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Nursing and Midwifery Council 

Fitness to Practise Committee 

Substantive Hearing 

14 – 23 January 2019 

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

Name of registrant: Aida Asharde Twumasi 
 
NMC PIN:  07E2780E  
 
Part(s) of the register: Registered Nurse – Adult (27 September 2007) 
 Registered Midwife – (24 May 2011)  
 
Area of Registered Address: England 
 
Type of Case: Misconduct 
 
Panel Members: Paul Powici (Chair, lay member) 

Jude Bayly (Registrant member) 
Pauline Esson (Registrant member) 

 
Legal Assessor: Oliver Wise 
 
Panel Secretary: Sophie Cubillo-Barsi 
 
Registrant: Not present and not represented   
 
Nursing and Midwifery Council: Represented by Helen Guest 
 
Facts proved: Charge 1, 2 (a), 2 (b), 3 (a), (b), (c), (d), (e), (f) 

(in part), (g) and (i) 
 
Facts proved by admission: Charge 3 (h) 
 
Facts not proved: Charge 3 (f) (in part) and (j) 
 
Fitness to practise: Impaired  
 
Sanction: Striking off order 
 
Interim Order: Interim suspension order – 18 months 
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Details of charge: 

That you, a registered midwife, whilst employed by Epsom and St Helier University 

Hospitals NHS Foundation Trust: 

 

1) On 15 December 2011 attempted to give Patient B epidural pain medication via 

an intravenous cannula in her hand; Charge found proved 

 

2) On 28 September 2012: 

 

a. Switched off a cardiotocograph (CTG) machine when you had been advised not 

to by Colleague 1; Charge found proved 

 

b. Did not request further assistance to reset the CTG machine after you had 

switched it off; Charge found proved 

 

3) On 7 March 2013: 

 

a. Challenged Dr 2’s plan of care for Patient A in her presence; Charge found 

proved 

 

b. Left Patient A in the lithotomy position for around two hours after delivery; 

Charge found proved 

 

c. Did not draw the privacy curtain around Patient A while she was in the lithotomy 

position; Charge found proved 

 

d. Did not insert a further catheter into Patient A; Charge found proved 

 

e. Did not conduct regular observations on Patient A at least every 15 minutes; 

Charge found proved 
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f. Did not accurately assess and/or communicate Patient A’s estimated blood loss 

(EBL) to your colleagues; Charge found not proved in relation to ‘accurately 

assess’, but found proved in relation to ‘accurately communicate’  

 

g. Did not recognise and/or escalate Patient A’s deterioration; Charge found 

proved 

 

h. Did not document Patient A’s observations contemporaneously; Charge found 

proved by way of admission 

 

i. Included inaccurate information in Patient A’s notes; Charge found proved 

 

j. Your actions at h) and/or i) above were dishonest in that you knew information 

you had recorded was inaccurate Charge found NOT proved 

 

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

misconduct.  
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Decision on Service of Notice of Hearing 

 

The panel was informed at the start of this hearing that Mrs Twumasi was not in 

attendance and that written notice of this hearing had been sent to Mrs Twumasi’s 

registered address by recorded delivery and by first class post on 13 December 2018.  

Notice of this hearing was delivered and signed for on 14 December 2018, alongside 

the printed name of ‘Aida’.  

 

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

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

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

power to proceed in her absence.  

 

Ms Guest submitted that the NMC had complied with the requirements of Rules 11 and 

34 of the Nursing and Midwifery Council (Fitness to Practise) Rules 2004, as amended 

(“the Rules”).  

 

The panel accepted the advice of the legal assessor.  

 

In the light of all of the information available, the panel was satisfied that Mrs Twumasi 

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

Rules 11 and 34.  

 

Decision on proceeding in the absence of the Registrant 

 

The panel next considered whether it should proceed in the absence of Mrs Twumasi.  

 

Rule 21 (2) states: 

 

“(2) Where the registrant fails to attend and is not represented at the hearing, the 

Committee 
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(a) shall require the presenter to adduce evidence that all reasonable 

efforts have been made, in accordance with these Rules, to serve the 

notice of hearing on the registrant; 

(b) may, where the Committee is satisfied that the notice of hearing has 

been duly served, direct that the allegation should be heard and 

determined notwithstanding the absence of the registrant; or 

(c) may adjourn the hearing and issue directions.” 

 

Ms Guest referred the panel to a telephone note detailing a conversation between Mrs 

Twumasi and an NMC case officer, dated 8 January 2019, which states: 

 

“I explained that I was calling about her hearing which was due to start on Monday 14 

January. I asked if she was aware of the hearing dates and she confirmed she was. I 

asked if she should be attending, she told me she wouldn’t. I asked if she had anything 

that she wished to put before the panel at the hearing, she told me she would write 

something. I confirmed that me [sic] email address was included in all recent letters and 

she should send me anything she wished to put before the panel. I asked if she had any 

objections to the panel proceeding without her in attendance, she told me that she did 

not have any objections to the hearing proceeding on Monday without her attendance.” 

 

Ms Guest further referred the panel to an email from the NMC to Mrs Twumasi, dated 

10 January 2019, within which an NMC case officer explains to Mrs Twumasi that, in 

light of her choice to not attend the hearing, she may be contacted by telephone or 

video link should the panel wish to speak to her. An email was received in response 

from Mrs Twumasi, on 11 January 2019, within which she states: 

 

“…I am open to whatever means of contacting me during the hearings (telephone or 

video call). 

 

I will also send my statement to the allegations today…” 

 

Ms Guest confirmed that no response to the allegations has been received.  
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Ms Guest invited the panel to continue in the absence of Mrs Twumasi on the basis that 

she had voluntarily absented herself.  MS Guest submitted that there was no reason to 

believe that an adjournment would secure her attendance on some future occasion.  

 

The panel accepted the advice of the legal assessor.  

 

The panel’s discretionary power to proceed in the absence of a registrant under the 

provisions of Rule 21 is not absolute and is one that should be exercised “with the 

utmost care and caution” as referred to in the case of R. v Jones (Anthony William), 

(No.2) [2002] UKHL 5. In R (on the application of Raheem) v Nursing and Midwifery 

Council [2010] EWHC 2549 (Admin) Mr Justice Holman held that:  

 

“...reference by committees or tribunals such as this, or indeed judges, to 

exercising the discretion to proceed in the person's absence "with the utmost 

caution" is much more than mere lip service to a phrase used by Lord Bingham 

of Cornhill. If it is the law that in this sort of situation a committee or tribunal 

should exercise its discretion "with the utmost care and caution", it is extremely 

important that the committee or tribunal in question demonstrates by its language 

(even though, of course, it need not use those precise words) that it appreciates 

that the discretion which it is exercising is one that requires to be exercised with 

that degree of care and caution.” 

 

The panel has decided to proceed in the absence of Mrs Twumasi. In reaching this 

decision, the panel has considered the submissions of the case presenter, and the 

advice of the legal assessor.  It has had particular regard to the factors set out in the 

decision of Jones. It has had regard to the overall interests of justice and fairness to all 

parties. It noted that: 

 Mrs Twumasi did not object to the hearing proceedings in her absence; 

 there is no reason to suppose that adjourning would secure her attendance at 

some future date;  

 nine witnesses are due to attend to give live evidence;  



  Page 7 of 38 

 not proceeding may inconvenience the witnesses, their employer(s) and, for 

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

services; 

 the charges relate to events that occurred in 2011, 2012 and 2013; 

 further delay may have an adverse effect on the ability of witnesses accurately to 

recall events; 

 there is a strong public interest in the expeditious disposal of the case. 

 

There is some disadvantage to Mrs Twumasi in proceeding in her absence. Although 

the evidence upon which the NMC relies will have been sent to her at her registered 

address, she has made no response to the allegations. She will not be able to challenge 

the evidence relied upon by the NMC and will not be able to give evidence on her own 

behalf. However, in the panel’s judgment, this can be mitigated. The panel can make 

allowance for the fact that the NMC’s evidence will not be tested by cross examination 

and, of its own volition, can explore any inconsistencies in the evidence which it 

identifies. Furthermore, the limited disadvantage is the consequence of Mrs Twumasi’s 

decisions to absent herself from the hearing, waive her rights to attend and/or be 

represented and not to provide evidence or make submissions on her own behalf.    

 

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

proportionate to proceed in the absence of Mrs Twumasi. The panel will draw no 

adverse inference from Mrs Twumasi’s absence in its findings of fact. Before 

considering the facts of the case, the panel asked Ms Guest to contact Mrs Twumasi 

before hearing the evidence of any NMC’s witnesses, in order to ask her whether she 

has any response to the allegations put to her and whether she wishes to participate in 

this hearing and if so, at what stage.  

 

Decision and reasons on application to amend the charge 

 

The panel heard an application made by Ms Guest, on behalf of the NMC, to amend the 

wording of charge 1.   
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The proposed amendment was to include the words ‘or about’. It was submitted by Ms 

Guest that the proposed amendment would provide clarity and more accurately reflect 

the evidence, specifically: 

 

“That you, a registered midwife, whilst employed by Epsom and St Helier University 

Hospitals NHS Foundation Trust: 

 

1) On or about 15 December 2011 attempted to give Patient B epidural pain 

medication via an intravenous cannula in her hand;” 

 

The panel accepted the advice of the legal assessor that Rule 28 of the Rules states: 

 

28. (1) At any stage before making its findings of fact, in accordance with rule 

24(5) or (11), the Investigating Committee (where the allegation relates to a 

fraudulent or incorrect entry in the register) or the Fitness to Practise Committee, 

may amend 

(a) the charge set out in the notice of hearing; or  

(b) the facts set out in the charge, on which the allegation is based, 

unless, having regard to the merits of the case and the fairness of the 

proceedings, the required amendment cannot be made without injustice.  

(2) Before making any amendment under paragraph (1), the Committee shall 

consider any representations from the parties on this issue. 

 

The panel was of the view that such an amendment, as applied for, was in the interests 

of justice. The panel was satisfied that there would be no prejudice to Mrs Twumasi and 

that no injustice would be caused to either party by the proposed amendment being 

allowed. It was therefore appropriate to allow the amendment, as applied for, to ensure 

clarity and accuracy. 
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Background 

 

The charges arose whilst Mrs Twumasi was employed as a Band 5 registered midwife 

by Epsom and St Helier University Hospitals NHS Foundation Trust (‘the Trust’). 

 

On 15 December 2011, Mrs Twumasi was assigned to work with Ms 1, a registered 

midwife. Ms 1 was allocated a patient, Patient B, who worked within the Trust. During 

the shift, Patient B expressed that she was in some discomfort and asked for a ‘top up’ 

of epidural pain relief. Mrs Twumasi retrieved the epidural medication. Ms 1 began to 

prepare Patient B for the administration of the medication when the Obstetric Team 

knocked on the door, asking for an update in relation to Patient B. It is alleged that 

whilst Ms 1 opened the door to the Obstetric Team, she heard Patient B ask Mrs 

Twumasi ‘is that meant to go through there?’ It is alleged that Ms 1 saw Mrs Twumasi 

holding the syringe and Patient B’s hand and was attempting to administer the contents 

in the epidural syringe into the cannula which had been placed in the rear of Patient B’s 

hand. After Ms 1 had spoken with her supervisor of midwives regarding the incident, 

she reported Mrs Twumasi’s actions to the line manager. 

 

It is further alleged that on 28 September 2012, Mrs Twumasi was caring for a patient in 

Room 5, who was required to have the labour monitored by a cardiotocograph (‘CTG’). 

Ms 2, a registered midwife, alleged that upon entering the room, she saw that the time 

and date had not been properly recorded by the machine. Ms 2 reset the time and date 

on the machine and asked Mrs Twumasi not to turn the machine off ‘if she was not 

confident in resetting it’. It is alleged that when Ms 2 returned to Room 5, Mrs Twumasi 

had turned off the CTG only a few minutes after Ms 2 had reset it. As a result of Mrs 

Twumasi’s actions, it is alleged that the time and date on the CTG did not correlate with 

the notes of the patient for other treatment.  

 

On 7 March 2013 Mrs Twumasi was allocated Patient A. Numerous attempts were 

made to deliver Patient A’s placenta after giving birth which were unsuccessful. At this 

time, Patient A had an estimated blood loss of 350 mls. At around 12:50, Patient A was 

placed in the lithotomy position and consent was gained from her by Dr 1 for the 

potential removal of the retained placenta within theatre. It is alleged by Ms 3, the labour 
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ward coordinator that, upon entering Patient A’s room at 14:05, she discovered that the 

patient remained in the lithotomy position with no privacy curtain drawn. It is further 

alleged that, despite Patient A having a forceps delivery, no catheter had been put in 

place by Mrs Twumasi to drain the patient’s urine.  Ms 3 inserted a catheter and 

delivered the placenta following which Patient A collapsed and emergency help was 

summoned.  It is alleged that in Patient A’s notes, Mrs Twumasi had recorded that when 

Dr 1 had left Patient A’s room, she had estimated the blood loss to be 1000 mls, when 

both Ms 3 and Dr 1 estimated the blood loss to be 350 mls. It is further alleged that Mrs 

Twumasi did not recognise Patient A’s deterioration, did not accurately assess or 

communicate a further blood loss, did not document the patient’s observations 

contemporaneously and further, that some of the notes made by Mrs Twumasi were 

inaccurate and dishonest.  

 

Decision on the findings on facts and reasons 

 

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

this case together with the submissions made by Ms Guest. 

 

The panel accepted the advice of the legal assessor.  

 

The panel was aware that the burden of proof rests on the NMC, and that the standard 

of proof is the civil standard, namely the balance of probabilities. This means that the 

facts will be proved if the panel was satisfied that it was more likely than not that the 

incidents occurred as alleged. 

 

The panel has drawn no adverse inference from the non-attendance of Mrs Twumasi.  

 

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

 

Witnesses called on behalf of the NMC were:  

 

 Ms 1 – Registered Midwife; 

 Ms 2 – Registered Midwife, Band 7; 
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 Ms 3 – Labour Ward Coordinator; 

 Ms 4 – Antenatal Ward Manager; 

 Ms 5 – Practice Development Midwife; 

 Ms 6 – Director of Midwifery and Gyneacology; 

 Ms 7 – People Business Manager for Women and Children Directorate; 

 Ms 8 - Mother of Patient B; 

 Dr 1 – Registrar within the Obstetrics and Gynaecology Department. 

 

Ms 4, Ms 5, Ms 6 and Ms 7 were not direct witnesses to the charges and spoke only in 

relation to disciplinary proceedings to which they were party.  

 

The panel took into account a statement from Mrs Twumasi, detailing her response to 

the allegations which it received on day three of the hearing, at which stage both Ms 1 

and Ms 8’s evidence had concluded. However, the panel ensured that Dr 1 and Ms 3 

were questioned in relation to some of the matters raised in Mrs Twumasi’s statement.   

 

Within the response to the allegations produced by Mrs Twumasi, she admits charge 

3(h), specifically: 

 

“3) On 7 March 2013: 

 

h) Did not document Patient A’s observations contemporaneously;” 

 

This charge is therefore found proved.  

 

The panel then went on to consider the remaining charges. 

 

The panel considered each charge and made the following findings: 

 

That you, a registered midwife, whilst employed by Epsom and St Helier 

University Hospitals NHS Foundation Trust: 
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Charge 1: 

1) On or about 15 December 2011 attempted to give Patient B epidural pain 

medication via an intravenous cannula in her hand; 
 

This charge is found proved. 

 

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

written evidence of Ms 1 and Ms 8, the mother of Patient B. The panel found Ms 1 to be 

honest and concise in the evidence she provided.  

 

Further, the panel found Ms 8 to be a credible and reliable witness who was able to 

clearly recall the events of the day in question.   

 

The panel considered Ms 1’s written statement with regard to this incident, within which 

she states: 

 

“I stepped towards the door to let the obstetric team in, whilst answering the door I 

heard Patient B asking “Is that meant to go through there?” I immediately turned around 

to see Aida holding the syringe and Patient B’s hand and was attempting to administer 

the contents in the epidural syringe into the cannula which had been placed in rear of 

Patient B’s hand.”   

 

The panel also considered the letter sent to the Trust by Ms 8, dated 27 December 

2011 (twelve days after the incident), in which she states: 

 

“Patient B suddenly woke up looked down to her right wrist and said to Aida “isn’t that 

meant to go in my back?” I stood up when Ms 1 grabbed the syringe from Aida and that 

was when I realised what Aida was attempting to do – she was going to administer the 

epidural into the canula [sic] on Patient B’s wrist!” 

 

Mrs Twumasi does not admit this allegation. However, in the notes of the meeting held 

with Mrs Twumasi on 16 February 2012, it is stated that: 
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“AT replied that when [Ms 1] gave her the syringe she had been in the process of trying 

to clamp the cannula line and it was quite difficult. AT acknowledged that it looked like 

she was in a compromising situation as she was clamping the line and holding the 

epidural top up in her hand.” 

 

At the time of the incident, Mrs Twumasi failed to provide any explanation for her 

actions either to Ms 1 or Patient B.  

 

The panel had no reason to doubt the evidence of Ms 1 and Ms 8. Mrs Twumasi’s 

actions were sufficiently alarming to Patient B that she felt the need to question Mrs 

Twumasi’s actions. The panel is of the view that had Mrs Twumasi not been challenged, 

she would have administered the epidural top up via Patient B’s cannula. This position 

was supported by the evidence of Mrs Twumasi’s conversation with Ms 1 outside of 

Patient B‘s room, at which point she thanked Ms 1 for preventing the mistake she was 

about to make. In light of this, the panel was satisfied on a balance of probabilities that 

Mrs Twumasi did attempt to give Patient B epidural pain medication via an intravenous 

cannula in her hand.  

 

Charge 2 (a): 

 

On 28 September 2012: 

 

a. Switched off a cardiotocograph (CTG) machine when you had been advised not 

to by Colleague 1; 

 

This charge is found proved. 

 

When considering this charge, the panel considered both the written and oral evidence 

of Ms 2. The panel found Ms 2 to be a credible and reliable witness who was able to 

provide clear, concise and helpful evidence, particularly in relation to the CTG machine.  

 

In the written statement of Ms 2, she states: 
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“…I went into the room and I noted that the time and date was not being properly 

recorded by the machine…I immediately identified the issue and reset the time and and 

date for Aida, showing her what to do and asked her not to turn the machine off if she 

wasn’t confident in resetting it.  

 

I returned to Room 5 and confirmed that Aida turned off the CTG only a few minutes 

after I had set it, she had then occasionally recorded the odd date and time in pen on 

the CTG printout.” 

 

Mrs Twumasi does not admit this allegation. The panel acknowledged her written 

response to the allegations, within which she states: 

 

“It is a normal practice to assist a woman on a CTG monitor to toilet by turning the CTG 

off. The times I assisted the woman to toilet was also clearly documented on both the 

CTG trace and the partograph by the acronym OTT (out to toilet) I do not agree 

colleague 1 [Ms 2] advised me not to switch the CTG off and I went ahead to switch it 

off. It was assumed that because the CTG times did not change on my break meant I 

was the one switching the machine off.” 

 

The panel accepted the evidence of Ms 2 and noted that whilst Mrs Twumasi does not 

admit the charge, she also indicates that she turned the CTG monitor off. The panel 

was satisfied on a balance of probabilities that Mrs Twumasi switched off the CTG 

machine when she had been advised not to by Ms 2.  

 

Charge 2 (b) 

 

 

b. Did not request further assistance to reset the CTG machine after you had 

switched it off; 
 

This charge is found proved. 

 

When making a decision in relation to this charge, the panel again considered both the 

written and oral evidence of Ms 2.  
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In Ms 2’s written statement, she states: 

 

“It was clear to me that she had not followed my advice and had compounded this by 

not resetting the time and date, or seeking someone to assist her.” 

 

Mrs Twumasi does not admit this allegation. In her written response to the allegations, 

she states: 

 

“The assistances [sic] I asked was in fact frowned upon by colleague 1 [Ms 2] that she 

has also got her own patients aside coordinating the ward.” 

 

Whilst the panel acknowledged the explanation provided by Mrs Twumasi, it preferred 

the oral and written evidence of Ms 2. In light of this, the panel determined that it was 

more likely than not that Mrs Twumasi did not request further assistance to reset the 

CTG machine after she had switched it off and instead, proceeded to record dates and 

times in pen on the CTG printout.  

 

Charge 3 (a) 

 

3) On 7 March 2013: 

 

a. Challenged Dr 1’s plan of care for Patient A in her presence; 

 
This charge is found proved. 

 

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

and oral evidence of Dr 1. The panel found that Dr 1 had a limited recollection as to the 

details of the incident; However, it found him to be a credible witness as far as his 

memory would permit.  

 

The panel considered the medical statement of Dr 1, dated 28 March 2013, in which he 

states his points of concerns regarding Mrs Twumasi’s alleged conduct, specifically: 
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“(1) The midwife expressed her disagreement with the medical team plan of 

management infront of the patient any such discussion should be carried out outside the 

room or with her coordinator as doctors we are always discussing the rational behind 

our decision with the midwifes but in appropriate manner.” [sic] 

 

During Dr 1’s oral evidence he confirmed that it was perfectly acceptable to have a 

difference of opinion but that such an opinion should not be expressed in a challenging 

way in front of a patient.  

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

she states: 

 

“I do not admit to challenging Dr 1’s plan of care for patient A either in front of patient A 

of [sic] outside of patient A… 

 

I asked by suggesting if syntocinon could be administered? I never ever challenged 

him.” 

 

Despite this explanation, Mrs Twumasi documented in Patient A’s birth notes that: 

 

“Dr Ali advised [Colleague A] had directed immediate instrumental delivery although I 

advised foetal heart rate appears normal for now. However, [Dr 1] insisting delivery now 

as told by [Colleague A].” 

 

This note made by Mrs Twumasi confirms a difference of opinion between her and Dr 1 

and the context makes it likely that the difference of opinion was expressed in front of 

the patient.  

 

The panel preferred the evidence of Dr 1, who was concerned by Mrs Twumasi’s 

conduct to such an extent that he believed the incident should be reported. In light of 

this, the panel determined that it was more likely than not that Mrs Twumasi challenged 

Dr 1’s plan of care for Patient A in her presence.  
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Charge 3 (b)  

 

b. Left Patient A in the lithotomy position for around two hours after delivery; 
 

This charge is found proved. 

 

When determining this charge, the panel considered both the oral and written evidence 

of Ms 3. The panel found that Ms 3 was clear and consistent in the evidence she 

provided, particularly in relation to the role of a coordinator on a labour ward and her 

expectations of a registered midwife. In Ms 3’s witness statement, she states: 

 

“First, I had knocked on the door and Aida had told me to come in but when I did so I 

was met with a woman still in the lithotomy position 2 hours after delivery…I was 

shocked because I had been at the birth and usually we would take the woman out of 

this position as the registrar is leaving the room.”  

 

In Dr 1’s witness statement he said: 

 

“…I asked the midwife to change the patient’s position from the lithotomy position to 

make her comfortable and even offered to assist with this.” 

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

she states: 

 

“If I had known at the time the [sic] [Dr 1] and [Ms 3] were leaving the room they had 

wanted me alone to remove the legs, I would have ensured this was effected. It was 

never my intention to refuse to do what I must or should have done.” 

 

The panel accepted the evidence of Ms 3 and Dr 1, both of whom were direct witnesses 

to the incident. Their evidence was not challenged by Mrs Twumasi. In light of this, the 

panel was satisfied that on the balance of probabilities, Mrs Twumasi did leave Patient 

A in the lithotomy position for around two hours after delivery.  

 

Charge 3 (c) 
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c. Did not draw the privacy curtain around Patient A while she was in the lithotomy 

position; 
 

This charge is found proved. 

 

When considering this charge, the panel took into account both the written and oral 

evidence of Ms 3.  

 

In Ms 3’s written statement, she explained: 

 

“First, I had knocked on the door and Aida had told me to come in but when I did so I 

was met with a woman still in lithotomy position 2 hours after delivery with no privacy 

curtain drawn.” 

 

Further she stated: 

 

“Instead, almost two hours later she was still in the stirrups and when I opened the door 

from the main corridor I could see her vagina. I could also see placenta tissue…” 

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

she states: 

 

“I had closed doors and curtains well drawn all around patient right from the time I met 

patient. In addition to this, I had plain white sheet covering patient’s legs…I never 

compromised patient’s dignity.” 

 

Despite Mrs Twumasi’s explanation, the panel determined that it preferred and 

accepted the evidence of Ms 3. The panel had the opportunity to test Ms 3’s evidence 

and measure her credibility. Ms 3’s oral evidence was consistent with her written 

statement and the panel had no reason to disbelieve Ms 3. In light of this, the panel 

determined that it was more likely than not that Mrs Twumasi failed to draw the privacy 

curtain around Patient A while she was in the lithotomy position.  
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Charge 3 (d) 

 

d. Did not insert a further catheter into Patient A; 
 

This charge is found proved. 

 

When making a decision in relation to this charge, the panel again referred to the written 

statement of Ms 3 within which she states: 

 

“For a forceps delivery a catheter would have been used to drain out the urine and then 

the catheter would have been removed. The registrar would have done this before 

delivery because if you pull the baby out past a full bladder you can damage the 

bladder. 

 

I put my hand on the woman’s leg and she opened her eyes. I got consent from her to 

insert a catheter although I would have expected this to already have been 

done…Clearly Aida had not recognised that this woman had had a post partem 

haemorrhage so she did not bother to put a catheter in.” 

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

she states: 

 

“I could not out of my own volition insert a catheter. [Dr 1] was leaving, no blood loss 

had been weighted to alert a PPH. Since [Dr 1] never considered a catheter when he 

was attempting to deliver the placenta either.” 

 

Whilst the panel took account of Mrs Twumasi’s explanation, it accepted the evidence of 

both Ms 3 and Dr 1 that it was not necessary for a doctor to prescribe the insertion of a 

catheter and that a midwife should take this action if required. In light of the evidence 

before it, the panel was satisfied on a balance of probabilities that Mrs Twumasi did not 

insert a further catheter into Patient A after she had given birth.  
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Charge (e) 

 

e. Did not conduct regular observations on Patient A at least every 15 minutes. 

 

This charge is found proved. 

 

When making a determination in relation to this charge, the panel considered both the 

written and oral evidence of Ms 3.  

 

In Ms 3’s written statement, she stated: 

 

“In these circumstances I would have expected her to be doing regular observations 

which she did not do. The midwife should have been checking the woman’s uterus and 

any vaginal loss. I would have been doing observations at least every 15 minutes and I 

would not have been sitting with my back to the woman.” 

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

she states: 

 

“My observations of patient which I communicated to doctor who was happy with it.” 

 

In the birth notes of Patient A the panel identified that, whilst an observation was 

recorded at 12:40 on 7 March 2013, no further observations were made by Mrs 

Twumasi during her shift. The panel was of the view that had clinical observations been 

made by her, they would have been recorded. In light of this, the panel was satisfied on 

the balance of probabilities that Mrs Twumasi did not conduct regular observations on 

Patient A, at least every 15 minutes.   

 

Charge (f) 

 

f. Did not accurately assess and/or communicate Patient A’s estimated blood loss 

(EBL) to your colleagues; 
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Charge found not proved in relation to ‘accurately assess’, but found proved in 

relation to ‘accurately communicate’ 

 

This charge covers two separate assessments. One where Mrs Twumasi recorded an 

estimated blood loss of 1000 mls around the time that Dr 1 and Ms 3 had assessed the 

estimated blood loss at 350mls. There was a  second assessment, where Mrs Twumasi 

reported the estimated blood loss as 3500mls but did not inform her colleagues as to 

whether this included or excluded the weight of pads, sheets etc. 

 

When considering this charge, the panel considered the oral evidence and written 

statement of Ms 3, in which she states: 

 

“By weighing the incontinence sheets it is possible to measure how much blood had 

been lost. Generally most midwives are able to estimate blood loss and if more than 

500 mls is estimated then we would always measure the amount. We have a sluice and 

there are scales there and the weights of all the items we use are listed in the sluice 

room so it is easy to weigh everything and then deduct the original weight of the items 

such as incontinence sheets or swabs to calculate how much blood has been lost…” 

 

In relation to the second assessment, Ms 3 states: 

 

“…Looking at the blood on the incontinence sheets I could see straight away that there 

was more than 500 mls of blood loss.” 

 

Mrs Twumasi does not admit this allegation. In her written response to this allegation, 

and in relation to the second incident, she stated: 

 

“I could not have been able to determine this alone as [Dr 1] was also involved and as 

such it must be a team involvement. I do not admit to this charge. In addition, it is a well-

documented fact that EBL is not accurate. I still maintain that the blood loss contained 

within the soaked items I was handed to weigh was exactly as I did without any 

deductions.” 
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Mrs Twumasi does not offer any explanation as to the first assessment.  

 

There was no reliable evidence before the panel of Patient A’s actual blood loss on 

either occassion. No other member of staff measured Patient A’s blood loss 

scientifically at the same time as Mrs Twumasi provided her estimates. Moreover, it was 

the evidence of a number of witnesses that accurately assessing blood loss was 

problematic. In light of this, the panel determined that it had insufficient evidence before 

it to determined that Mrs Twumasi did not accurately assess Patient A’s estimated blood 

loss.  

 

When considering whether Mrs Twumasi failed to communicate Patient A’s estimated 

blood loss, the panel reminded itself of Ms 3’s oral evidence, during which she 

explained that, had she been informed of the excess blood loss of a patient, as the 

coordinator on the ward, she would have changed the priority of patients been admitted 

to theatre. Further, Dr 1 confirmed during his oral evidence that had he been informed 

of Patient A’s blood loss, he would not have left the patient. In light of this evidence, the 

panel determined that it was more likely than not that Mrs Twumasi failed to 

communicate Patient A’s estimated blood loss to her colleagues in relation to the first 

assessment. In relation to the second assessment, the panel prefer the evidence of Ms 

3, that Mrs Twumasi did not accurately communicate that the amount she reported had 

not had deductions made as would be the normal practice.  

 

Charge (g) 

 

Did not recognise and/or escalate Patient A’s deterioration; 

 

This charge is found proved. 

 

When determining this charge, the panel again referred to the written statement of Ms 3, 

within which she states: 

 

“Aida came back into the room and was surprised that so many people were there. I 

asked Aida “What was the EBL?” (Estimated Blood Loss). Aida looked at her hand 
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where she had written two figures – 2.7 litres and 800. I said “3.5 litres?” She looked at 

her hand and put the other on her hip and said “yeah” as if to say “what’s the problem?” 

Aida just did not realise the seriousness of the situation.” 

 

At 12:40 on 7 March 2013, recorded in the immediate postnatal observations, Patient 

A’s pulse was recorded as being elevated. The panel considered the oral evidence of 

Ms 5. She explained that this observation should have alerted Mrs Twumasi that Patient 

A was deteriorating.  

 

Mrs Twumasi does not admit this allegation.  

 

The panel preferred the evidence of Ms 3 and Ms 5 and found that on a balance of 

probabilities, Mrs Twumasi failed to recognise and/or escalate Patient A’s deterioration.   

 

Charge 3 (i) 

 

i. Included inaccurate information in Patient A’s notes; 
 

This charge is found proved. 

 

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

and written statement of Ms 3, in which she state: 

 

“In her notes she wrote that the doctor had left the room and that the blood loss had 

been estimated at more than 1000 mls. That is just not correct. Myself and [Dr 1] had 

both estimated it at 300mls. It is my view that Aida has revisited these notes after the 

event and has rewritten things.” 

 

Further, Ms 3 explained: 

 

“On 7th March 2013 I had made an entry on the history section of the notes prior to their 

removal by the risk team. When I had made this entry I can clearly recall that the 

registrant’s notes were not up to date.” 
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In the birth notes for Patient A, it is recorded by Mrs Twumasi that Ms 3 was present in 

the room with her from 13:55 to 14:01. However, Ms 3 confirmed in her oral evidence, 

that this was a false entry by Mrs Twumasi.  

 

The panel had no reason to doubt the evidence of Ms 3. Mrs Twumasi failed to provide 

a detailed response to this allegation. In light of this, the panel was satisfied on the 

balance of probabilities, that Mrs Twumasi recorded inaccurate information in Patient 

A’s notes as she was completing the relevant notes retrospectively.  

 

Charge 3 (j) 

 

j. Your actions at h) and/or i) above were dishonest in that you knew information 

you had recorded was inaccurate 
 

This charge is found NOT proved 

 

The panel considered all the evidence before it and that Mrs Twumasi does not offer 

any explanation in her response to the allegations.  

 

In relation to charge 3(h), the panel noted that the entries made by Mrs Twumasi are 

evidently out of chronological order with other notes and that Mrs Twumasi had made 

no attempt to disguise that. The panel accepted that Mrs Twumasi was careless in the 

notes she recorded but not necessarily dishonest.  

 

In relation to charge 3 (i), the facts that the notes were made retrospectively, does in the 

panel’s view, make them more liable to be inaccurate due to the lapse in time. This 

could be an explanation of any inaccuracies. In the absence of any further information, 

the panel was unable to determine that it is more likely than not that the inaccuracies 

were made to be dishonest.  
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Submission on misconduct and impairment:  

 

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

facts found proved amount to misconduct and, if so, whether Mrs Twumasi’s fitness to 

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

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

on the register unrestricted.  

 

In her submissions, Ms Guest invited the panel to take the view that Mrs Twumasi’s 

actions amount to a breach of The Code: Standards of conduct, performance and ethics 

for nurses and midwives 2008 (“the Code”). She then directed the panel to specific 

paragraphs and identified where, in the NMC’s view, Mrs Twumasi’s actions amounted 

to misconduct.  

 

Ms Guest referred the panel to the case of Roylance v GMC (No. 2) [2000] 1 AC 311 

which defines misconduct as a ‘word of general effect, involving some act or omission 

which falls short of what would be proper in the circumstances.’ She submitted that the 

facts found proved by the panel at both charge 1 and charge 3 individually and 

cumulatively, could have resulted in serious harm to patients. Ms Guest further 

submitted that Mrs Twumasi’s misconduct demonstrates a pattern of behaviour 

occurring over a two year period. 

 

She then moved on to the issue of impairment, and addressed the panel on the need to 

have regard to protection of the public and the wider public interest. This included the 

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

profession and in the NMC as a regulatory body. Ms Guest referred the panel to the 

case of Council for Healthcare Regulatory Excellence v (1) Nursing and Midwifery 

Council (2) Grant [2011] EWHC 927 (Admin).  

 

Ms Guest reminded the panel that it had no evidence before it as to Mrs Twumasi’s 

insight or remorse into the charges found proved. Whilst Ms Guest accepted that Mrs 

Twumasi commenced an LSA Practice Programme in March 2017 and successfully 

completed the academic element of the programme, she submitted that there is no 
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further evidence before the panel of any remediation despite the concerns found proved 

being remediable. She invited the panel to assess the impact of this programme and the 

other training in the light of Mrs Twumasi’s limited insight. 

 

 Ms Guest submitted that, in the absence of any insight, remorse or remediation, the 

risk of repetition of the facts found proved is high and invited the panel to make a finding 

of impairment on both public protection and public interest grounds.  

 

The panel has accepted the advice of the legal assessor. 

 

The panel adopted a two-stage process in its consideration, as advised. First, the panel 

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

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

circumstances, Mrs Twumasi’s fitness to practise is currently impaired as a result of that 

misconduct.  
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Decision on misconduct 

 

When determining whether the facts found proved amount to misconduct the panel had 

regard to the terms of The code: Standards of conduct, performance and ethics for 

nurses and midwives 2008.  

 

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

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

professional judgement. 

 

The panel was of the view that Mrs Twumasi’s actions fell significantly short of the 

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

of the Code. Specifically: 

 

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

 

To justify that trust, you must: 

 

 Make the care of people your first concern… respecting their dignity 

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

care, their families and carers, and the wider community 

 Provide a high standard of practice and care at all times 

 … uphold the reputation of your profession.  

 

Treat people as individuals 

 

1 You must treat people as individuals and respect their dignity 

 

Share information with your colleagues 

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

 

24 You must work cooperatively within teams and respect the skills, expertise and 

contributions of your colleagues.  



  Page 28 of 38 

 

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

 

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

someone in your care. 

 

Use the best available evidence  

 

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

 

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

without direct supervision.  

 

39 You must recognise and work within the limits of your competence.  

 

40 You must keep your knowledge and skills up to date throughout your working life. 

  

Keep clear and accurate records  

 

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

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

have been. 

 

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

 

Uphold the reputation of your profession 

 

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

 

The panel appreciated that breaches of the Code do not automatically result in a finding 

of misconduct. However, in considering the seriousness of Mrs Twumasi’s actions and 

ommissions the panel determined the following in relation to each charge: 
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Charge 1 

 Mrs Twumasi’s actions had the potential to cause cardiac arrest. 

 

Charge 2(a) and (b) 

 Mrs Twumasi’s failure to accurately record observations might have 

compromised patient care and safety.  

 Inaccurate CTG recordings might have impacted upon the accurate assessment 

of both the maternal and foetal wellbeing. 

 

Charge 3 (a) 

 Mrs Twumasi’s actions might have undermined the confidence of Patient A in 

relation to the team who were caring for her. 

 

Charge 3 (b)  

 Mrs Twumasi’s failure might have increased the risk of complications. 

 The position Patient A was left in was undignified. 

 

Charge 3 (c) 

 Mrs Twumasi’s failure to protect the interests of Patient A placed Patient A in a 

vulnerable and compromising position. 

 

Charge 3 (d) 

 Mrs Twumasi’s failure increased the risk of harm to Patient A. 

 

Charge 3 (e) 

 Lack of observations might well have prevented Mrs Twumasi from identifying 

that Patient A was deteriorating patient and escalating this to her colleagues.  

Charge 3(f) 

 Mrs Twumasi’s failure to accurately communicate Patient A’s estimated blood 

loss resulted in a delay to the care Patient A received. 

 

Charge 3(g) 

 Mrs Twumasi’s failure resulted in a delay to Patient A’s care. 
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Charge 3(h)  

 Failure to record observations contemporaneously might have resulted in 

miscommunication with other staff members. 

 

Charge 3(i) 

 Inaccurate information might have misled other members of the labour ward and 

impacted upon the management and treatment of Patient A. 

 

In light of this, the panel found that Mrs Twumasi’s actions fell seriously short of the 

conduct and standards expected of a midwife and amounted to misconduct. 
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Decision on impairment 

 

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

fitness to practise is currently impaired. 

 

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

to be professional and to maintain professional boundaries. Patients and their families 

must be able to trust midwives with their lives and the lives of their loved ones. They 

must make sure that their conduct at all times justifies both their patients’ and the 

public’s trust in the profession. In this regard the panel considered the judgement of Mrs 

Justice Cox in the case of Council for Healthcare Regulatory Excellence v (1) Nursing 

and Midwifery Council (2) Grant [2011] EWHC 927 (Admin). At paragraph 74 Mrs 

Justice Cox said: 

 

In determining whether a practitioner’s fitness to practise is impaired by 

reason of misconduct, the relevant panel should generally consider not 

only whether the practitioner continues to present a risk to members of the 

public in his or her current role, but also 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.  

 

Mrs Justice Cox went on to say at Paragraph 76: 

 

I would also add the following observations in this case having heard 

submissions, principally from Ms McDonald, as to the helpful and 

comprehensive approach to determining this issue formulated by 

Dame Janet Smith in her Fifth Report from Shipman, referred to above. 

At paragraph 25.67 she identified the following as an appropriate test for 

panels considering impairment of a doctor’s fitness to practise, but in my 

view the test would be equally applicable to other practitioners governed 

by different regulatory schemes. 
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Do our findings of fact in respect of the doctor’s misconduct, 

deficient professional performance, adverse health, conviction, 

caution or determination show that his/her fitness to practise is 

impaired in the sense that s/he: 

 

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

put a patient or patients at unwarranted risk of harm; and/or 

 

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

medical profession into disrepute; and/or 

 

c. has in the past breached and/or is liable in the future to breach 

one of the fundamental tenets of the medical profession; and/or 

 

d. … 

 

The panel accepted the NMC’s submissions that the first three limbs of the test are 

engaged. The panel determined that Mrs Twumasi placed vulnerable patients at an 

unwarranted risk of harm by her actions and omissions and that Mrs Twumasi’s failures 

have brought the profession into disrepute and breached fundamental tenets of the 

nursing and midwifery profession. 

 

Whilst the panel acknowledged the training certificates submitted by Mrs Twumasi 

covered some of the areas of practice from which the charges arose, the panel had no 

evidence before it to indicate that Mrs Twumasi has embedded the training in her 

practice to address the facts found proved.  

 

In the panel’s view, Mrs Twumasi has failed to appreciate the seriousness of her failings 

and the potential consequences which may have occurred as a result. Therefore, the 

panel is of the view that there is a high risk of repetition of the matters in the charges 

found proved. The panel therefore decided that a finding of impairment is necessary on 

the grounds of public protection.  
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The panel bore in mind that the overarching objectives of the NMC are to protect, 

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

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

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

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

this case, a finding of impairment on public interest grounds is also required.  

 

Having regard to all of the above, the panel was satisfied that Mrs Twumasi’s fitness to 

practise is currently impaired. 
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Determination on sanction:  

 

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

off order. It directs the registrar to strike Mrs Twumasi off the register. The effect of this 

order is that the NMC register will show that Mrs Twumasi has been struck off the 

register. 

 

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

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

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

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

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

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

independent judgement.  

 

Ms Guest invited the panel to impose a striking off order. She submitted that, given the 

pattern of misconduct and Mrs Twumasi’s deep seated personality issues, it would be 

incompatible to allow Mrs Twumasi to remain on the register. 

 

The panel considered the following aggravating and mitigating factors: 

 

Aggravating 

 The charges found proved relate to repeated misconduct which occurred over a 

period of two years; 

 Mrs Twumasi has demonstrated a total lack of insight and remorse; 

 No evidence is before the panel of any remediation into her failings; 

 Mrs Twumasi has demonstrated a deep seated attitudinal problem; 

 Mrs Twumasi continues to deflect blame upon others for her failings; 

 Mrs Twumasi has not accepted responsibility for her failings; 

 Mrs Twumasi has failed to recognise the impact her failings might have had on 

vulnerable patients in her care; 
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 A number of Mrs Twumasi’s failings relate to basic nursing skills. Whilst Mrs 

Twumasi was a newly qualified midwife at the time charge 1 occurred, she had 

qualified as a registered nurse in 2007. 

 

Mitigating 

 [PRIVATE] 

 Mrs Twumasi has undertaken some limited training since the incidents occurred. 

 

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

inappropriate in view of the seriousness of the case. The panel decided that it would be 

neither proportionate nor in the public interest to take no further action.  

 

Next, in considering whether a caution order would be appropriate in the circumstances, 

the panel took into account the SG, which states that a caution order may be 

appropriate where ‘the case is at the lower end of the spectrum of impaired fitness to 

practise and the panel wishes to mark that the behaviour was unacceptable and must 

not happen again.’ The panel considered that Mrs Twumasi’s misconduct was not at the 

lower end of the spectrum and that a caution order would be inappropriate in view of the 

seriousness of the case. The panel decided that it would be neither proportionate nor in 

the public interest to impose a caution order. 

 

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

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

any conditions imposed must be proportionate, measurable and workable.  

 

The panel is of the view that there are no practical or workable conditions that could be 

formulated, given the nature of the charges in this case. The panel had no information 

before it to suggest that Mrs Twumasi would be willing to comply with a conditions of 

practice order. Furthermore the panel concluded that the placing of conditions on Mrs 

Twumasi‘s registration would not adequately address the seriousness of this case and 

would not protect the public. 
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The panel then went on to consider whether a suspension order would be an 

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

where (but not limited to): 

 

 A single instance of misconduct but where a lesser sanction is not sufficient 

 No evidence of harmful deep-seated or attitudinal problems 

 The Committee is satisfied that the nurse or midwife has insight and does not 

pose a significant risk of repeating behaviours 

 

The aggravating factors that the panel took into account, in particular, the potential 

patient harm, as well as the lack of insight and remediation by Mrs Twumasi raises the 

issue of potential repetition.  

 

The conduct, as highlighted by the facts found proved, was a significant departure from 

the standards expected of a registered midwife. The panel concluded that the serious 

breaches of the fundamental tenets of the profession evidenced by Mrs Twumasi’s 

actions is fundamentally incompatible with her remaining on the register. The panel has 

taken into account the mitigating factors. However, in this particular case, the panel 

determined that a suspension order would not be a sufficient, appropriate or 

proportionate sanction. To allow Mrs Twumasi to continue practising would undermine 

public confidence in the profession and in the NMC as a regulatory body. 

 

Balancing all of these factors and after taking into account all the evidence before it 

during this case, the panel determined that the appropriate and proportionate sanction 

is that of a striking-off order. Having regard to the matters it identified, in particular the 

potential for patient harm as well as the effect of Mrs Twumasi’s actions in bringing the 

profession into disrepute by adversely affecting the public’s view of how a registered 

midwife should conduct herself, the panel has concluded that nothing short of this would 

be sufficient in this case. This order will prevent Mrs Twumasi working as a nurse or 

midwife, and is therefore likely to cause her substantial financial hardship and damage 

to her reputation. Nevertheless, the panel considered that this order was necessary to 

mark the importance of maintaining public confidence in the profession, and to send to 
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the public and the profession a clear message about the standard of behaviour required 

of a registered midwife. 
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Determination on Interim Order 

 

The panel has considered the submissions made by Ms Guest that an interim order 

should be made in order to allow for the possibility for an appeal, on the grounds that it 

is necessary for the protection of the public and is otherwise in the public interest.  

 

The panel accepted the advice of the legal assessor.  

 

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

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

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

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

would be incompatible with its earlier findings. 

 

The period of this order is for 18 months to allow for the possibility of an appeal to be 

made and determined. 

 

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

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

 

That concludes this determination. 

 

 


