 

representative. The conclusion of the meeting was that Ms Kawol continued to fail to 

meet the needs of patients and this was likely to continue if she remained on ward 

F4.  Ms Kawol advised that she had worked in urology recovery at a previous 

hospital for three years. The decision was taken that Ms Kawol would benefit from 
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being transferred to this area where she could demonstrate her skills. This decision 

was conveyed to Ms Kawol in a letter dated 9 March 2017. Stage 2 of the Trust’s 

capability procedure was commenced. 

 

Ms Kawol was transferred to the urology recovery team at the Trust on 13 March 

2017, and Nurse G and Nurse H were assigned as her mentors. A formal review 

meeting was arranged for 9 May 2017.  

 

There continued to be a number of ongoing concerns relating to communication 

skills, handovers, time management, not asking for help when needed and not being 

aware of her own limitations.  Further meetings to address these concerns took 

place on 28 March 2017 and 3 April 2017. Following concerns about Ms Kawol’s 

timekeeping her mentors had agreed that she could start her shift at 08:30 as 

opposed to 08:00. There had been earlier concerns about Ms Kawol’s timekeeping 

when she was on ward F4. Ms Kawol was also notified of concerns about her 

practice raised by Dr D, a consultant anaesthetist who had worked with Ms Kawol in 

recovery. 

 

The concerns discussed were summarised in a letter to Ms Kawol dated 3 April 

2017.  The specific concerns were: 

 

 Time management 

 Not aware of her own limitations 

 Not asking for help when needed 

 Not focusing on the task and information needed 

 Communication especially to other nurses when returning patients from 

recovery.  

 

Another meeting was held on 12 April 2017, attended by Matron C and Nurse G.  

The contents of four emails were discussed.  Two of the emails were from Dr D, 

dated 29 March and 11 April 2017 expressing concerns with Ms Kawol’s practice in 

recovery.  The other two emails were from colleagues, dated 30 March and 3 April 

2017, and concerned Ms Kawol’s practice in the recovery area and when escorting 
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patients.  A letter summarising the concerns was sent to Ms Kawol on 18 April 2017.  

That letter also stated that there would be a further meeting with HR on 26 April 2017 

and Ms Kawol was advised to bring her union representative with her.  The letter 

advised that as both of her mentors were on two weeks annual leave from 17 April 

2017 Ms Kawol would be given paid leave for this period. 

 

The meeting on 26 April 2017 was intended to be a stage two capability review. As 

Ms Kawol’s union representative arrived late the capability meeting was rearranged 

for 2 May 2017.  However, Matron C took the opportunity to review the documentary 

evidence before her on 26 April.  She concluded there needed to be a marked 

improvement in Ms Kawol’s performance in the following areas: 

 

 Time management, arriving onto shift late 

 Awareness of limitations 

 Focusing on tasks and relevant information 

 Communication…handover…sharing information proactively 

 Holistic care of patients 

 Providing appropriate care in relation to pain relief. 

 

Additionally Ms Kawol had previously been asked to provide reflective pieces relating 

to the areas of concern but she had not brought any of these to the meeting. 

 

A letter summarising the meeting was sent to Ms Kawol on 28 April and it advised 

her that her reflections would “play a huge part in whether or not we deem there has 

been improvement”.  The letter also stated “this process is serious…could affect your 

future employment and future career as a nurse if the NMC are to be informed”. 

 

A capability meeting was held 2 May 2017.  The discussion at the meeting was 

summarised in a letter dated 2 May 2017 and listed eight areas of concern.  Specific 

actions such as monitoring Ms Kawol’s practice or her providing a reflective piece 

were suggested for each area of concern. Ms Kawol was also asked to write a 

lengthy reflective piece on a complex patient that she had cared for, giving reasons 

for why she prioritised certain aspects of care. 
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A further meeting was held on 23 May 2017. Matron C raised concerns that Ms 

Kawol had not reviewed her reflective pieces with her mentors and she seemed 

unwilling to receive feedback. At the meeting Ms Kawol suggested that she had 

difficulty accessing her mentors.  However, Matron C checked their shifts after the 

meeting and concluded that there has always been one of her mentors on every shift 

worked by Ms Kawol.  The eight areas of concern detailed in the letter of 2 May 2017 

were revisited: all needed some further input by Ms Kawol and formed part of a 

revised action plan.  A letter summarising the outcome of the meeting was sent to 

Ms Kawol on 1 June 2017.  This letter also informed her that she was now placed on 

stage 3 of the capability process. 

 

On 28 June 2017 a further meeting was held under the capability process attended 

by a representative from HR, Matron C, Ms Kawol and her union representative. The 

outcome of the meeting, conveyed to her in a letter dated 17 July 2017 was that Ms 

Kawol had not demonstrated sufficient improvement in her practice and she was now 

placed on stage 4 of the capability process.   

 

As part of the investigation process for the capability hearing Matron C and a senior 

HR advisor reviewed the documentation relating to Ms Kawol’s application and 

appointment to the Trust.  Only one reference had been obtained and that was from 

a private email address as opposed to an “nhs” address, which was contrary to Trust 

policy for a professional reference.  

 

It emerged that on her application form, Ms Kawol had initially provided a clinical 

referee who was considered unsuitable to provide a reference as Ms Kawol did not 

report to him and he could not verify her employment history. Ms Kawol therefore put 

forward Person A as a suitable referee, and after some initial difficulty with the Trust 

contacting her, Person A returned a reference electronically on 27 May 2016.  

 

The completed reference, showed Person A as Ms Kawol’s employer/line manager 

at North Manchester Hospital from September 2010 to January 2015. The matter 

was passed to the counterfraud team and Ms B, an investigator, made contact with 

the North Manchester Hospital. She established that Person A had retired from the 
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Trust on 31 August 2014 and that she was a colleague of Ms Kawol but had not 

worked directly with her or acted as her manager.  

 

Ms B also identified during her investigation that Ms Kawol was dismissed from her 

previous position for poor timekeeping and because she had a previous written 

warning relating to her handling of controlled drugs. She had attended a disciplinary 

hearing on 22 May 2014 at which she was informed that she was dismissed.  This 

was confirmed to her in a letter dated 27 May 2014 from Nurse I, her line manager 

who had been present at the hearing.  Ms Kawol had not disclosed this in her job 

application. Instead, she had stated on the application form that she had left her 

previous employment because she had been the main carer for a critically ill family 

member who had passed away.  Further she ticked ‘no’ in answer to the question 

querying if she had ever been dismissed from a previous post.  

 

Due to the concerns about Ms Kawol’s dishonesty during the application process, 

she was dismissed from Bolton Hospital NHS Foundation Trust on 1 August 2017 

following a disciplinary hearing.  
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Determination on facts 

The panel heard evidence from, and read the exhibits of the following witness: 

 Ms B, a counterfraud officer  

 Matron C, who was Ms Kawol’s line manager from December 2016 until 

August 2017 

 Dr D, anaesthetist at the Trust who worked in the urology theatre 

 Nurse E, who was Ms Kawol’s mentor from December 2016 on ward F4 

 Nurse F, Practice Development Lead who was involved in assessing Ms 

Kawol’s ability to calculate NEWS scores 

 Nurse G, mentor for Ms Kawol when she worked in urology recovery 

 Nurse H, mentor for Ms Kawol when she worked in urology recovery 

 Nurse I, who was Ms Kawol’s line manager at North Manchester Hospital at 

the time of her dismissal. 

The panel read a witness statement and the exhibits from Person A.  

The panel also had a bundle of documents submitted by Ms Kawol to the NMC at 

various stages in the NMC investigation. The bundle included training certificates, a 

letter from Ms Kawol to Matron C dated 25 April 2017 and reflections submitted to 

Matron C, a letter from Ms Kawol to the Chief Executive of the Trust dated 23 July 

2017, two letters from Ms Kawol to her NMC case officer dated 19 and 24 October 

2017.  

When considering the charges, the panel took into account the submissions of Ms 

Ryder and all of the evidence before it, both documentary and oral. 

The panel first assessed the witnesses.  
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The panel considered Ms B to be organised and thoughtful.  There were some gaps 

in her knowledge of the detail of recruitment procedure which she acknowledged.   

The panel considered Matron C to have a good recollection of events, aided by the 

thorough contemporaneous documents that she kept. She is an experienced 

practitioner who adopted a structured approach to address the concerns in Ms 

Kawol’s practice and she was very fair in that she made every attempt to give Ms 

Kawol an opportunity to demonstrate competence. 

Dr D had a clear recollection of events. She was surprised when told that Ms Kawol 

denied ever working with her.  Dr D provided a different perspective on Ms Kawol’s 

practice as she is not a nurse.  However, she is a very experienced theatre 

practitioner and knew what to expect of a nurse working in recovery. 

Nurse E was balanced and able to give further details about the incidents referred to 

in her statement and exhibits.   

Nurse F was balanced, professional and supportive of Ms Kawol. 

Nurse G was clear and consistent and very fair to Ms Kawol.  She had detailed 

contemporaneous notes to support her evidence.  

Nurse H had less contact with Ms Kawol than Nurse G.  Nurse H, too, was clear, 

consistent and fair. 

Nurse I was credible with a good recall of events.  In particular she could clearly 

remember the dismissal hearing. 

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

panel of the test for dishonesty set out in the case of Ivey v Genting Casinos [2017] 

UKSC 67. 

The burden of proof rests upon the NMC and Ms Kawol does not have to prove or 

disprove anything. The standard of proof is the civil standard, namely the balance of 

probabilities. This means that, for a fact to be found proved, the NMC must satisfy 

the panel that what is alleged to have happened is more likely than not to have 

occurred. In determining the facts, the panel is entitled to draw common-sense 

inferences but not to speculate. 



21 

 

The panel then considered the charges against Ms Kawol which are: 

The charges 

That you, a Registered Nurse: 

 

1) In your application for the position of staff nurse at the Royal Bolton Hospital in or 

around April 2016, you: 

 

a) provided a reference from Person A who you indicated had been your 

manager; 

 

The panel has seen a printout of the electronic application process completed by Ms 

Kawol when she applied for the position of staff nurse at the Royal Bolton Hospital.  

It clearly shows that she gave details of Person A which indicated that she was her 

“Employer / Line Manager” when she was employed at the North Manchester 

Hospital.  Person A completed the reference and also put that she was Ms Kawol’s 

“Employer / Line Manager” when she was employed at the North Manchester 

Hospital. 

 

The panel therefore find this charge proved. 

 

b) indicated that you had left your employment at Pennine Acute Trust because 

you had been the main carer for a critically ill family member who passed 

away. 

 

The electronic application process has a section relating to Current/most recent 

employer which asks the question “Reason for leaving (if applicable)”.  Ms Kawol has 

put “Had been caring for brother who was critically ill and who died 6 months ago”.  

There is no mention of her dismissal. 

 

The panel therefore find this charge proved. 
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2) In your Trust Declaration Form completed for the Royal Bolton Hospital, signed 

on 4 July 2016, in answer to the question ‘have you ever been dismissed by 

reason of misconduct from any employment, office or other position previously 

held by you?’ you ticked the box to indicate ‘no’.  

 

The panel has seen a paper Trust Declaration Form completed and signed by Ms 

Kawol on 4 July 2016, her first day of employment at the Trust, which asks a number 

of questions including “have you ever been dismissed by reason of misconduct from 

any employment, office or other position previously held by you?”  Ms Kawol has 

ticked the box indicating NO. 

 

The panel therefore find this charge proved. 

 

3) Your actions in charge 1(a) were dishonest in that: 

 

a) Person A had never worked with you directly and/or managed you. 

 

The panel heard evidence from Ms B that she was asked to investigate Ms Kawol’s 

employment application.  As part of this investigation she contacted the Pennine 

Acute Trust (the Pennine Trust) which includes the North Manchester Hospital. 

Initially it appeared that Person A had not worked at the Trust.  This was due to the 

use of a forename which was different to the one on the Trust records, and the fact 

that Person A had retired.  However, after further investigation, Ms B was able to 

establish that Person A had worked at the Trust but was not a line manager for Ms 

Kawol and, in fact, had never worked with Ms Kawol.   

 

Ms Kawol would have known when she provided Person A’s name to the Trust that 

Person A was not her line manager and that she had never worked with her.  

However, she completed the electronic application process stating that Person A 

was her line manager. 

 

The panel consider this action to be dishonest. 
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The panel therefore find this charge proved. 

 

b) Person A had told you that she would provide a reference only as a colleague 

or friend. 

 

During her investigation with the Pennine Trust Ms B got in touch with Person A, who 

accepted that she had written the reference but insisted that she had told Ms Kawol 

that she would provide a reference as a friend and not in a professional capacity.   

 

The evidence of Ms B is supported by the witness statement of Person A, in which 

she indicates that she agreed to provide a reference but only as a colleague or 

friend, not as a manager. 

 

The declaration on the reference which has been completed by Person A specifically 

states that she is completing it as an employer/ line manager.  It was not possible for 

the panel to establish whether this was put in as free text by Person A or was pre-

populated.  However, there is other information in the reference, such as hours of 

work and sick leave taken, which have been completed and would suggest to 

anyone reading the reference that Person A was Ms Kawol’s manager at the 

Pennine Trust. 

 

The panel therefore concluded that the evidence on this point is contradictory as to 

Person A’s intentions when completing the reference. 

 

The panel therefore find this charge not proved. 

 

c) You intended to create the misleading impression that Person A had been 

your manager and was providing a reference in that capacity. 

 

Ms Kawol had been dismissed from the Pennine Trust and she knew if she put her 

last line manager, Nurse I, or any other manager at the Pennine Trust down as a 

reference the Trust would come to know of that dismissal.  Ms Kawol also knew that 

Person A was not her line manager and that she had never worked with her. 
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The panel consider that Ms Kawol intended to create a misleading impression about 

Person A’s role. 

 

The panel therefore find this charge proved. 

 

4) Your actions in charges 1(b) and/or 2 were dishonest in that: 

 

a) You had been dismissed from Pennine Acute Trust for general misconduct in 

January 2015. 

 

b) You intended to conceal the fact you had been dismissed and/or create a 

misleading impression as to why your employment with Pennine Acute Trust 

had ended. 

 

The panel heard evidence from Nurse I who was Ms Kawol’s line manager at the 

Pennine Trust from November 2014 to January 2015.  Nurse I told the panel that she 

had conducted the disciplinary hearing on 5 January 2015 which was attended by 

Ms Kawol.  Nurse I told Ms Kawol at the hearing that she was dismissed.   

 

Nurse I told the panel that she was not sure that Ms Kawol understood that she had 

been dismissed and so Nurse I repeated the information in a different way until she 

was satisfied that Ms Kawol understood.  She informed the panel that Ms Kawol was 

then escorted to her locker to collect her possessions and was required to hand in 

her identity pass.  The dismissal hearing was followed up with a letter dated 8 

January 2015. 

 

However in answer to the question in the application process “Reason for leaving (if 

applicable)”.  Ms Kawol has put “Had been caring for brother who was critically ill 

and who died 6 months ago”.  There is no mention of her dismissal. 

 

The panel is in no doubt that Ms Kawol knew she had been dismissed. 
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The panel concluded that her behaviour in completing the application process was 

dishonest and was intended to conceal her dismissal. 

 

The panel therefore find this charge proved. 

 

5) Between 4 July 2016 and 1 August 2017, as set out within Schedule 1, were 

unable to demonstrate the standards of knowledge, skill and judgment required to 

practise without supervision as a band 5 nurse. 

 

The panel took into account that a lack of competence should be judged by a fair 

sample of a nurse’s work over a sufficient period of time.  The panel noted that the 

examples given in Schedule 1 span a period of 13 months and encompass a wide 

range of basic nursing skills.  They include communication with colleagues and 

patients, handovers, calculating NEWS scores, record-keeping and providing 

empathetic patient-centred care. Ms Kawol remained supernumerary through her 

employment at the Trust.  The majority of competencies in her action plan were not 

signed off and it was the unanimous opinion of the six clinical witnesses from the 

Trust (five nurses and one doctor) that her practice was unsafe. 

 

The panel concluded that Ms Kawol was unable to demonstrate the standards of 

knowledge, skill and judgment required to practise without supervision as a band 5 

nurse whilst she was employed at the Trust. 

 

The panel therefore find this charge proved. 

 

______________ 

 

SCHEDULE 1 

_______________ 
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1) Between 4 July 2016 and 1 August 2017 were unable to work without supervision 

and remained supernumerary throughout. 

 

The evidence before the panel indicates that Ms Kawol began work at the Trust on 4 

July 2016 when she was put on a supernumerary basis as was common practice 

with all new staff. It was expected that most staff would complete their induction and 

come off supernumerary status after about 2 weeks.    

 

The evidence of Matron C was that when she became Ms Kawol’s line manager in 

December 2016 Ms Kawol was still working on a supernumerary basis because of 

concerns that her practice was not safe.   

 

Matron C decided to take a structured approach, putting an action plan in place and 

appointing a mentor.  Matron C met with Ms Kawol and her mentor approximately 

every two weeks to review the situation.  Because there was little sustained progress 

Matron C agreed that Miss Kawol would transfer to urology recovery.  However, 

there was still little or no progress in the new post.   

 

At the same time the Trust capability process was engaged. This triggered a 

disciplinary investigation which resulted in a hearing at which that Ms Kawol was 

dismissed. 

 

The evidence from Matron C is that Ms Kawol remained supernumerary throughout 

her employment as her practice was not safe. 

 

The panel therefore find this charge proved. 

 

2) Between August 2016 and September 2016 were unable to successfully 

complete standard observations and record National Early Warning Scores 

accurately or safely. 

 

Nurse F teaches the NEWS system to all nurses employed by the Trust.  She trained 

Ms Kawol in August 2016 but was unable to sign her off as competent in this skill.  
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She told the panel that Ms Kawol appeared to understand the theory behind what 

was required but could not put it into practice in a clinical environment.  Nurse F was 

sufficiently worried that she emailed a number of colleagues, including Ms Kawol’s 

then line manager on F4 and Nurse E, on 5 September 2016, expressing her 

concerns. 

 

The panel therefore find this charge proved. 

 

3) On an unknown date while working on F4 ward, attempted to put up IV fluids 

despite not having passed your IV competencies.   

 

Nurse E was appointed as Ms Kawol’s mentor in December 2016.  She could clearly 

recall Ms Kawol approaching her with an IV fluid bag and asking her to sign for it.  

Nurse E informed Ms Kawol that she had not yet passed her IV competency and that 

she (Nurse E) would put up the fluids shortly.  Nurse E then took a telephone call 

and whilst she was on the telephone she saw Ms Kawol start to put up the fluids.  

Nurse E can remember having to stop her telephone call to intervene.  

 

The panel therefore find this charge proved. 

 

4) Between December 2016 and January 2017 were consistently unable to look 

after more than one patient without supervision.   

 

The evidence of both Matron C and Nurse E was that, whilst Ms Kawol could carry 

out some nursing tasks competently, she could not cope with being required to look 

after more than one patient at a time. The evidence was that she became flustered.  

Nurse E also told the panel that there were patient complaints about Ms Kawol’s 

care.  

 

This evidence is supported by the documentary evidence including a letter sent to 

Ms Kawol on 18 January from Matron C which states “… you continue to struggle 

managing a patient case load”.  The action plan devised on 13 December 2016 
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includes a requirement to “safely manage allocated patient caseload/bay 

demonstrating consolidation of clinical skills.” 

 

The panel therefore find this charge proved. 

 

5) On or around 20 February 2017: 

 

a. failed to escalate an Early Warning Score of 6; 

 

b. failed to repeat observations of the patient concerned every fifteen 

minutes; 

 

Matron C received feedback from the ward manager of F4 relating to this incident.  

Ms Kawol calculated the NEWS score of 6 at 12:20 but did not escalate the matter or 

take regular observations which is what is expected with this NEWS score. 

 

Matron C, the ward manager and Ms Kawol met to discuss the incident on 21 

February and Matron C followed up the meeting with a letter of 22 February 2017 

summarising the discussion. At that meeting Ms Kawol stated that she had been 

busy with other patients and that the patient in question left the ward. 

 

Ms Karwal sent a detailed letter in response to Matron C’s claiming that she had 

assistance from the respiratory nurse and that she bleeped the medical team.   

 

Matron C confirmed that Ms Kawol did not record any of the actions she claimed to 

have carried out.  It was accepted that the patient left the ward but this was just to 

make a telephone call.  Matron C said that it was established wisdom among the 

nursing profession that if something was not recorded it was not done. 

 

The panel accept the evidence of Matron C.  

 

The panel therefore find these charges proved. 
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c. failed to adequately care for and/or communicate with one or more 

patients in your assigned bay. 

 

This issue was also raised with Matron C by the ward manager of F4. There is 

mention in the letter sent to Ms Kawol on 22 February 2017. The letter refers to a 

patient complaint on the evening of 20 February 2017 when the Divisional Nurse 

Director was called to the ward. 

 

The panel therefore find this charge proved. 

 

6) While subject to a Stage 2 formal capability process between 8 March 2017 and 

31 May 2017: 

 

Following a meeting with HR on 8 March 2017 Ms Kawol was placed on stage 2 of 

the Trust capability process.  Matron C sent a letter dated 1 June 2017 stating that 

stage 3 of the Trust capability process was now engaged. 

 

The panel therefore find the stem proved. 

 

a. On 13 March 2017, when handing over a post-operative patient to the 

ward: 

 

i. failed to handover full information 

ii. failed to discuss comorbidities with the ward nurse 

 

Nurse G, who was now one of two mentors for Ms Kawol on urology recovery, gave 

evidence on this point.  Nurse G and Nurse H, the other mentor, kept a 

contemporaneous diary of events relating to Ms Kawol’s practice. 

 

Nurse G referred to the diary notes for 13 March 2017 which states that Ms Kawol 

missed vital information (about vaginal packs) and did not discuss comorbidities 

when handing over to the ward nurse.   
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Nurse G raised this with Ms Kawol and she told the panel that Ms Kawol accepted 

that she had not handed over all the detail and appeared embarrassed.  Nurse G 

explained to her why it was important to hand over all the information.   

 

Nurse G disagreed with Ms Kawol’s written exhibit on this point which was a letter 

sent to Matron C in April 2017 and which stated that she did handover information 

about the vaginal packs. 

 

The panel prefers the evidence of Nurse G which is supported by contemporaneous 

documents, to that of Ms Kawol which was completed about a month later. 

 

The panel therefore find this charge proved. 

 

b. On 14 March 2017:   

 

i. wrote irrelevant information as patient notes; 

 

The panel concluded there is no evidence before it as to what was written in the 

patient notes that was irrelevant. There is merely a statement stating that there was 

irrelevant information. 

 

The panel concluded that there is insufficient evidence before it to find this charge 

proved.  

 

The panel therefore find this charge not proved. 

 

ii. failed to ask for help when you needed it; 

iii. had to be repeatedly instructed to verbalise counts with the scrub 

nurse; 

iv. did not check the RESUS machine correctly; 

v. gave limited information to the ward nurse on patient handover. 
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Nurse G was a witness to these events and recorded it in the contemporaneous 

diary.  The issue about not asking for help appears to focus on Ms Kawol not being 

able to open a bin and instead of asking how it was done she searched for another 

bin. Whilst this is not a clinical issue the panel concluded it is indicative of an 

attitudinal issue of not being willing to ask for help if needed. 

 

Nurse H documented that on numerous occasions Ms Kawol had been instructed to 

verbalise counts with the scrub nurse. 

 

Ms Kawol has given details about these concerns in her letter to Matron C, dated 25 

April 2017, in which she appears to suggest that checking the RESUS trolley and 

handover were done differently in her previous employment.   

 

The panel prefers the evidence of Nurse G which is supported by contemporaneous 

documents, to that of Ms Kawol which was completed about a month later. 

 

The panel therefore find these charges proved. 

 

c. On 20 March 2017, were unable to complete a RESUS trolley check 

without assistance. 

 

Nurse G could clearly recall this event which is included in the contemporaneous 

diary.  She told the panel that RESUS trolleys were standardised, with a laminated 

checklist used throughout the hospital, and she did not accept the explanation 

contained in a letter from the registrant to Matron C, that she was used to a different 

type of trolley. 

 

The panel prefers the evidence of Nurse G which is supported by contemporaneous 

documents, to that of Ms Kawol which was completed about a month later. 

 

The panel therefore find this charge proved. 
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d. On 23 March 2017: 

 

i. were unaware how to complete daily checks in recovery; 

ii. in relation to a HDU patient who had arterial monitoring, prioritised 

paperwork and observations over connecting flowtrons, monitoring 

urine output, assessing the patient’s pressure areas and 

reconnecting the PCA. 

 

The diary entry for this date confirms that the issues, mentioned above were 

discussed with Ms Kawol.  Nurse H told the panel that she did not write the entries.  

Nurse G told the panel that she could not be sure that it was her. However, she 

could recall similar instances with Ms Kawol.  She could remember a patient being in 

pain and Ms Kawol not monitoring this, but being fixated on the paperwork and 

observations. Nurse G did not accept the written explanation contained in a letter 

from Ms Kawol to Matron C that she said there was no need to connect the PCA. 

 

The panel prefers the evidence of Nurse G which is supported by contemporaneous 

documents, to that of Ms Kawol which was completed about a month later. 

 

The panel therefore find this charge proved. 

 

e. On 28 March 2017, while accompanying an escort nurse to pick up a 

theatre patient, 

 

i. filled in the incorrect part of the paperwork; 

ii. when the escort nurse highlighted your error, told her that you knew 

what you were doing. 

 

Nurse G received a report from the escorting nurse on the day of this incident, 

followed by an email sent on 30 March 2017.  The email describes Ms Kawol as “she 

just butted in and told me she knew what she was doing….Kawsalia started to cross 

out what the nurses had written…I stepped in to try and explain again that she was 
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doing the wrong column but again Kawsalia just said I know what I am doing….I got 

the impression she would not listen to me as I am only a theatre support worker”. 

 

This incident is also documented in the diary kept by both mentors 

 

Although the email evidence is hearsay the panel concluded that it is a 

contemporaneous record written for the purpose of informing a mentor of concerns.  

The panel therefore concluded that it could be relied upon. 

 

The panel therefore find this charge proved. 

 

f. On 28 March 2017, while working with post-surgical recovery patients, 

were unable to prioritise and/or deliver patient care, in that you:    

 

i. removed a laryngeal mask while the patient was still unconscious; 

ii. did not know what to do when the patient’s airway became blocked; 

iii. did not perform a jaw thrust; 

 

An email outlining the concerns above was sent to Nurse G on 3 April 2017 by a 

recovery nurse who was shadowing Ms Kawol that day.   

 

Although this evidence is hearsay the panel concluded that it is a contemporaneous 

record written for the purpose of informing a mentor of concerns.  The panel 

therefore concluded that it could be relied upon. 

 

The panel therefore find this charge proved. 

 

iv. did not reconnect flowtrons or restart fluids where necessary. 

 

Nurse G has documented this in the diary entry for 28 March 2017.  

 

The panel therefore find this charge proved. 
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g. On 30 March 2017, while working in recovery: 

 

i. were reluctant to use suction; 

ii. focussed on the monitor and completing paperwork rather than 

interacting with the patient; 

iii. gave inadequate patient handovers when returning patients to the 

ward. 

 

Nurse G witnessed these incidents and was able to recall them in her evidence.  

They are also recorded in the diary which was kept jointly by her and Nurse H.  In 

her evidence Nurse G told the panel that disjointed handovers were a common 

theme in Ms Kawol’s practice as was a tendency to concentrate on paperwork rather 

than the patients themselves and their well-being. 

 

Nurse G was asked about Ms Kawol’s assertion in her letter to Matron C that deep 

suctioning can cause bleeding.  She accepted this but said that done properly 

bleeding was unlikely.  She said Ms Kawol did not seem to know how to carry out 

suctioning which she found surprising as Ms Kawol supposedly had experience in 

recovery. 

 

The panel therefore find this charge proved. 

 

h. On 3 April, while working in recovery:  

 

i. had to be repeatedly requested to provide suctioning; 

ii. did not connect flowtrons or commence fluids; 

 

Nurse G was told of this incident by the nurse working with Ms Kawol on the morning 

of 3 April.  Nurse G noted it in the diary and informed Matron C of the concerns 

raised.  

 

Although this evidence is hearsay the panel concluded that it was passed on to 

Nurse G in her role as mentor for Ms Kawol. Nurse G made a contemporaneous 
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record written and passed the information on. The panel note that both concerns are 

very similar to concerns raised elsewhere in relation to Ms Kawol’s practice. The 

panel therefore concluded that this hearsay evidence could be relied upon. 

 

The panel therefore find this charge proved. 

 

iii. focused on the monitor rather than interacting with patients; 

iv. … 

v. repeatedly tried to wake up a patient who was not yet breathing on 

her own; 

vi. were reluctant to give antiemetics to a patient; 

vii. did not know what antimetics could be given to a patient; 

viii. had to be prompted to discuss a patient’s adverse reaction to 

cyclizine with an anaesthetist who was present. 

 

All of these concerns were witnessed by Nurse G when she worked with Ms Kawol 

on the afternoon of 30 April and are recorded in the contemporaneous diary.  

 

The panel therefore find the above proved. 

 

iv. did not concentrate on patient airways; 

 

There is no mention of a concern over patient airways on this date in the 

documentary evidence before the panel, nor did Nurse G give oral evidence on this 

point 

  

The panel therefore find this charge not proved. 

 

i. On 5 April 2017:  

 

i. did not connect flowtrons or commence fluids on taking a patient to 

recovery; 

ii. were reluctant to provide pain relief to a patient; 
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iii. focussed on the monitor and observations over patient care; 

iv. gave an inadequate handover to the ward. 

 

Nurse G gave direct evidence on this charge which is supported by her 

contemporaneous records.  She told the panel that Ms Kawol’s behaviour was part 

of a pattern where she concentrated on process and paperwork rather than the 

patient.  In a letter to Matron C Ms Kawol suggests that the patient said he would 

wait until he got to the ward for pain relief.  Nurse G could not recall this happening. 

She also pointed out that the ward was about a quarter of a mile away and that in 

parts the journey could be “bumpy” so if a patient needed pain relief it was not 

advisable to wait until reaching the ward. 

 

The panel therefore find this charge proved. 

 

j. On 6 April 2017: 

 

i. did not notice irrigation fluid running out for one or more patients; 

ii. focussed on documentation rather than patient care; 

iii. gave an inadequate handover to the ward; 

iv. failed to put flowtrons on a patient who needed them. 

 

Nurse H gave evidence and could clearly recall that the fluid bag contained 3 litres of 

fluid and said it would have been obvious that it was running out.  She also explained 

the need for flowtrons to be put in place in a timely manner.  Nurse H had 

documented all of the actions above in the contemporaneous diary.   

 

The panel therefore find this charge proved. 

 

k. On 28 April 2017, whilst caring for 4 day case patients, were flustered 

during patient handover and failed to verbally handover key information.  

 

Nurse G witnessed this handover and was able to specify that part of the key 

information that was not passed on verbally was that a patient who had refused food 
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and drink at the meal time had later had something from the canteen.  She also 

considered Ms Kawol to be flustered. 

 

The panel therefore find this charge proved. 

 

l. On 2 May 2017, in relation to a patient in recovery: 

 

i. did not prepare suction for an anaesthetist; 

ii. prioritised paperwork over patient management and support;   

iii. had to be prompted to take action to call an anaesthetist for a 

patient who had been prescribed medication but was still in 

pain/feeling nausea; 

iv. did not escalate the patient becoming less communicative and 

withdrawn to the anaesthetist upon his arrival; 

v. had to be prompted to check patient drains and wounds.   

 

 

Nurse G was a direct witness to this incident and her evidence was supported by a 

contemporaneous note that she made about it.  She could clearly remember the 

incident. 

 

The panel therefore find this charge proved. 

 

m. On 4 May 2017, placed emphasis on looking for an anti-emetic for a 

patient rather than reacting to the fact that he had a systolic BP of 66 and 

was having an acute event.   

 

Nurse H was a direct witness to this incident and her evidence was supported by a 

contemporaneous note that she made about it.  She could clearly remember the 

incident and explained to the panel the risk of the patient fainting if the low systolic 

blood pressure was not addressed.  She regarded this as another example of poor 

clinical judgement by Ms Kawol. 
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The panel therefore find this charge proved. 

 

n. On 8 May 2017 gave inadequate patient handovers to the ward. 

 

Nurse H was a direct witness to this incident and her evidence was supported by a 

contemporaneous note that she made about it. In her oral evidence she told the 

panel that there were a series of inadequate handovers that day which were 

unstructured and incomplete. 

 

The panel therefore find this charge proved. 

 

o. On 11 May 2017: 

 

i. failed to prioritise replacing a bladder irrigation patient’s empty bag; 

ii. had to be prompted to check that a drug was correct and in date, 

and check patient details with the patient and the prescription, 

before administering an injection; 

iii. had to be prompted to clean a patient’s skin with an alco-wipe 

before administering an injection; 

iv. drew up a drug in a syringe and then attempted to re-sheath the 

needle; 

v. having administered the injection, withdrew the needle and again 

attempted to re-sheath it, despite having just been told not to do so. 

 

Nurse H was a direct witness to this incident and her evidence was supported by a 

contemporaneous note that she made about it. In her oral evidence she could clearly 

recall the incidents.  She was shocked by Ms Kawol’s initial attempt to re-sheath a 

needle, being told not to do so and then attempting the same action again shortly 

afterwards.   

 

The panel therefore find this charge proved. 
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p. On 15 May 2017, gave an inadequate handover to ward staff.  

 

Nurse H was a direct witness to this handover and her evidence was supported by a 

contemporaneous note that she made about it. In her oral evidence she said that she 

considered Ms Kawol lacked confidence at handover. 

 

The panel therefore find this charge proved. 

 

q. Were unable to recognise the differences in bladder irrigation procedures 

and/or adapt your practice accordingly. 

 

The Trust had preferred methods for bladder irrigation procedures.  The evidence of 

both Nurse G and Nurse H was that Ms Kawol was never signed off as competent in 

these procedures.  Ms Kawol was asked to provide a reflection on this area of work 

but it was never completed. 

 

The panel therefore find this charge proved. 

 

7) While subject to a Stage 3 formal capability process between approximately 1 

June 2017 and 28 June 2017: 

 

Matron C wrote to Ms Kawol on 1 June notifying her that she was now as stage 3 of 

the Trust capability process.  A letter sent by Matron C on 17 July 2017 confirmed 

that following a meeting on 28 June Ms Kawol was moved to stage 4 of the Trust 

capability process. 

 

The panel therefore find this stem proved. 

 

a. Were unable to identify common causes of airway obstruction in patients 

recovering from an anaesthetic. 

 

b. Were unclear about the causes of respiratory problems following 

anaesthesia. 
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c. Believed that antiemetic medication can cause respiratory depression. 

 

d. Struggled to correctly hold a facemask onto a patient’s face. 

 

e. Failed to manage patients holistically and use your own clinical judgment 

with patients in recovery.   

 

Dr D gave evidence on these incidents which she witnessed.  She worked with Ms 

Kawol over a period of 6 to 8 weeks.  She began providing feedback on Ms Kawol’s 

practice in early May.  She was able to tell the panel that as an experienced 

anaesthetist she knew what to expect from a nurse working in recovery and she 

could see that Ms Kawol’s practice was well below the standard required.  She 

mentioned one incident when Ms Kawol attempted to put a facemask on upside 

down.  She considered that her patients would not be safe if left in Ms Kawol’s 

unsupervised care. 

 

Dr D was shocked to hear that Ms Kawol in a letter to the Chief Executive of the 

Trust on 23 July 2017 denied ever working with her.  She was emphatic that they 

had worked together.  The panel found it very difficult to see how Ms Kawol could 

have been mistaken on this point and concluded that it was more likely than not that 

Ms Kawol was being deliberately untruthful in this letter.  This conclusion necessarily 

impacted negatively on the weight the panel felt it could give to the other assertions 

made by Ms Kawol in her various documents.  

 

The panel therefore find this charge proved. 

 

8) From 28 June 2017 until 1 August 2017, while subject to a Stage 4 capability 

process, were unable to be signed off as competent in one of more of the 

following areas:   
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A letter sent by Matron C on 17 July 2017 confirmed that following a meeting on 28 

June Ms Kawol was moved to stage 4 of the Trust capability process. The 

disciplinary hearing was held on 1 August 2017 and Ms Kawol was dismissed 

 

The panel therefore find this stem proved. 

 

a. In-brief/debrief. 

b. Prioritising workload in the management of the complex patient. 

c. Recovery, managing patients holistically and clinical judgment. 

d. Providing timely pain relief and appropriate advice to patients post-

surgery. 

e. Handover technique and communication styles. 

f. Bladder irrigation. 

g. Time management. 

 

A letter sent by Matron C on 17 July 2017 confirmed that following a meeting on 23 

May the areas listed at a-g above were of concern.  None of the areas were signed 

off as competent in the action plan that was current at the time.  Both Nurse G and 

Nurse H confirmed in their evidence that all of the above areas remained of concern 

throughout the time they were mentoring Ms Kawol. 

The panel therefore find this charge proved. 
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Determination on misconduct, lack of competence and impairment 

The panel went on to consider, on the basis of the facts found proved, whether Ms 

Kawol’s fitness to practise is impaired.    

The panel approached its deliberations as a two stage process. It considered firstly 

whether as a matter of judgment, there has been misconduct, and/or a lack of 

competence, and secondly, if so, whether, in each case in the light of all the material 

before it, Ms Kawol’s fitness to practise is currently impaired.  

Determination on misconduct 

The panel first considered whether the facts proved in allegations 1-4 amount to 

misconduct.  It bore in mind the case of Roylance v General Medical Council (No 2) 

[2000] 1 A.C. 311, where misconduct was defined by Lord Clyde as:  

 

…a word of general effect, involving some act or omission which falls short of 

what would be proper in the circumstances. The standard of propriety may 

often be found by reference to the rules and standards ordinarily required to 

be followed by a [medical] practitioner in the particular circumstances. 

The panel took into account the submissions of Ms Ryder and all of the evidence 

before it, including the documentation supplied by Ms Kawol during the course of the 

investigation. 

The panel heard and accepted the advice of the legal assessor who reminded it of 

the cases of Nandi v General Medical Council [2004] EWHC, Mallon v GMC [2007] 

CSIH 1, Holton v GMC [2006] EWHC 2960 (Admin), Meadow v GMC [2007] QB 462, 

Cohen v GMC [2008] EWHC 581 (Admin), CHRE v (1) NMC (2) Grant [2011] EWHC 

927 (Admin), SRA v Sharma [2010] EWHC 2022 (Admin) and Parkinson v NMC 

[2010] EWHC 1898 (Admin). 

 

The panel also had regard to the Nursing and Midwifery Council publication The 

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

(effective from 31 March 2015) (the Code).  The panel considered each charge 
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separately. It concluded that Ms Kawol had breached the following provisions of the 

Code: 

 

Promote professionalism and trust  

 

You uphold the reputation of your profession at all times. You should display a 

personal commitment to the standards of practice and behaviour set out in the Code. 

You should be a model of integrity and leadership for others to aspire to. This should 

lead to trust and confidence in the professions from patients, people receiving care, 

other health and care professionals and the public  

 

20 Uphold the reputation of your profession at all times 

 

To achieve this, you must:  

 

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

 

20.2  act with honesty and integrity at all times … 

 

The panel is aware that not all breaches of the Code are sufficiently serious to reach 

the threshold for a finding of misconduct. However, the behaviour in this case 

comprised of repeated dishonesty and is closely related to Ms Kawol’s practice as a 

nurse.  She lied on an application form about the reason for her leaving her previous 

employer.  She gave as a professional reference a colleague who had never been 

her manager or supervisor.  She also lied on a declaration that she signed on her 

first day of employment.  All of this dishonesty was designed to secure employment 

and to conceal her previous dismissal from her potential employer.  Further, the 

actions were pre-meditated and deliberate.  Her actions led to her gaining 

employment as a registered nurse under false pretences.   
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The panel concluded that such behaviour would be considered deplorable by fellow 

nurses.  As such the panel concluded that Ms Kawol’s behaviour amounted to 

misconduct. 

Determination on lack of competence  

The NMC defines lack of competence as a lack of knowledge, skill or judgment of 

such a nature that the nurse or midwife is unfit to practise safely and effectively in 

any field in which they are qualified or seek to practise.  In this case the standard of 

performance should be judged by the standard to be expected of a band 5 staff 

nurse.   

 

The panel took into account the submissions of Ms Ryder and all of the evidence 

before it, including the documentation supplied by Ms Kawol.  Ms Ryder drew 

attention to the case of R (on application of Calhaem) v General Medical Council 

[2007] EWHC 2606 (Admin) where it was said:  

 

‘Deficient professional performance … is conceptually separate both from 

negligence and from misconduct. It connotes a standard of professional 

performance which is unacceptably low and which (save in exceptional 

circumstances) has been demonstrated by reference to a fair sample of the 

doctor’s work’. 

Concerns were identified with Ms Kawol’s practice very early in her employment. The 

panel heard from Nurse F how during training shortly after starting work at the Trust 

Ms Kawol struggled to calculate NEWS scores in a clinical setting.  Following a 

period of additional training Ms Kawol was unable to demonstrate competence in 

completing a NEWS score. Ms Kawol was put on an action plan in December 2016 

designed to remedy the concerns relating to her practice.  In particular the concerns 

related to  

 Managing and prioritising a caseload  

 Pain management  

 Core clinical skills (e.g. bladder irrigation, infection control, 

administration of injections)  
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 Recognising and responding to a deteriorating patient / NEWS  

 Communication with colleagues and patients  

 Handover  

 Clinical judgment   

 Empathetic patient-centred care  

 Basic procedure in dealing with post-surgery recovery patients 

 Time management  

 

However, Ms Kawol was never signed off as competent in most of the areas 

identified.  She had the benefit of three separate mentors and never practised 

without supervision.   

The panel considered that it had evidence before it of a fair sample of Ms Kawol’s 

work over a period of approximately 12 months during which time she remained 

supernumerary. During her employment she had consistent, robust and structured 

support.  The panel heard evidence from five experienced nurses, and one doctor, 

all of whom considered that Ms Kawol’s practice was not safe.  The panel therefore 

concluded that, despite the concerted efforts of those who tried, in the panel’s view 

commendably hard, to support her, Ms Kawol’s performance was unacceptably low 

and amounted to a lack of competence.   

 

Determination on impairment 

Having found that Ms Kawol’s behaviour amounted to misconduct and that she 

demonstrated a lack of competence, the panel went on to consider whether her 

fitness to practise is currently impaired by reason of that misconduct and lack of 

competence. 

The panel was mindful that a registrant’s impairment should be judged by reference 

to her suitability to remain on the register without restriction. 
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In deciding this matter the panel has exercised its independent professional 

judgement.  

The panel took into account the submissions of Ms Ryder and all of the evidence 

before it, including the documentation supplied by Ms Kawol. 

The panel considered the case of CHRE v NMC and Grant [2011] EWHC 97 and 

took into account the guidance provided by Dame Janet Smith and approved by Cox 

J. When deciding whether fitness to practise is impaired, it should be aware of the 

need to protect the public and the need to declare and uphold proper standards of 

conduct and behaviour so as to maintain public confidence in the profession.  

The panel reminded itself of the guidance formulated by Dame Janet Smith in her 

Fifth Shipman Report, as cited in Grant, regarding the proper approach to be taken 

when considering impairment:  

Do our findings of fact in respect of the [doctor’s] misconduct deficient 

professional performance… show that his/her fitness to practise is impaired in 

the sense that he/she  

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

patient or patients at unwarranted risk of harm; 

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

profession into disrepute; 

c) has in the past breached and/or is liable in the future to breach one of 

the fundamental tenets of the profession. 

d) has in the past acted dishonestly and/or is liable to act dishonestly in 

the future.” 

 

The panel concluded that in the past Ms Kawol’s dishonest behaviour had engaged 

all the limbs (a) to (d) above.   

Ms Kawol’s dishonest actions secured her employment with an employer who had 

insufficient knowledge of her past employment record; in particular, that there had 

been an incident relating to controlled drugs at her previous place of work which had 

led to a formal warning and her persistent lateness, together with the earlier warning, 
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had led to her dismissal.  Ms Kawol’s dishonesty meant that the Trust had no 

opportunity to make an informed decision about her suitability for employment as a 

registered nurse.  Had the Trust chosen to employ her in knowledge of all the facts it 

could have chosen to do so with appropriate safeguards. Her dishonesty made any 

such risk assessment impossible and as such she put her patients at unwarranted 

risk of harm.   

Furthermore, by giving Person A as a professional referee, Ms Kawol was able to 

gain employment in a role she was later to demonstrate she was not professionally 

competent to fulfil.  

Ms Kawol’s dishonesty in obtaining employment as a registered nurse brought the 

profession into disrepute.  Further she breached a fundamental tenet in that she was 

not open and honest, and she did not act with integrity and uphold the reputation of 

the nursing profession. 

The panel next considered the guidance in the case of Cohen v General Medical 

Council [2008] EWHC 581 (Admin): 

“… It must be highly relevant in determining if a [nurse's] fitness to practise is 

impaired that first his or her conduct which led to the charge is easily 

remediable, second that it has been remedied and third that it is highly 

unlikely to be repeated.” 

The panel concluded that it is very difficult to demonstrate any remediation of 

dishonesty.  In this particular case there is no evidence of remediation. The panel 

note that, when confronted at the Trust with the information that she had been 

dismissed from her previous position, Ms Kawol’s initial reaction was to suggest that 

she knew nothing about it.  The panel note that when Ms Kawol was interviewed by 

Matron C on 24 July 2017 and asked about the circumstances of her dismissal Ms 

Kawol replied “That was cleared it wasn’t my fault it was an agency staff and I was 

the only permanent staff involved”. There is nothing in the documentation from Ms 

Kawol which suggests she has reflected on her dishonest actions, nor has she 

expressed remorse.  The panel therefore concluded that Ms Kawol has no insight 

and that there is a significant risk of repetition of the dishonest behaviour.  
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The panel concluded that Ms Kawol’s past dishonest behaviour was such that her 

fitness to practise is impaired by reason of misconduct. 

The panel next considered Ms Kawol’s lack of competence.  The panel stated earlier 

that it was the unanimous opinion of six clinical witnesses from the Trust that her 

practice was unsafe.  The panel concluded that a nurse who was in the past 

consistently practising in an unsafe manner, despite on-going and significant 

support, is impaired by reason of her lack of competence. 

The panel also considered the public interest in upholding standards in the 

profession and in maintaining confidence in the NMC as regulator.  The panel 

concluded that members of the public would expect nurses to act with integrity, to 

uphold the reputation of the profession and to have sufficient skills, knowledge and 

judgement to be able to practise safely and effectively. The panel has concluded that 

Ms Kawol’s fitness to practise is currently impaired on public interest grounds to 

ensure that proper standards of conduct and behaviour are maintained and to 

preserve public confidence in the nursing profession and in the NMC as regulator. 
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Determination on sanction 

Having determined that Ms Kawol’s fitness to practise is impaired, the panel went on 

to consider what sanction, if any, it should impose on her registration. The panel 

heard the submissions made by Ms Ryder and took account of all the information 

before it.  Ms Ryder drew the panel’s attention to the cases of Parkinson v NMC, 

[2010] EWHC 1898 (Admin), Nicholas-Pillai v GMC [2009] EWHC 1048 (Admin) and 

Abiodun v NMC [2015] EWHC 434 Admin. 

Ms Ryder informed the panel that the NMC sanction bid in relation to the dishonesty 

was a striking off order.  This was based on the premeditated, sustained and multiple 

instances of dishonesty in the case.  She submitted that, if there had been no 

dishonesty charges, the lack of competence in this case was very serious and the 

NMC bid would have been for a 12 month suspension order. 

The panel accepted the advice of the legal assessor.  He reminded the panel of the 

case of Moijueh [2015] EWHC 1999 (Admin).    

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

take no further action or it can impose one of the following sanctions: make a caution 

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

three years; make a suspension order for a maximum of one year; or make a striking 

off order (for the misconduct charge only).  The panel has borne in mind that the 

purpose of a sanction is not to be punitive, though it may have a punitive effect.   

The panel has applied the principles of fairness, reasonableness and proportionality, 

weighing the interests of patients and the public with Ms Kawol’s own interests and 

taking into account the mitigating and aggravating factors in the case. The public 

interest includes the protection of patients, the maintenance of public confidence in 

the profession and declaring and upholding proper standards of conduct and 

behaviour. The panel has also taken account of the current NMC Sanctions 

Guidance. 

The panel concluded that the aggravating features in this case included: 

 premeditated and repeated dishonesty; 
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 the dishonesty was for personal financial gain; 

 Ms Kawol’s dishonesty put patients at unwarranted risk of harm because it 

enabled her to gain a job which she was not able to do. 

The panel concluded that it had not been able to identify any mitigating features in 

this case. 

The panel first considered the appropriate sanction, if any, for the charge relating to 

dishonesty. The panel considered the sanctions in ascending order of seriousness. 

The panel considered taking no further action but determined that this would be 

inappropriate. This would not address the seriousness of the charges found proved, 

which relate to dishonesty when seeking employment as a registered nurse. In such 

circumstances, it would not be in the public interest to take no further action. To do 

so would not provide sufficient public protection nor would it uphold the standards of 

behaviour expected of a registered nurse, or maintain the reputation of the 

profession and the regulator. 

The panel then went on to consider whether a caution order would be appropriate.  

The panel concluded that a caution order was not appropriate. The dishonesty was 

too serious and Ms Kawol’s behaviour could not be described as being at the lower 

end of the spectrum of impaired fitness to practise. A caution order would not 

address the issue of public protection as it would allow Ms Kawol to practise without 

restriction. Further, the panel concluded that a caution order would not be in the 

public interest given the nature of the dishonesty in this case. 

The panel next considered a conditions of practice order.  This panel concluded that 

it was not possible to address the dishonesty in this case through a conditions of 

practice order. The principal issue of concern is that of Ms Kawol’s dishonesty and 

the panel considered that it could not formulate workable conditions to address this 

issue. The panel therefore determined that a conditions of practice order was not an 

appropriate sanction. 
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The panel went on to consider whether a suspension order would be the appropriate 

and proportionate response in this matter. This was not a single incidence of 

dishonesty, but was repeated in that Ms Kawol: 

 

 filled out the initial application form with inaccurate information in relation to 

leaving previous employment; 

 gave Person A as a professional reference when Person A had never 

managed or supervised Ms Kawol; 

 lied on the declaration she signed on her first day of employment at the Trust. 

 

The panel has already concluded that Ms Kawol has not demonstrated any insight, 

remorse or remediation in relation to her dishonesty.  Rather the evidence before it 

indicated that when asked about her previous employment history by Matron C Ms 

Kawol was less than frank, suggesting that she was cleared of responsibility for the 

controlled drugs incident, which she was not, and suggesting that she did not realise 

she was dismissed as the dismissal letter may have gone astray. The evidence from 

Nurse I was that Ms Kawol eventually understood that she was dismissed and was 

escorted to her locker and asked to hand in her identification. The panel also noted 

that when Ms Kawol wrote to the Trust she criticised her mentors and alleged that 

she had never worked with Dr D.   

 

The panel also considered the NMC guidance on dishonesty contained in the 

Sanction Guidance.  This case fulfilled three of the criteria which the NMC consider 

to make a case more serious: that is, it involved financial gain, there was a potential 

risk to patients and the dishonesty was premeditated 

 

Taking all of this evidence into account and noting the seriousness of the matters 

found proved, the panel concluded that Ms Kawol had an attitudinal issue.  The 

panel considered that she does not understand the importance of honesty and 

integrity in the nursing profession, nor is she willing to take responsibility for her own 

actions.  
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The panel therefore concluded, for the above reasons, that a suspension order 

would not be sufficient to satisfy the public protection issues nor the public interest in 

this case.   

 

The panel then went on to consider a striking-off order.  The panel considered Ms 

Kawol’s premediated and persistent dishonesty to be a serious departure from the 

relevant professional standards. Her misconduct was such that it could foreseeably 

result in harm to patients.  

 

Having considered all the aggravating and mitigating factors, and taking into account 

all of the evidence in this case the panel concluded that  public confidence could not 

be maintained if a nurse who behaved in the manner Ms Kawol did was allowed to 

remain on the register.  The panel determined that a striking off order was the only 

sanction which is sufficient to satisfy the public interest.  The panel was in no doubt 

that the misconduct in this case is fundamentally incompatible with ongoing 

registration.   

 

Having decided that a striking off order is the appropriate sanction for the misconduct 

charge, the panel did not need to consider a separate sanction for the lack of 

competence charge.  The panel noted that there were a considerable number of 

charges over a significant period of time during which Ms Kawol’s practice was 

always supported. The panel concluded that, had it been required to impose a 

sanction for the lack of competence, it would have imposed a suspension order for 

the maximum period of 12 months. 
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Determination on Interim Order 

Pursuant to Article 29 (11) of the Nursing and Midwifery Order 2001, this panel’s 

decision will not come into effect until after the 28 day appeal period, which begins 

on the date that notice of the striking off order has been served at the earliest.  

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

imposition of an interim order.  The panel may only make an interim order if it is 

satisfied that it is necessary for the protection of the public, or is otherwise in the 

public interest or in Ms Kawol’s own interest. The panel may make an interim 

conditions of practice order or an interim suspension order for a maximum of 18 

months. 

Ms Ryder made an application that the panel impose an interim suspension order on 

the grounds of public protection and in the public interest for an 18 months period to 

cover the appeal period and any possible appeal. 

The panel has accepted the advice of the legal assessor. It has also had regard to 

the NMC’s guidance to panels in considering whether to make an interim order. The 

panel has taken into account the principle of proportionality, bearing in mind the 

interests of the public and Ms Kawol’s own interests.   

The panel has taken into account its reasons for making a striking off order. For 

those same reasons, the panel is satisfied that it is in the public interest for Ms 

Kawol’s registration to be subject to an interim order. The panel considered whether 

an interim conditions of practice order would be appropriate and proportionate and 

determined that it would not be appropriate, for the same reasons given in the 

substantive order. The panel therefore imposes an interim suspension order. 

The period of this order is for 18 months to cover any potential appeal, but if at the 

end of a period of 28 days, Ms Kawol has not lodged an appeal the interim order will 

lapse and be replaced by the substantive order. On the other hand, if Ms Kawol does 

lodge an appeal, the interim order will continue. 

That concludes this determination. 

 


