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Nursing and Midwifery Council 
Fitness to Practise Committee 

 
Substantive Order Review Hearing 

 
15 February 2019 

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

Name of registrant: Ms Ewa Maria Gniazdowska 
 
NMC PIN:  05G0052C 
 
Part(s) of the register: Registered midwife – July 2005 
 
Area of Registered Address: England 
 
Type of Case: Lack of Competence 
 
Panel Members: John Brookes (Chair, Lay member) 

Deborah Hall (Registrant member) 
Catherine Cooper (Registrant member) 

 
Legal Assessor: Penny Howe QC  
 
Panel Secretary: Tereka Bowes 
 
Registrant: Not present and not represented  
 
Nursing and Midwifery Council: Represented by Maria Buckingham, counsel, 

instructed by Nursing and Midwifery Council. 
 
Order being reviewed: Suspension Order (12 months) 
  
Outcome: Striking–off order to come into effect at the end 

of the current order, namely at the end of 4 
March 2019, in accordance with Article 30 (1) 
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Service of Notice of Hearing 
 
The panel was informed at the start of this hearing that Ms Gniazdowska was not in 

attendance, nor was she represented in her absence. 

 

The panel was informed that the notice of this hearing was sent to Ms Gniazdowska on 

16 January 2019 by recorded delivery and first class post to her registered address. The 

panel noted that an attempt had been made to deliver the notice to Ms Gniazdowska’s 

registered address on 17 January 2019. However, this was unsuccessful as no one was 

present at the address to receive and sign for the package.  

 

The panel accepted the advice of the legal assessor. 

 

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

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

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

Rules).  

 

Consideration of whether to Proceed in the absence of Ms Gniazdowska 
 

The panel then considered proceeding in the absence of Ms Gniazdowska. The panel 

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

with the utmost care and caution.  

 

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

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

panel accepted the advice of the legal assessor, who referred the panel to the case of R 

v Jones [2003] AC1, HL. 

 

Ms Buckingham submitted that Ms Gniazdowska has voluntarily absented herself. She 

informed the panel that it appears that there has been no contact between Ms 

Gniazdowska and the NMC since January 2018. At that time the NMC attempted to 

make contact with Ms Gniazdowska the day before her substantive review hearing and 

was unsuccessful. Ms Buckingham submitted that the NMC made an attempt to ring Ms 
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Gniazdowska today, which was unsuccessful. Furthermore, she informed the panel that 

Ms Gniazdowska has not previously attended any of her hearings.  

 

The panel asked Ms Buckingham to clarify whether there has been any engagement 

from Ms Gniazdowska since the last substantive review hearing. The panel adjourned 

the hearing at this time. Upon resuming, Ms Buckingham informed the panel that the 

attempts to contact Ms Gniazdowska other than today’s attempt were as follows: 

 

• 25 January 2018 – the day before the last substantive review hearing on 26 

January 2018 

• 2 February 2017 – before the substantive review hearing on 16 February 2017 

 

Ms Buckingham submitted that due to the need for the expeditious disposal of this case, 

the panel should proceed in the absence of Ms Gniazdowska as there has been no 

communication from her. She also submitted that there has been a persistent lack of 

engagement on Ms Gniazdowska. 

 

Ms Gniazdowska had been sent notice of today’s hearing and the panel was satisfied 

that she was or should be aware of today’s hearing and it was of the view that she had 

chosen to disengage. The panel, therefore, concluded that she had chosen voluntarily 

to absent herself. The panel had no reason to believe that an adjournment would result 

in Ms Gniazdowska’s attendance. The panel also noted that attempts to contact Ms 

Gniazdowska have previously been just prior to her hearings. The panel considered that 

the current order is due to expire at the end of 4 March 2019 and that this statutory 

review must be concluded before that date. Having weighed the interests of Ms 

Gniazdowska with those of the NMC and the public interest in an expeditious disposal 

of this hearing the panel determined to proceed in Ms Gniazdowska absence.   
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Decision and reasons on review of the current order: 
 

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

end of 4 March 2019 in accordance with Article 30(1) of the Nursing and Midwifery 

Order 2001 (as amended) (the Order).  

 

This is the third review of a suspension order, originally imposed by a panel of the 

Conduct and Competence Committee on 3 February 2016 for 12 months. This order was 

reviewed on 16 February 2017 by a panel of the Conduct and Competence Committee 

which extended the suspension order for 12 months. On 26 January 2018 a panel of the 

Fitness to Practise Committee extended the suspension order for a further 12 months. The 

current order is due to expire at the end of 4 March 2019.  

 

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

 

The charges found proved, some by way of admission, which resulted in the imposition 

of the substantive order were as follows: 

 
“That you, whilst employed as a midwife by Royal Berkshire NHS Foundation 

Trust (“the Trust”), failed to demonstrate the standard of knowledge, skill and 

judgement required to practise without supervision between April 2012 and 

August 2014 in that you: 

 
 
1. On 19 April 2012, in relation to Patient A: 

 1.1 … 

 1.2 … 

 1.3 Did not use the SBAR tool during handover of labour care; 

 1.4 Did not record a clinical rationale for conducting a vaginal 

examination at 19:00; PROVED BY ADMISSION  
 1.5 Conducted an artificial rupture of the membrane (“ARM”) at 

20:00 when it was not clinically justified and/or did not adequately 

record your clinical rationale; 
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 1.6 Did not record maternal consent for artificially rupturing the 

membrane. PROVED BY ADMISSION  
 
2. On 27/28 September 2012, in relation to Patient B: 

 2.1 Did not conduct and/or record adequate maternal 

observations; 

 2.2 Entered total scores for the maternal observations when you 

had not conducted and/or recorded maternal observations; 

 2.3 Did not maintain and/or record optimal care standards during 

first stage of labour; 

 2.4 Did not systematically assess fetal wellbeing in that you: 

  2.4.1 Did not conduct a full assessment of the CTG hourly; 

  2.4.2 Did not ensure that a fresh eyes review was 

conducted hourly; 

  2.4.3 Did not ensure that a fetal scalp electrode was 

applied prior to siting the epidural at or about 00:40; 

  2.4.4 … 

  2.4.5 … 

  2.4.6 Did not escalate concerns that Patient B did not 

consent to fetal heart monitoring when there was a poor 

trace on the CTG;  

  2.4.7 Did not re-apply the fetal scalp electrode after it 

disconnected at 04:08. 

 

3. On 13 May 2013, did not demonstrate the necessary level of knowledge in 

relation to: 

 3.1 monitoring the CTG; 

 3.2 maternal observation scores. 

 

4. On 16 May 2013, did not complete documentation contemporaneously. 

 

5. On 19 May 2013, did not risk assess that an unidentified patient who had 

reported reduced fetal movement required CTG monitoring. 
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6. On 21 August 2013: 

 6.1 Did not demonstrate knowledge of how to deliver care to women 

with gestational diabetes; 

 6.2 Did not conduct a fresh eyes review of a woman’s CTG when 

required; 

 6.3 Did not monitor a patient’s blood sugars when required; 

 6.4 Incorrectly identified normal variability fetal heart rate as being 

between 1 and 25 beats per minute when it is between 5 and 25 

beats per minute; 

 6.5 Could not explain why vitamin K is administered to newborn babies. 

 

7. On 25 August 2013: 

 7.1 Spent a disproportionate amount of time completing documentation 

rather than concentrating on delivering care; PROVED BY 
ADMISSION 

 7.2 Did not complete fresh eyes reviews as required. 

 

8. On 6 August 2013: 

 8.1 Did not actively participate in delivering care to a patient; 

 8.2 Inappropriately criticised an unidentified colleague’s record keeping 

in front of a patient. 

 

9. On 10 August 2013: 

 9.1 Required prompting to identify a patient’s risk factors; 

 9.2 Did not complete a thorough risk assessment and/or plan of care 

for your patient. 

 9.3 Were unable to identify the signs of a uterine rupture; 

 9.4 Could not accurately describe features of a CTG; 

 9.5 Did not recognise concerns with a CTG; 

 9.6 Did not respond to your patient’s spontaneous rupture of the 

membranes and presence of meconium; 

 9.7 Required prompting to call for medical help; 
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 9.8 Placed the suction tubing on a resuscitaire incorrectly. 

 

10. On 11 August 2013: 

 10.1 Incorrectly stated that the CTG showed strength of contractions; 

 10.2 Did not recognise the need to seek help for an unidentified patient 

based on the recording from her CTG. 

 

11. On 12 August 2013: 

 11.1 Placed incorrect SBAR handover stickers on an unidentified 

patient’s notes; 

 11.2 Incorrectly disconnected an intravenous infusion pump. 

 

12. On 13 August 2013: 

 12.1 Used technical language when explaining care to an unidentified 

patient; 

 12.2 Did not use gloves when assessing a maternity pad; 

 12.3 Put an incorrect patient identification sticker on a pathology form; 

 12.4 Did not sign for codeine which had been administered to an 

unidentified patient.  

 

13. On 14 August 2013: 

 13.1 Used technical language when explaining care to an unidentified 

patient; 

 13.2 Did not auscultate the fetal heart rate before commencing the CTG 

without prompting; 

 13.3 Did not record the fetal heart rate prior to commencing the CTG;  

 13.4 Did not check the date and/or time and/or paper speed on the CTG 

were correct;  

 13.5 Did not dispose of your gloves immediately after conducting an 

artificial rupture of the membranes; 

 13.6 Did not record the clinical rationale for conducting a vaginal 

examination; 

 13.7 Did not demonstrate aseptic technique during the shift; 
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 13.8 Collected synonetrine instead of syntocinon as required from the 

fridge for a patient.” PROVED BY ADMISSION 
 

The second reviewing panel determined the following with regard to impairment: 

 

“The panel noted that Ms Gniazdowska made numerous and fundamental clinical 

errors as a midwife in relation to multiple patients despite receiving considerable 

support from the Trust. The panel is of the view that if Ms Gniazdowska was to 

undertake the appropriate and relevant training it would be possible for her to 

remediate her failings. However there is absolutely no new or current evidence 

before it to suggest she has attempted to remediate her practise. 

 

In regards to Ms Gniazdowska’s insight the previous panels found that she had 

demonstrated insufficient insight in relation to her shortcomings and suggested 

she provide today’s panel with a written reflective piece. In spite of this a 

reflective piece has not been submitted. The panel has no new or current 

evidence before it of the level of Ms Gniazdowska’s insight as of today. 

 

Ms Gniazdowska has not engaged with the NMC since the review hearing on 16 

February 2017 and has not provided any documentation for today’s panel to 

consider. Accordingly the panel concluded that due to there being no material 

change of circumstances and no further evidence of remediation there still 

remains a risk of repetition of her behaviour.  
 

The panel had borne in mind that its primary function was to protect patients and 

the wider public interest which includes maintaining confidence in the nursing 

profession and upholding proper standards of conduct and performance. The 

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

public protection and public interest grounds is required. 

 

For these reasons, the panel finds that Ms Gniazdowska fitness to practise 

remains impaired.” 
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The second reviewing panel determined the following with regard to sanction:  

 

“The panel considered substituting the current suspension order with a conditions 

of practice order. Ms Gniazdowska’s misconduct was serious and she has not 

engaged with the NMC process since the review hearing on 16 February 2016 

and the panel has no information before it in regards to her current 

circumstances or attempts at remediation. The panel concluded that conditions 

could not be formulated that would be practicable or workable.  

 

The panel considered the imposition of a further period of suspension. It was of 

the view that a suspension order would allow Ms Gniazdowska further time to 

fully reflect on her previous failings and to fully engage with these proceedings. It 

considered that Ms Gniazdowska needs to gain a full understanding of how the 

behaviour of one midwife can impact upon the midwifery profession as a whole 

and not just the organisation that the individual midwife is working for. The panel 

concluded that a further 12 month suspension order would be the appropriate 

and proportionate response and would afford Ms Gniazdowska adequate time to 

develop her insight and remediation, and if appropriate a desire to return to 

midwifery.  

The panel noted that a striking-off order was not available to it in this case since 

Ms Gniazdowska had not been subject to a suspension order or a conditions of 

practice order for two years immediately prior to today’s date. Nevertheless the 

panel recognised the next reviewing panel will have all the powers available to it 

including a striking-off order in addition to the orders available to this panel. The 

panel emphasised the need for Ms Gniazdowska to engage to demonstrate both 

remediation and insight. 

The reviewing panel will be assisted by: 

• Ms Gniazdowska’s engagement and attendance. 

• Evidence, by way of a further written reflective piece, taking 

account of the concerns identified. 
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• Appropriate references or testimonials by employers, colleagues or 

others.  

• Evidence of any relevant learning or training Ms Gniazdowska has 

undertaken and successfully completed since she last worked as a 

registered midwife. 

• If Ms Gniazdowska is unable to provide any of the above, an 

explanation as to why this was not possible.” 

 

Decision on current fitness to practise 
 

The panel has considered carefully whether Ms Gniazdowska’s fitness to practise 

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

has defined fitness to practise as a registrant’s suitability to remain on the register 

without restriction. In considering this case, the panel has carried out a comprehensive 

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

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

 

The panel has had regard to all of the documentation before it, including the NMC 

bundle. It has taken account of the submissions made by Ms Buckingham. 

 

Ms Buckingham outlined the findings of the original substantive panel’s decision on fact, 

impairment and sanction, as well as the previous substantive review panels’ decisions 

on impairment and sanction. She submitted that since the last review hearing Ms 

Gniazdowska has not engaged with the NMC, nor has there been a material change in 

the circumstances of her case. Ms Buckingham stated that given the lack of insight and 

steps to remediate there is a risk of repetition of the matters found proved in the original 

substantive hearing and there is a serious risk of harm to patients in Ms Gniazdowska’s 

care should she be allowed to practise unrestricted. She submitted that there is no 

evidence before it in relation to relevant learning or training that Ms Gniazdowska has 

undertaken to address the failings identified since the last review hearing. Ms 

Buckingham submitted that Ms Gniazdowska has not provided any evidence which the 

last reviewing panel suggested would be of assistance to the panel today. She 

submitted that Ms Gniazdowska remains impaired. She submitted that Ms Gniazdowska 
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remains impaired on both public protection and public interest grounds. Ms Buckingham 

submitted that the matter of sanction is for the panel’s professional judgement. 

 

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

 

The panel considered whether Ms Gniazdowska’s fitness to practise remains impaired. 
 

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

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

standards of conduct and performance. 

 

The panel noted that Ms Gniazdowska made numerous and fundamental clinical errors 

as a midwife in relation to multiple patients despite receiving considerable support from 

the Trust. The panel is of the view that if Ms Gniazdowska were to have undertaken the 

appropriate and relevant training it would have been possible for her to remediate her 

failings. However there is no new evidence before it to suggest she has attempted to 

remediate her practise. The panel considered that Ms Gniazdowska has breached 

fundamental tenets of the midwifery profession as she has demonstrated significant 

deficiencies in her practice and in particular her failure to provide a high standard of 

care to her patients. 

 

The panel considered the impact that Ms Gniazdowska’s actions had on the reputation 

of the profession. It considered that the lack of knowledge, skill and judgement 

demonstrated by Ms Gniazdowska was such as to bring the midwifery profession into 

disrepute. The panel bore in mind that there is no evidence before it to indicate that Ms 

Gniazdowska has taken necessary steps to develop her midwifery skills, such as 

undertaking training courses or engaging in further studies since the last suspension 

order was imposed. 

 

In regards to Ms Gniazdowska’s insight the panel noted that previous panels found that 

she had demonstrated insufficient insight in relation to her shortcomings and suggested 

that she provide today’s panel with a written reflective piece. In spite of this a reflective 

piece has not been submitted. The panel therefore considered that Ms Gniazdowska 
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has demonstrated no insight into her lack of competence and her level of insight has not 

developed over time during her three years of being subject to a suspension order.  

 

In light of the multiple areas for concern regarding Ms Gniazdowska’s competency, the 

panel was of the view that there is a high risk of repetition of her deficient professional 

performance based on the lack of evidence before it that Ms Gniazdowska has 

remediated and addressed the deficiencies in her practice. The panel has no 

information to suggest that Ms Gniazdowska has sought to address the issues with her 

midwifery skills. The panel bore in mind that Ms Gniazdowska has not engaged with the 

NMC since the review hearing on 16 February 2017 and has not provided any 

documentation for today’s panel to consider. Accordingly the panel concluded that due 

to there being no material change of circumstances and no further evidence of 

remediation there still remains a risk of repetition of her behaviour.  

 

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

public interest which includes maintaining confidence in the midwifery profession and 

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

this case, a finding of continuing impairment on both public protection and public  

interest grounds is required. 

 

The panel considered whether the need to uphold proper professional standards and 

public confidence in the profession would be undermined if a finding of impairment were 

not made in the particular circumstances of this case. The panel has determined that 

members of the public would be concerned if Ms Gniazdowska was able to practice 

unrestricted given her lack of competence. The panel considered that Ms Gniazdowska 

has brought the profession into disrepute as Midwives occupy a position of trust and are 

expected at all times to maintain the standards expected of them and to uphold the 

reputation of their profession.  

 

The panel considered that Ms Gniazdowska remains impaired on public protection 

grounds given the risk of harm to patients and the risk that such harm may be repeated 

in the future.  
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For these reasons, the panel finds that Ms Gniazdowska’s fitness to practise remains 

impaired.  

 
Determination on sanction 
 
Having found Ms Gniazdowska’s fitness to practise currently impaired, the panel then 

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

powers are set out in Article 30 of the Order. The panel has also taken into account the 

NMC’s Sanctions Guidance (SG) and has borne in mind that the purpose of a sanction 

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

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

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

panel decided that it would be neither proportionate nor in the public interest to take no 

further action. 

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

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

The panel decided that it would be neither proportionate nor in the public interest to 

impose a caution order. 

 The panel considered substituting the current suspension order with a conditions of 

practice order. The panel considered that Ms Gniazdowska’s actions could potentially 

be remediated by a conditions of practice order. However, in light of her limited insight 

and lack of evidence of remediation and her decreasing engagement, the panel 

concluded that no workable conditions of practice could be formulated which would 

protect the public or satisfy the wider public interest. 

 

 The panel next considered imposing a further suspension order. The panel had at the 

forefront of its thinking that Ms Gniazdowska’s lack of competence was a serious clinical 

issue which could lead to significant patient harm. The panel bore in mind that Ms 

Gniazdowska has been subject to a suspension order for three years but had shown no 

commitment to meet the standards expected of a registered midwife. The panel 
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considered that there are regulatory concerns about Ms Gniazdowska’s fundamental 

professionalism as a midwife. The panel noted that throughout that period of 

suspension Ms Gniazdowska has not demonstrated any developing insight into her 

previous failings and has taken almost no steps to remediate. The panel was of the view 

that Ms Gniazdowska’s persistent lack of insight as well as her resentment when 

challenged indicates that she may have an attitudinal problem. The panel determined 

that a further period of suspension would not serve any useful purpose in all of the 

circumstances. 

The panel was of the view that public confidence in midwives could not be maintained if 

the regulator did not ensure that those on the register were committed to maintaining 

their own professional standards and took steps to do so. The panel was of the view 

that considerable evidence would be required to show that Ms Gniazdowska no longer 

posed a risk to the public. The panel determined that it was necessary to take action to 

prevent Ms Gniazdowska from practising in the future and concluded that the only 

sanction that would adequately protect the public, serve the public interest and maintain 

professional standards was a striking-off order. 

Accordingly, the current substantive order will expire at the end of 4 March 2019, 

following which the striking-off order will come into effect. 

This decision will be confirmed to Ms Gniazdowska in writing. 

 

That concludes this determination. 

 

 

 
 


