
Request title:  

Provisions for patients with Learning difficulties 
 in the Emergency Department 

Reference Number:  F4108 
Date of Response: 10/08/2021 

 
Further to your Freedom of Information Act request, please find the Trust’s response, 
in blue bold text below: 
 
 

Request and Royal Devon and Exeter NHS Foundation Trust 
Response 

 
Using Freedom of Information request rights, I would be grateful if you would provide 
me with answers to the following questions regarding policies and facilities for 
vulnerable adults being seen in the Emergency Department (ED): 
 

1. Is there a separate waiting area for vulnerable adults with learning difficulties? 

No, once the patient is triaged the triage nurse will make an informed 

decision whether to allocate a room for the patient within the 

department or to return the patient to the waiting room. 

 

2. Are responsible adults allowed to accompany vulnerable adults with learning 

difficulties when they are seen by clinical staff in ED? 

 

Yes 

 

3. Are carers welcome to provide care if needed? 

Yes 

4. Does your Trust have policies in place to assess capacity to consent to 

investigations and treatment for adults with learning disabilities? If so, could 

you supply me with a copy of these policies? 

 
Yes.  Please find attached. 

 

5. Do you have policies relating to the administration of treatment/pain relief 

when an adult with learning disability is unable to consent? If so, please could 

I request a copy of these policies? 

 

Yes.  Please find attached. 
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1. INTRODUCTION 

 
1.1 This document outlines the Royal Devon and Exeter NHS Foundation Trust’s (hereafter 

referred to as ‘the Trust’) approach to the needs of patients with specific communication 
requirements (as defined within section 3), in particular, the communication needs of 
patients and carers associated with a disability (for example sight loss, hearing loss or 
learning disabilities). 

1.2 The Equality Act 2010 outlines a legal requirement to make changes, where needed, to 
improve services for disabled service users or potential service users. The SCCI1605 
Accessible information standard was issued in 2015 setting out what NHS England 
believes NHS Trusts should do to achieve such reasonable adjustments to 
communication and information delivered to individuals with disabilities. 

 
1.3 Effective communication with patients is an essential requirement for safe and appropriate 

delivery of care. It is also vital to every patient and carer’s experience of good care. 
 

1.4 Failure to comply with this policy could result in disciplinary action. 

 
 

2. PURPOSE 
 
2.1 This policy sets out how staff should recognise and meet the communication needs of 

patients or carers with a disability. It provides guidance in line with legislation, and 
includes forms and standard operating procedures to support the five key objectives 
known as “Identify, Record, Flag, Share, Act”. It addresses three areas of 
communication and information: 

 

 Supporting direct communication whilst a patient is in hospital. 

 
 Communication by post or other means when a patient is being offered an 

appointment or being sent information after an appointment/inpatient stay. 
 

 The provision of patient information leaflets in relevant formats. 
 

2.2 This policy does not address the needs of patients who do not speak English 
(apart from those requiring Deaf interpreters) - see Interpretation and Translation 
Policy. 

 
 

3. DEFINITIONS 
 

3.1 Disability - A person has a disability if s/he has a physical or mental impairment 
which has a substantial and long-term adverse effect on that person's ability to 
carry out normal day-to-day activities. The disabilities most relevant to this policy 
are learning disabilities, visual, hearing, or other physical impairment, acquired 
brain injury and other cognitive impairments. 

 

3.2 Specific Requirements - A person with a disability may be identified as a 
patient with ‘Specific Requirements’ if adjustments need to be made to the care 
we provide. This phrase has also been extended in the hospital to include other 
factors that affect the care a patient might need, for example, assistance with 
eating and drinking and being nil by mouth, or at high risk of falls. This policy 
focuses on the communication element. 

 

3.3 Reasonable Adjustments - Where a disabled person is at a substantial 

http://www.legislation.gov.uk/ukpga/2010/15/contents
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/#standard
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/#standard
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/#standard
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
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disadvantage in comparison with people who are not disabled, there is a duty to 

take reasonable steps to remove that disadvantage by: 
 

 changing provisions, criteria or practices, 

 altering, removing or providing a reasonable alternative means of avoiding 
physical features and 

 providing auxiliary aids. 

 

4. DUTIES AND RESPONSIBILITIES OF STAFF 
 
4.1 Responsibilities of the Board of Directors 

Ensure that the Trust’s duty under the Equality Act (2010) and SCCI1605 Accessible 
information standard is discharged effectively across the whole of the Trust. Ensure that 
all staff are aware of their responsibilities to act within guidance and legislation. 

4.2 Responsibilities of the Trust Executive Lead for Patient Experience 
Provide the Board with a strategic overview of patient experience including equality issues 
within the Trust. To support the implementation of this policy. 

 

4.3 Responsibilities of Managers 
 
4.3.1 Ensure that all staff are aware of their role in supporting patients with specific 

requirements. 

4.3.2 Ensure that staff access equality training appropriate to their responsibilities within the 
Trust as outlined in the Trust Training Needs Analysis found on the Trust’s intranet, “Hub”. 

 

4.4 Responsibilities of Clinical Staff 
 

4.4.1 Provide clinical care in a way that is appropriate to the specific communication 
requirements of patients, including patient information leaflets delivered in appropriate 
formats when clinically required. 

 

4.4.2 Work with electronic patient information systems to ensure records match the identified 
need of patients. 

 

4.4.3 Ensure information they hold regarding communication needs is clearly shared with 
administrative and other staff when relevant (for example, when dictating letters). 

 

4.5 Responsibilities of reception, administration and booking staff 

 

4.5.1 Be familiar with and follow the Accessible Information and Communication Needs Policy 
and know who to contact in the Trust to get advice when required, including management 
support. 

 
4.5.2 Ensure information regarding communication needs is appropriately recorded when 

possible. 
 

4.5.3 Ensure appropriate communication methods are used for communication regarding 
appointments, follow-up letters etc. as set out in this policy, and advice appropriately 
sought when difficulties arise. 

https://www.england.nhs.uk/ourwork/patients/accessibleinfo/#standard
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/#standard
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4.6 Responsibilities of Administration Line Managers, Patient Advice and Liaison 
Service (PALS) team, Graphics team and Equality Lead 
Be familiar with the Accessible Information & Communication Needs Policy and provide 
advice and support to patients, carers, clinical and admin staff as required. 

 

4.7 Responsibilities of all Staff 
 

4.7.1 Be familiar with and follow the Accessible Information & Communication Needs Policy and 
know who to contact in the Trust to get advice when required. 

 

4.7.2 Ensure that they receive equality training and maintain their skills and competencies and 
that it is recorded on the electronic staff record (ESR). 

 
4.8 Responsibility of Patient Experience Committee (PEC) 

Assure the Governance Committee that the effective implementation of this policy has an 
appropriate benefit for patients. 

 
5. “IDENTIFY, RECORD, FLAG, SHARE, ACT” 

 
5.1 It is the policy of the Trust to support the communication needs of patients with disabilities 

by ensuring we carry out these five key steps. 
 
5.2 The Accessible Information Standard expects all patients to have their communication 

needs identified at the earliest possible stage. Until an electronic referral system is in 
place to share this information from primary care settings (and because a number of 
patients will always access services directly), a paper-based mechanism to ensure 
identification and recording of need has been developed (Specific Communication 
Requirement Form). 

 

5.3 This non-electronic identification system will be promoted at appropriate locations and 
through training and awareness among reception and other key clinical staff. 

 
5.4 Patient Administration System (PAS) will be the key location for recording communication 

need, and will also provide the database to enable this need to be flagged electronically, 
shared when appropriate and acted on (such as when patients are sent letters or 
appointments). 

 

5.5 Electronic recording of patients communication needs on PAS according to a limited 
number of codes will only support some of the communication issues faced by patients 
such as: communicating appointments, patient information leaflets, formatting letters from 
the hospital following appointments and so on. For patients with complex communication 
needs, there is a need to ensure adequate care plans are created and used. 

 
5.6 There will always be some limitation on the range of communication methods being 

offered. There is a need in clinical settings to consider a number of issues including: 

 
 information governance (does the communication method enable an appropriate 

level of patient confidentiality?) 

 safety (does the communication method offer adequate assurance that the 
information has reached the patient and/or carer, and can this be clearly recorded?) 

 levels of demand (as a reasonable adjustment, if a request for a particular means of 
communication is disproportionately difficult to arrange and an appropriate 
alternative is possible, the Trust can offer this as a reasonable alternative. Such a 
decision is not ideal, as the Trust would always wish to communicate in the means 
that a patient prefers and should only be made under the advice of an Equality 
Advisor.) 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
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5.7 Because of the diverse ways in which patients may wish to be communicated with, and the 
challenging impact this has on our standard communication methods, standard operating 
procedures are appended to this policy. 

 

6. IDENTIFY AND RECORD: SPECIFIC COMMUNICATION REQUIREMENT FORM 
 
6.1. The Specific Communication Requirement Form should be completed at first contact 

with the patient with a specific requirement to ensure the communication need is 
appropriately identified. This could be in the Emergency Department, at a pre- 
assessment appointment, or a general admission when communication needs have 
been highlighted. It is designed to be completed with the patient, relative, or carer 
when possible. This form should prompt staff to ask appropriate questions and elicit 
clear information to support the communication needs. For those patients who are 
unable to communicate their needs, this should be discussed with whoever knows 
them best i.e. family or carer. 

 
6.2 The form requires that contact is made with the PAS administrator to ensure that the 

identified communication need is appropriately recorded, and that any immediate 
actions arising as a result of the communication need are put in place and recorded. 

 
7. FLAG AND SHARE: PATIENTS WITH SPECIFIC REQUIREMENTS 

 
7.1 Patients with specific communication requirements need to be flagged in order to 

ensure that their care needs are met. A number of standardised symbols have been 
developed. Patients’ health records may be marked with labels and their PAS 
records with the appropriate coding. 

 

 
 

Hearing Visual Other Communication 
Impair Impairment Needs or 

  Learning Disability 

 

7.2 In addition to the flagging on notes, yellow signs are available to enable flagging in 
the patient environment, such as on patient flow boards, patient whiteboard, and 
physically behind beds or on drip polls. Such flags are used alongside those 
indicating for risk and symbols such as those indicating ‘Nil by Mouth’, and 
‘Requires Assistance with Eating and Drinking’, and professional judgement needs 
to be used to ensure the most relevant flags are given appropriate prominence to 
ensure that communication needs are appropriately shared among those providing 
care. 

 
7.3 It is important that the patient is informed of how their communication need has 

been recorded and will be flagged. This will be achieved if the Specific 
Communication Requirement Form has been completed. If the patient lacks 
capacity to make a decision about identification of specific requirements and the 
patient's relatives/carers are not present, a decision should be made as to whether 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
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it is in the patient’s best interest to be identified. If it is felt to be so, then a health 
care professional should complete the form and ensure relevant carers/relatives are 
informed. 

 

8. FLAG: ENCOURAGE USE OF ACCESS SUPPORT CARD 

 
8.1 The Access Support Card is effectively a means by which patients and carers can 

‘flag’ their own specific requirement need. Any patient or carer with a communication 
difficulty or disability can have access to the card by asking for an application form at 
the Patient Advice and Liaison Service (PALS) in the main entrance, or by 
downloading a form from the Trust website. The bright yellow card should be 
presented at reception on arrival for an appointment at the Trust to indicate that extra 
support or assistance may be required. For patients or carers with a visual 
impairment, the card can be adapted to ensure easy recognition. 

 
Fig 1: Access Support Card (Front) Fig 2: Access Support Card (Back) 

 

When presented with the card, staff should follow the procedure outlined on the 
back of the card. 

 
9. IDENTIFY, SHARE AND ACT: EMERGENCY ADMISSIONS 

 
9.1 If a patient is admitted via the emergency route the nurse who received the patient must 

either complete the Specific Communication Requirement Form, or alternatively share this 
information with the receiving Ward and ensure a request is made at handover for the 
documentation to be completed so communication needs are recorded and acted on. 

 
 

10. SHARE AND ACT: PLANNED ADMISSIONS AND OUTPATIENT APPOINTMENTS 

 
10.1 Where there is a record of communication needs, these must be used to determine how 

the Trust communicates with patients prior to planned admissions and appointments. 
 

10.2 This includes, but is not limited to: the use of alternative means to offer appointments, 
discuss variations and cancellations of appointments; adapting what is traditionally sent 
out by way of written information/leaflets in advance into an appropriate format; supporting 
pre-operative meetings with appropriate interpreters present if required. 

 

10.3 The nature of changes to communication required cannot be absolutely prescribed as 
they must seek to work around patient need. Standard operating procedures at the end of 
this policy aim to support staff to communicate in the most effective way. 

 
11. SHARE AND ACT: THEATRE SCHEDULING FOR PATIENTS WITH SPECIFIC 

REQUIREMENTS 

 
11.1 All patients booked for routine surgery are pre-assessed in a clinic led by the nursing pre- 

assessment team. At this assessment a patient who has a specific requirement should be 
identified, and plans made to ensure their specific requirements are recorded, flagged, 

http://www.rdehospital.nhs.uk/patients/help/access_card.html
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
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shared and acted on effectively during their admission. 

 
11.2 Once the Specific Communication Requirement Form has been completed and their 

hospital notes are flagged, the pre-assessment nurse should then inform all relevant 
personnel to alert them of the patient’s specific requirements. This may include: the 
matron responsible for the area the patient is booked to attend, the Senior Nurse for 
theatres, the Recovery Matron, or the Learning Disabilities Liaison Nurse (if the patient 
has a learning disability). 

 

11.3 In a similar way, all medical secretaries creating theatre lists should flag any 
communication needs clearly on those lists. 

 
 

12. SHARE AND ACT: DISCHARGE AND PHARMACY PLANNING 
 
12.1 It is the responsibility of the person caring for the patient to ensure that Pharmacy 

are made aware of specific communication needs, such as a visual impairment 
which might prevent them from accessing drug information in the usual way. The 
following web link provides electronic patient information for all drugs approved for 
use in the UK, which can be used as a resource for visually impaired people who 
have access to text to speech conversion technology: 
http://www.medicines.org.uk/EMC/browsedocuments.aspx. 

 

12.2 Service users and their carers have a right to be provided with information in a 
format which is accessible to them. If a patient is usually discharged with an 
information booklet, staff should ensure this happens by giving information in 
alternative formats such as Braille, large print, audio, written translation, or arrange 
for this to be addressed through deaf interpretation if required (refer to the 
Interpretation and Translation Policy). 

 

 

13. ACT: SITE MANAGEMENT SPECIFIC REQUIREMENT BOX 
 

13.1 The site management team holds a stock of items, to be accessed as and when a need is 
identified. Site management can be contacted on x2788 and x2789. 

 

 Pictorial hospital communication book 

 Talking alarm clock 

 Vibrating alarm clock 

 Batteries for hearing aids 

 Portable hearing loop 

 Hearing tubes 

 Magnifying glasses 

 Braille label machine 

 
14. ARCHIVING ARRANGEMENTS 

The original of this policy, will remain with the author, Nicola Harding, Head of 
Speech and Language Therapy, Speech & Language Therapy department, 
Specialist Services. An electronic copy will be maintained on the Trust Intranet, 
Hub, A-Z – P – Policies – (Trust-wide) – A, Accessible Information and 
Communication Needs Policy. Archived electronic copies will be stored on the 
Trust's “archived policies” shared drive, and will be held indefinitely. A paper copy 
(where one exists) will be retained for 10 years. 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/76828.pdf
http://www.medicines.org.uk/EMC/browsedocuments.aspx
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
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15. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF 
THE POLICY 

 
15.1 In order to monitor compliance with this policy, the auditable standards will be monitored 

as follows: 

 

No Minimum requirements Evidenced by 

1. Evaluation of patient’s 
experience of the policy 

Patient Advice and Liaison Services (PALS) / 
Complaints 
Patient and visitor Feedback Cards NHS 
Choices feedback 
Care Quality Assessment Tool (CQAT) 

2. Adherence to the policy IMT review of patient communication systems 
(compliance with Information Governance 
toolkit) 

15.2 Frequency 
In each financial year, the Deputy Chief Nurse/Midwife will review CQAT results which will 
be presented to the Patient Experience Committee. 

 

15.3 Undertaken by 

Deputy Chief Nurse/Midwife 
 

15.4 Dissemination of Results 
For each Assistant Director of Nursing (ADN) to disseminate results within their Divisions. 

 

15.5 Recommendations/ Action Plans 
Implementation of the recommendations and action plan will be monitored by each 
Division. 

 

15.6 Any barriers to implementation will be risk-assessed and added to the risk register. 
 
15.7 Any changes in practice needed will be highlighted to Trust staff via the Governance 

Managers’ cascade system. 

 
 

16. REFERENCES 
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http://www.legislation.gov.uk/ukpga/2010/15/contents
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http://www.medicines.org.uk/EMC/browsedocuments.aspx
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APPENDIX 1: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 
 
 

Uses hearing aid  

PAS CODE: CS10 

Appointments- booking and informing* Patient may require loop support 
system for appointment. 

‘Mobile Loop’ available in departments 
or via site management 

CDM /other types letters* No difference from usual procedure. 

Telephone contact Be aware. Ensure communication 
successful (e.g. asking to have 
information repeated, asking if written 
down) 

Outpatient appointments Be aware, book loop system if required 

Inpatient support 
 physical yellow flag if required, 

(agree with patient) 

Follow ward procedure for ensuring 
hearing aids well cared for. 

Emergency batteries available from 
site management 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 



Accessible Information & Communication Needs Policy- extension granted until November 2020 by PEC on 7 
November 2019  

Ratified by: Patient Engagement Committee: 29 July 2016  

Review date: June 2019 Page 13 of 28 

 

 
 

APPENDIX 2: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Uses British Sign Language 
(BSL) 

 
PAS CODE: CS20 

Appointments- booking and 
informing* 

Appointments go out as usual. 

To ensure BSL interpreter is present at an 
appointment, call PALS team on (x2093) rde- 
tr.PALS@nhs.net requesting “BSL interpreter” 
providing all of the following: your name, contact 
number, department, budget number, patient name, 
date, time and duration of appointment, venue 
interpreter to report to. In addition, if there will be a 
specific procedure or complicated communication 
required, please ensure this is passed on in advance 
so the interpreter can prepare relevant signs. 

CDM /other types letters* No routine difference, however, not all BSL users 
have a high level of written English (English is 
second language to BSL) so direct and simple 
grammar required when creating letters. 

Telephone contact Not appropriate unless this has been indicated as 
possible 

Outpatient appointments See above. Guidance for working with interpreter 
is important to be read in advance by clinicians, 
see translation and interpretation policy. 

Inpatient support 
 physical yellow flag required, whiteboard and 

bed space 

 Ensure appropriate BSL interpretation is booked 
for key periods (consultations, consent etc)

 Ensure adequate mechanisms are in place for 
emergency communication when no BSL signers 
available

 Ensure information regarding BSL interpreter 
booking is immediately to hand.

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 

mailto:rde-tr.PALS@nhs.net
mailto:rde-tr.PALS@nhs.net
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APPENDIX 3: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Uses Lipreading  
PAS CODE: CS30 

Appointments- booking and informing* No difference from usual procedure. 

CDM /other types letters* No difference from usual procedure. 

Telephone contact Telephone contact is unlikely to be 
appropriate. 

Outpatient appointments Be aware. 

Inpatient support 
 physical yellow flag if required, 

(agree with patient, and discuss any 
other communication support 
required) 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 4: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Uses an Advocate 
 

PAS CODE: CS40 

Appointments- booking and informing* There may be no difference in the 
booking system, however an advocate 
may also need to be communicated 
with in advance for an appointment. 

CDM /other types letters* No difference from usual procedure. 

Telephone contact Be aware, in particular if telephone 
conversation discusses matters that 
requires advocate input. 

Outpatient appointments Be aware. Agreement regarding 
advocate role needs to be in place in 
advance. 

Inpatient support 
 Physical yellow flag required. Role 

of advocate clearly flagged in patient 
notes, including clarity regarding when 
an advocate is required. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 5: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requires information in 
Easyread 

 
PAS CODE: IF10 

Appointments- booking and 
informing* 

So long as PAS code in place, automatic 
appointments will be sent in easy read* 

Areas which do not generate appointments directly 
from PAS will need to create an easy read version ** 

CDM /other types letters* CDM will not automatically create easy read 
versions. It is not appropriate to convert 
complicated medical letters to an easy read 
format and therefore should be sent in normal 
format and arrangements made for the letter to 
be discussed with the patient as required. 

Some easy read patient leaflets are already 
available. For others, departments will either 
need to commission an easy read version, find 
an external equivalent, or agree an alternative 
way of communicating the information. Advice 
via PALS x2093 

Telephone contact Be aware. Telephone communication may need 
to be simple and clear, with confirmation that 
the message has been understood. 

Outpatient appointments The patient may require additional support for 
outpatient appointments. 

Inpatient support 
 Yellow flagging may be required, (discuss 

with patients). The patient may need referral to 
the learning disability liaison team and/or 
Speech & Language Therapy. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 

 

** The trust does not have a preferred provider of easy read translation. Any information 
that needs to be considered for easy read should be discussed with a learning disability 
liaison team to agree either how it needs to be written or an alternative means of 
communication. This decision and action taken need to be recorded. 
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APPENDIX 6: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requires information verbally 
 

PAS CODE: IF20 

Appointments- booking and informing* Appointments need to be 
communicated verbally, not sent 
automatically. A record needs to be 
kept of contact. 

CDM /other types letters* Information needs to be  
communicated verbally, not in written 
format. A record needs to be kept of 
contact. 

Telephone contact No difference from usual procedure. 

Outpatient appointments No difference from usual procedure. 

Inpatient support 
 Yellow flag may be required 

(discuss with patient) 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 7: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requiring information in Braille 1/2 
 

PAS CODE (Braille 1): IF30 
PAS CODE (Braille 2): IF31 

Appointments- booking and informing* So long as PAS code in place, 
automatic appointments will be sent in 
Braille* 

Areas which do not generate 
appointments directly from PAS will 
need to access Braille translation** 
(see below) 

CDM /other types letters* CDM will not automatically create 
Braille copies. A copy of the written 
letter needs to be created in Braille.** 

Telephone contact No difference from usual procedure. 

Outpatient appointments If appointment may center on written 
information such as a leaflet, this 
needs to be accessed in good time via 
PALS who can commission Braille 
copy if required or provide one if 
already in stock. 

Inpatient support 
physical yellow flag required, 

whiteboard and bed space. 

Patient to be asked if any specific 
support required. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 

 

** Straightforward documents (appointments and letters) might be able to be created in 
Braille via https://webdocs.rnib.org.uk/. This service allows confidential 
correspondence to be created and this is posted directly to patients or carers. For more 
complicated documents use http://www.rnib-business.org.uk/service/transcription- 
services. A non-Braille record needs to be kept on file of what has been sent and when. 
The Trust is registered with RNIB WEBDOCS. All requests for transcription should be 
referenced logon as user: rde-tr.PALS@nhs.net password: RDEFT. In addition- you will 
need to provide a contact name, tel. number, dept. name and budget number. 

https://webdocs.rnib.org.uk/
http://www.rnib-business.org.uk/service/transcription-services
http://www.rnib-business.org.uk/service/transcription-services
mailto:rde-tr.PALS@nhs.net
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APPENDIX 8: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requires written information in 
font size 20/24 

 
PAS CODE (20): IF40  
PAS CODE (24): IF50 

Appointments- booking and informing* So long as PAS code in place, 
automatic appointments will be sent in 
font size 20/24* 

Areas which do not generate 
appointments directly from PAS will 
need to create font size 20/24* 

CDM /other types letters* Ensure all letters amended to font 
sized 20/24.* 

Telephone contact No difference from usual procedure. 

Outpatient appointments No difference, unless large print 
version of patient information leaflet 
needs creating. Graphics can provide  
a large print version. 

Inpatient support 
 Yellow flagging may be required, 

(discuss with patients whether flag 
appropriate and what assistance might 
be required with menu etc). 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 9: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requires information in 
electronic audio format (CD- 
Closed) 

 
PAS CODE: IF60 

Appointments- booking and informing* This type of communication cannot 
currently be provided by our routine 
providers. Appointments can either be 
communicated by alternative means if 
agreed with patient or closed CD 
created using the links below** 

CDM /other types letters* As above, all communication needs to 
be created using the links below**. 

Telephone contact No difference from usual procedure. 

Outpatient appointments Be aware of any sight related issues 
that may affect appointment, such as 
explicit directions and assistance as 
required. 

Inpatient support 
 Yellow flagging required. 

Discussion with patient regarding any 
additional support required. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 

 

** Straightforward documents (appointments and letters) can be created on a closed disc 
via https://webdocs.rnib.org.uk/. This service allows confidential correspondence to be 
created and this disc is posted directly to patients or carers. For more complicated 
documents we use http://www.rnib-business.org.uk/service/transcription-services. 
A written record needs to be kept on file of what has been sent and when. The Trust is 
registered with RNIB WEBDOCS. All requests for transcription should be referenced 
logon as user: rde-tr.PALS@nhs.net password: RDEFT. In addition- you will need to 
provide a contact name, tel. number, dept. name and budget number 

https://webdocs.rnib.org.uk/
http://www.rnib-business.org.uk/service/transcription-services
mailto:rde-tr.PALS@nhs.net
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APPENDIX 10: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 

Requires written information 
sent on USB stick 

 
PAS CODE: IF70 

Appointments- booking and informing* Our IMT systems do not currently  
allow unencrypted data sticks to be 
sent. Patient either has to be in 
agreement and encryption password 
discussed or special arrangements 
made with patient equality lead x2077 

CDM /other types letters* As above 

Telephone contact No difference, unless patient has 
hearing issues 

Outpatient appointments Be aware of any sight related issues 
that may affect appointment, such as 
explicit directions and assistance as 
required. 

Inpatient support 
 Yellow flag required. 

Discussion with patient required 
regarding support whilst in patient. 

 
* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 11: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Individual communication plan is 
needed 

 
PAS CODE: CS50 

Appointments- booking and informing* This patient requires a specific 
communication care plan, flagged and 
in a very visible location. 

There may be a particular requirement 
to record what has been 
communicated to patient/carer if 
alternative means is being used. 

CDM /other types letters* See care plan. 

Telephone contact See care plan. 

Outpatient appointments May require support, depending on 
need. See care plan. 

Inpatient support May require flagging, depending on 
need. See care plan. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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APPENDIX 12: SOP FOR COMMUNICATING WHEN PATIENT IDENTIFIES AS… 
 
 

Requires contact by short message 
service text message SMS or email 

 
PAS CODE: CS50 

Appointments- booking and informing* Email and SMS are non- routine 
contact methods at present - and so a 
plan is required when this is the only 
reasonable way to contact patients. 

Staff need to be familiar with the Trust 
email policy and IG policy. 

In particular, staff need to have clearly 
recorded agreement from patient 
regarding mode of contact AND 
precise address/SMS number. 

Further, staff should seek immediate 
acknowledgment that communication 
has been received (email reply or SMS 
back) 

Any communication, whether 
correspondence or appointment, 
needs to have a record kept separate 
to the email or SMS system, either in 
clinical notes, CDM notes or some 
other formal way. 

CDM /other types letters* 

Telephone contact 

Outpatient appointments May indicate that requires support, 
depending on need. See care plan. 

Inpatient support May require flagging, depending on 
need. See care plan. 

 

* Areas not using PAS as key database for appointments or letters will need to ensure 
(e.g. by cross checking with PAS database or some other agreed mechanism) before 
sending out any appointments, to ensure that communication does not go out in a non- 
preferred means and any communication need to support the appointment is in place. 
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IDENTIFY 
Posters encourage 
self identification 

reception, admin 
or clinical staff 
RECORD 

SPECIFIC 
COMMUNICATION 

RECORD REQUIREMENT 
FORM ensures 
RECORD in PAS 
and FLAG in notes 

FLAG 
•PAS, notes, 

whiteboard and 
bedspace can 
all be FLAGGED 

SHARE 

PAS flag shared 
when systems 
connect, phyiscal 
flags support 
sharing between 
staff 

ACT 

 
 

APPENDIX 13: QUICK GUIDE TO ACCESSIBLE INFORMATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• SOP's and services 
in place to support 
communication in 
different forms 

 
 

 

 At its heart, the Accesible Information Standard (AIS) is about making sure 

that all our patients can access the information they need in the form they 

need it. 

 In some cases this is very straightforward for us to do, in other cases it is 

more difficult. This mainly comes down to our systems and processes; it is 

not the ‘fault’ of the patient or carer that they need or prefer communication 

in a non-standard way. 

 It is important because information is so vital to receiving good care, 

whether it be having clear information about appointments time and 

locations, having the ability to hear or understand what is being said by 

clinicians, or the ability to read letters sent about us to our GP. 

 Meeting the expectations of this standard is an ongoing process. We will not 

get it right overnight, but our ways of working and our systems will improve. 
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APPENDIX 14: COMMUNICATION PLAN 

 
COMMUNICATION PLAN 

 
The following action plan will be enacted once the document has gone live. 

 

Staff groups that need to have 
knowledge of the strategy/policy 

All clinical staff and admin staff in reception roles, 
and roles which involve communication with 
patients e.g. medical secretaries. 

The key changes if a revised 
policy/strategy 

Policy completely refocused on ensuring all 
patients with relevant disabilities can be 
communicated with in the format they find most 
helpful, e.g. audio, braille, large print etc. 
Large number of SOPs developed to support and 
changes to IMT systems when relevant. 

The key objectives To ensure all staff know how to deliver 
communication in an accessible format for 
patients. 

How new staff will be made aware of 
the policy and manager action 

Information bulletins posted, further posters will 
highlight awareness for staff and patients and 
carers when policy live. 

Specific Issues to be raised with staff Staff will need to be aware that some forms of 
communication are much simpler with our current 
IMT systems than others. In some cases 
considerable additional effort will be required and 
advice will need to be taken, principally via PALS. 

Training available to staff PALS can give guidance, Patient facing equsality 
lead *2077 or the Central Support Team can 
provide particular training to any staff that 
require. 

Any other requirements Posters in public places. 

Issues following Equality Impact 
Assessment (if any) 

We are aware that some forms of communication 
are still difficult for information governance and 
technical reasons. 

Location of hard / electronic copy of 
the document etc. 

Trust intranet. 



Accessible Information & Communication Needs Policy- extension granted until November 2020 by PEC on 7 
November 2019  

Ratified by: Patient Engagement Committee: 29 July 2016  

Review date: June 2019 Page 26 of 28 

 

APPENDIX 15:  EQUALITY IMPACT ASSESSMENT TOOL 
 

Name of document Accessible information policy 

Division/Directorate and service area Trust wide 

Name, job title and contact details of 

person completing the assessment 

 

Simon Harrison- Patient Equality Lead 

Date completed: 01-07-16 

 

1. What is the main purpose of this document? 

This policy sets out how staff should recognise and meet the communication needs of 
patients or carers with a disability. It provides guidance in line with legislation, and 
includes forms and standard operating procedures to support the five key objectives 
known as “Identify, Record, Flag Share, Act”. 

 

2. Who does it mainly affect?  (Please insert an “x” as appropriate:) 

 
Carers ☒ Staff ☒ Patients ☒ Other (please specify) 

 
3. Who might the policy have a ‘differential’ effect on, considering the “protected 

characteristics” below? (By differential we mean, for example that a policy may have a 

noticeably more positive or negative impact on a particular group e.g. it may be more 

beneficial for women than for men) 

Please insert an “x” in the appropriate box (x) 
 

Protected characteristic Relevant Not relevant 

Age ☐ ☒ 

Disability ☒ ☐ 

Sex - including: Transgender, 

and Pregnancy / Maternity 
☐ ☒ 

Race ☐ ☒ 

Religion / belief ☐ ☒ 

Sexual orientation – including: 

Marriage / Civil Partnership 
☐ ☒ 

The purpose of this tool is to: 





 


identify the equality issues related to a policy, procedure or strategy 
summarise the work done during the development of the document to reduce 
negative impacts or to maximise benefit 
highlight unresolved issues with the policy/procedure/strategy which cannot 
be removed but which will be monitored, and set out how this will be done. 
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4. Apart from those with protected characteristics, which other groups in society might 
this document be particularly relevant to… (e.g. those affected by homelessness, bariatric 
patients, end of life patients, those with carers etc.)? 

 

 

5. Do you think the document meets our human rights obligations? ☐ 

 
6. Looking back at questions 3, 4 and 5, can you summarise what has been done during 

the production of this document and your consultation process to support our 

equality / human rights / inclusion commitments? 

 

 

7. If you have noted any ‘missed opportunities’, or perhaps noted that there 

remains some concern about a potentially negative impact please note this below 

and how this will be monitored/addressed. 

 

“Protected characteristic”: Disability 

Issue: Some electronic flagging systems we would like to have 

been in place are not yet possible with existing IT systems. 

IMT and IG systems are not in place to allow routine 

emailing or text messaging, which would be preferred. 

How is this going to be 

monitored/ addressed in 

the future: 

The IMT team involved in developing a working solution to 

our current situation are also the team looking at future 

IMT systems, and will ensure compatibility. 

The IG team will continue to consider when safe emailing 

systems can be introduced. 

Group that will be 

responsible for ensuring 

this carried out: 

IMT and IG governance. 

 

This will also be particularly relevant to patients with carers who have a disability 

This policy has been fundamentally revised to specifically address disability issues. Its 

development was begun in consultation with the staff diversity forum, led by the patient 

facing equality lead. 

During its creation the involvement of many staff in key roles has been vital, such as 

reception staff considering how they might best support patients. 

Consultation also involved input from living options (a local disability charity), the RNIB and 

Action for Blind People. 

It is based around the requirements set out by NHS England which were developed in 

conjunction with the main charities representing learning disability, hearing loss and 

blindness/visual impairment. 
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Assessing Mental Capacity Policy 

Post holder responsible for Procedural 
Document 

 

Caroline Holt, Head of Safeguarding 

Author of Policy Caroline Holt, Head of Safeguarding 
 

Division/ Department responsible for 
Procedural Document 

 
Safeguarding Team, Specialist Services 

Contact details  

 

Date of original document 
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Ratifying body and date ratified 
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Review date 
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Expiry date May 2022 

Date document becomes live 12 August 2019 (v.1.3    9 October 2020) 

 

Please specify standard/criterion numbers and tick other boxes as appropriate 
 

Monitoring Information Strategic Directions – Key Milestones 
 

Patient Experience 
 

 
Maintain Operational Service 
Delivery 

 

Assurance Framework  Integrated Community Pathways  
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Controlled document 
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Procedural Documents. It should not be altered in any way without the express permission of the author or their 
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KEY POINTS OF THIS POLICY 

 
 Every adult has the right to make their own decisions. 

 A person must be assumed to have capacity unless they have an impairment of their brain 
or mind. 

 Capacity is time and decision specific. 

 An unwise decision does not in itself indicate a lack of capacity. 

 Any act or decision made on the person’s behalf must be in the person’s best interests. 

 Any act or decision should aim to be the least restrictive option. 

 A person can appoint another person to be authorised to make decisions on their behalf. 
Lasting Power of Attorney can be for welfare and/or property and affairs. 
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1. INTRODUCTION 
 
1.1 The Mental Capacity Act (2005) is the law which provides protection and support for people 

over the age of 16 years who cannot make decisions for themselves. It sets out how 
capacity should be assessed, and how decisions should be made for those who lack 
capacity. 

 
1.2 The Mental Capacity Act (2005) also enables people to plan ahead for when they may lack 

capacity using Lasting Power of Attorney and Advanced Decisions to Refuse Treatment. 
 
1.3 This document should be read in conjunction with the Mental Capacity Act and with the 

Mental Capacity Act code of practice. 
 

1.4 Failure to comply with this policy could result in disciplinary action. 
 
2. PURPOSE 

 
2.1 The purpose of this policy is to help to all health professionals employed by the Royal 

Devon and Exeter NHS Foundation Trust (hereafter referred to as the Trust) to assess the 
mental capacity of patients, take all reasonable steps to assist someone with decision 
making and ensure compliance with the Mental Capacity Act 2005. 

 
3. DEFINITIONS 
 
3.1 ‘A person who lacks capacity’ means a person who lacks the ability to make a decision 

or take a particular action for themselves at the time the decision or action needs to be 
taken. 

 
3.2 The decision-maker is the person who is deciding whether to take action in connection 

with the care or treatment of an adult who lacks capacity. The decision-maker may be 
contemplating making a decision on behalf of someone who lacks capacity. They are 
responsible for assessing capacity 

 
3.3 Lasting Powers of Attorney (LPAs) were created under the Mental Capacity Act (MCA). 

Their purpose is to meet the needs of those who can see a time ahead when they will lack 
capacity to look after their own personal and financial affairs. The LPA allows them to make 
appropriate arrangements for another person or persons to be authorised to make 
decisions on their behalf. There are two types of LPA: 

 
 Health and welfare 

 Property and financial affairs 
 

 
 

4. DUTIES AND RESPONSIBILITIES OF STAFF 
 
4.1 Executive Lead for Safeguarding (Chief Nurse) is responsible for ensuring that there is 

a system in place for assessing mental capacity in accordance with the law. 
  
4.2 The Integrated Safeguarding Committee is responsible for: 

 the review and ratification of this policy. 

http://www.opsi.gov.uk/acts/acts2005/ukpga_20050009_en_1
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
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 assuring the Governance Committee that the effective implementation of the 
infrastructure and processes for mental capacity act is embedded within 
corporate and directorate structures. 

 
 ensuring that multi-agency partnership working is strengthened and any shared 

issues identified are given a focus. 
 

 agreeing an annual audit programme both internally and externally. 
 

 receiving reports from the Safeguarding Adults Operational Group (SAOG) in 
accordance with the ISC schedule of reports. 

 
4.3 The Safeguarding Adults Operational Group is responsible for: 

 the development and review of this policy. 
 

 Developing on-going systems for audit and reviewing the implementation of the 
MCA within the Trust. This will include liaising with the Safeguarding Children 
Operational Group in regard to 16-17 year olds. 

 
 ensuring that staff receive training appropriate to their role to be able to adhere to 

the MCA. 
 
4.4 The Mental Capacity Lead provides leadership in respect of the strategic implementation of 

assessment of mental capacity.  Advises the Trust on changes to Mental Capacity Act or 
changes to current legislation or new legislation that is enacted 

 
4.5 The Trust Safeguarding Team 

 offer advice and support to staff on any aspects of the MCA. 

 

 develop comprehensive training to ensure staff comply with the MCA. 

 

 advise the Executive Lead for Safeguarding and senior managers of the Trust on 
any mental capacity act matters. 

 

 ensure that the Trust has an up-to-date policy. 

 
 attend  the  Devon  Safeguarding  Adults  Board  MCA  subgroup,  ensuring  

effective communication and inter-agency working between all agencies. 
 

 Ensure compliance with NICE guidance NG108 Decision making and mental capacity 
 

4.6 All Staff are responsible for implementing the MCA and for ensuring that they are able to 
assess a person’s capacity and take all reasonable steps to assist someone with decision 
making. 

 
5. THE MENTAL CAPACITY ACT (MCA) 

 
5.1 The Act applies to everyone involved in the care, treatment and support of people aged 16 

and over who are unable to make all or some decisions for themselves. 

https://www.nice.org.uk/guidance/ng108
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5.2 It is designed to protect and restore power to those vulnerable people who lack capacity 
 
5.3 It supports those over the age of 18 who have capacity and choose to plan for their future 

See Advanced Decisions to Refuse Treatment Policy. Whilst 16/17 year olds cannot make 
an Advance Decision or Lasting Power of Attorney they can make an Advance Statement 
of wishes and preferences. 

 
5.4 There are five statutory principles which are the benchmark of the MCA. They are as 

follows: 
 

1. A person must be assumed to have capacity unless it is proved otherwise. 
2. Until all practical steps have been taken to help someone make a decision without 

success they cannot be treated as lacking capacity. 
3. An unwise decision does not in itself indicate a lack of capacity. 
4. Any act or decision made must be in the person’s best interests. 
5. Any act or decision should aim to be the least restrictive option to the person in terms of 

their rights and freedom of action. 

 
5.5 For those assessing capacity and making best interests decisions for people who lack 

capacity, there is a requirement, if it is practicable and appropriate, to consult with families, 

carers and close friends. 
 
5.6 The assessment of capacity and best interest decision making should be integral to day to 

day practice. 

 
6. ASSESSING MENTAL CAPACITY 

 
6.1 A person lacks capacity in relation to a matter if at that particular time s/he is unable to 

make a decision for him/herself in relation to the matter because of impairment, or a 
disturbance in the functioning, of the mind or brain. It does not matter whether the 
impairment or disturbance is permanent or temporary. An impairment or disturbance could 
include brain injury, learning disability, and dementia, physical or medical conditions that 

cause confusion, drowsiness, or loss of consciousness. 
 
6.2 A lack of capacity cannot be established merely by reference to: 

 A person's age or appearance; or 

 A  condition  or  an  aspect  of  their  behaviour,  which  might  lead  others  to  make 
unjustified assumptions about their capacity. 

 
6.3 Any question as to whether a person lacks capacity must be decided on the balance of 

probabilities. 

 
6.4 A person is unable to make a decision if they cannot: 

 Understand information relevant to the decision or 

 Retain information related to the decision to be made or 

 Use or weigh up that information as part of the process of making the decision. 

 Communicate  the  decision,  whether  by  talking,  using  sign  language  or  any  other 
means. 

 
6.5 All assessments of capacity must be conducted by the decision–maker. The decision- 

maker is the person deciding whether to take action in connection with the care or 
treatment of an adult who lacks capacity or who is contemplating making a decision on 
their behalf. The decision-maker is the person responsible for deciding what is in the best 

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2512&amp;type=Full&amp;servicetype=Attachment
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interests of the person who lacks capacity. There are times when a number of people may 
be involved in making recommendations in relation to a decision. Often a multi-disciplinary 
team will make the decision together. Where the decision involves medical treatment, the 
doctor proposing the treatment is the decision-maker; where nursing care is provided, the 
nurse is the decision-maker; a health care assistant may need to assess if the person can 
agree to be bathed; where a physiotherapy intervention is being proposed the therapist will 
be the decision-maker; where the decision involves social care or accommodation, the 
social worker or other professional proposing and responsible for the arrangements will be 
the decision-maker. The holder of a valid Lasting Power of Attorney or a deputy will be the 

decision-maker for decisions within the scope of their authority. 

 
6.7 When undertaking capacity assessments, the decision maker should let the person know 

that their capacity is being assessed. This could be framed as ‘I want to ensure that you 
fully understand the decision that you are making….’ Consideration may need to be given 
as to the most appropriate time to inform the person that the assessment is being 

undertaken. 
 
7. TYPES OF DECISION – WHEN TO ASSESS CAPACITY 

 
7.1 Informed consent applies when a person can be said to have given consent based on a 

clear appreciation and understanding of the facts, and the implications and consequences 
of an action. English law necessitates that before any medical professional can examine or 
treat a patient, they must obtain informed consent to do so. Further information can be 
found in the Consent for Examination or Treatment Policy 

 

7.2 If a patient is unable to give informed consent due to a mental disorder or impairment an 
assessment of their mental capacity must be undertaken. 

 
7.3 The kinds of decision which are covered by the MCA range from day-to-day decisions to 

significant decisions. Day-to-day assessments of capacity may be relatively informal and 
may be documented within the person’s notes. More serious decisions that have greater 
consequences for the person who may lack capacity require a more formal assessment of 
capacity. The MCA Assessment Form can be used to evidence this assessment. 

 

7.4 A formal assessment of capacity must be carried out when a patient faces an important 
decision, whether in relation to care and treatment or financial affairs and there are any 
doubts about the ability of  the person to give a valid consent to the decision. Some 
examples include; 

 Consent  to  ‘Serious  Medical  Treatment’  e.g.  any  treatment  requiring  a  general 
anaesthetic, a test or procedure with serious implications. 

 Consent to an informal admission (to hospital, nursing or care home) 

 Consent to a change of accommodation 

 Decision in relation to the management of finances, property or affairs 

 When applying a Deprivation of Liberty Safeguards See Deprivation of Liberties (DoLs) 
Safeguards Policy 

 Consent to share confidential information e.g. for a safeguarding adult referral. 

 The person is making decisions that put him/her or others at risk or that may result in 
preventable suffering or damage. 

 
7.5 Any assessment of capacity is decision specific e.g. an individual may have the capacity to 

choose where they live, but not have the capacity to make a decision regarding serious 
medical treatment. 

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=3077&amp;type=Full&amp;servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=4115&amp;type=Full&amp;servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=3183&amp;type=Full&amp;servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=3183&amp;type=Full&amp;servicetype=Attachment
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7.6 An individual’s capacity may fluctuate during the day or over the course of time. It is 
important to allow for this in any assessment. 

 
7.7 A patient’s capacity may change over time; therefore it is important to review any 

assessments if the patient’s circumstances or care/treatment plan changes. The outcome 
of the capacity assessment should be clearly documented in the patient’s notes. 

 
7.8 The decision maker is the one who has to be satisfied on a “reasonable belief” that the 

person lacks capacity. 
 

 
 

8. BEST INTERESTS 
 
8.1 The Mental Capacity Act sets out a checklist of factors to be considered by the decision 

maker whilst considering the best interests of the person. If an individual is assessed as 
lacking capacity in a specific area, one of the key principles of the Act is that any act done 
for, or any decision made on behalf of that person, must be done or made in the person’s 
best interest. This will ensure the care giver is protected from liability in the law in relation 
to consent. 

 
8.2 Factors to be considered: 

 No decision is made solely on the basis of a person’s age, appearance or other aspect 
of behaviour that might lead others to make unjustified assumptions. 

 All relevant circumstances should be considered. 

 Likelihood of regaining capacity – if possible could the decision be delayed? 

 As far as possible encourage the person to participate. 

 If life-sustaining treatment then the decision must not be motivated by a desire to bring 
about their death. 

 Is it possible to ascertain the person’s past and present wishes and feelings? 

 Is it possible to ascertain their beliefs and values? For example a Jehovah Witness may 
choose to decline blood products. 

 The views of other people, in particular anyone formerly named by the person to be 
consulted, those involved in caring for the person, those interested in their welfare, 
donees of a Lasting Power of Attorney or any Court Deputy. 

 Consultation with Independent Mental Capacity Advocate (IMCA) if one is required. 

 
8.3 Decisions must be clearly recorded in the person’s notes. 

 
8.4 Disputes about Best Interests: 

 Anyone making a best interest decision should seek consensus with others involved in 
the care of the person. 

 If there is disagreement, the code of practice suggests that holding a meeting or 
conference may be a useful. Meetings can allow family members to air conflicting views 
and promote multi-disciplinary discussion. It is not necessary to hold a meeting each 
time a best Interest decision needs to be made, but best practice guidance may 
suggest that meetings are preferable for certain decisions such as decisions about 
covert medication (see NICE Guidance on Best Interests Decision Making). 

 If there is still a disagreement after a meeting, an interim plan should be made. 

 The person who disagrees should be given advice on how to challenge the decision. If 
the dispute is about admission to residential care or hospital, deprivation of liberty 
should be considered. 

 Staff should contact the Trust safeguarding team or seek advice from Trust Legal Team 
as to whether an application to the court of protection may be required in the 
circumstances. 

https://www.nice.org.uk/guidance/ng108/chapter/Recommendations#best-interests-decision-making
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 If professionals disagree with the decision of an LPA or deputy, they should first discuss 
their concerns with LPA or deputy clearly setting out the reasons why they believe a 
different course of action would be in the person’s best interest. They should also ask 
the LPA or deputy to explain the reasons for their own conclusion as to what would be 
best for the person in the circumstances. If the matter cannot be resolved through 
discussion, it may be appropriate to seek legal advice as to whether the hospital should 
make an application court of protection. 

 
 

9. EMERGENCY SITUATIONS 

 
9.1 Sometimes people who lack capacity to consent will require emergency medical treatment 

to save their life or prevent them from serious harm. In these situations, what steps are 
‘reasonable’ will differ to those in non-urgent cases. In emergencies, it will almost always 
be in the person’s best interests to give urgent treatment without delay. One exception to 
this is when the healthcare staff giving treatment are satisfied that an Advance Decision to 
Refuse Treatment exists, for example a Do not Attempt to Resuscitate (DNAR) Instruction 
or a Treatment Escalation Plan (TEP) has been agreed. See Advanced Decisions to 
Refuse Treatment Policy 

 
 

10. INDEPENDENT MENTAL CAPACITY ADVOCATE (IMCA) 
 
10.1 The aim of the IMCA service is to provide independent safeguards for people who lack 

capacity to make certain important decisions and have no-one else (other than paid staff) 
to support or represent them or be consulted. 

 
10.2 An IMCA must be instructed without delay for people aged over 16 lacking capacity who 

are unbefriended (i.e. have no-one else other than paid staff to support them) and 

 Serious medical treatment is being proposed or 

 A change of accommodation is being proposed by an NHS body or Local Authority 

 The patient has spent for longer than 28 days in a hospital or 8 weeks in a care home 

 The person is subject to adult safeguarding processes, or 

 A care review is being carried out. 
 
10.3 It is impossible to provide a definitive list of all serious medical treatments. It is for the 

clinician responsible for the person’s treatment to consider the implications of what is 
proposed and to decide if the consequences are serious for that individual. A minor 
treatment may not in itself be considered as serious medical treatment but if the person’s 
personal circumstances and the impact of providing or withholding the treatment is taken 
into account, in terms of the Mental Capacity Act it could still be considered “serious 
medical treatment” 

 
10.4 The role of the IMCA is to support and represent the person who lacks capacity. Because 

of this, IMCAs have the right to be provided with access to relevant health and social care 
records. 

 
10.5 Any information or reports provided by an IMCA must be taken into account as part of the 

process of determining whether a proposed decision is in the person’s best interests. 

 
10.6 A written copy of the final decision, and the decision maker’s reasons for it, must be sent to 

the IMCA Service as soon as possible after the decision is made. 

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2512&amp;type=Full&amp;servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2512&amp;type=Full&amp;servicetype=Attachment
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10.7 The only exception for the need to instruct an IMCA is if there is an emergency situation 
requiring an urgent decision to be made, for example, to save a person’s life or for a 
resuscitation decision. However, once the emergency has passed, there is a duty to 
instruct an IMCA for any subsequent serious medical treatment decisions. Decisions 
regarding resuscitation are considered serious medical treatment and require an IMCA if 
there is no other advocate and the person lacks capacity. see resuscitation council 
guidance Resuscitation Council guidance. 

 

10.8 If a person is being treated under the Mental Health Act and the proposed treatment is for 
physical illness, an IMCA would represent the patient in the decision-making process for 
this treatment. In such circumstances the IMCA would be expected to work closely with the 
Independent Mental Health Advocate (IMHA). 

 
10.9 To refer to IMCA services complete the IMCA Referral Form on the safeguarding pages of 

the Hub. 
 

 
 
 

11. RISKS ARISING FROM SELF-NEGLECT OR ABUSIVE BEHAVIOURS BY OTHERS 

 
11.1 The Care Act 2014 statutory guidance includes self-neglect in the categories of abuse or 

neglect relevant to safeguarding adults with care and support needs. In some 
circumstances, where there is a serious risk to the health and wellbeing of an individual, it 
may be appropriate to raise self-neglect as a safeguarding concern. However, interventions 
on self-neglect are usually more appropriate under the parts of the Care Act dealing with 
assessment, planning, information and advice, and prevention. 

 
11.2 Where an adult refuses help and services and is seen to be at significant risk as a result 

and Trust staff are satisfied that the adult has the mental capacity to make an informed 
decision and they are not being subjected to coercion or intimidation, then that person has 
the right to refuse services/ treatment/ intervention. If they are being subjected to coercion 
and control, than a safeguarding adult or domestic abuse referral should be considered. 
Advice and support can be sought from the Trust Safeguarding Team on 01392 406430 or 
found on the Trust’s intranet. 

 
11.3 Although there should always be a presumption of capacity, in high risk cases it is 

recommended that a mental capacity assessment is undertaken to establish that the adult 
does have capacity to understand the risks and consequences of their actions. This should 
be clearly evidenced and documented within the patient’s notes. 

 
11.4 Inherent jurisdiction can be exercised by the High Court to protect vulnerable individuals 

even if they have capacity to make an unwise choice and the person is, or is reasonably 
believed to be, either (i) under constraint or (ii) subject to coercion or undue influence or (iii) 
for some other reason deprived of the capacity to make the relevant decision, or disabled 
from making a free choice. These cases are rare, and advice and support can be sought 
from the Trust safeguarding or legal team. 

 
11.5 If the adult lacks capacity to understand the risks and consequences of refusal then the 

Mental Capacity Act should be followed and a best interest decision made (in complex 
situations this is likely to be in the form of a multi-agency meeting). 

 

 
 

12. PROVIDING CARE OR TREATMENT FOR PEOPLE WHO HAVE PLANNED AHEAD. 

https://www.resus.org.uk/dnacpr/decisions-relating-to-cpr/
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=3704&amp;type=Full&amp;servicetype=Attachment
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12.1 The MCA extends the ways in which people can plan ahead for the time when they may 
lack capacity. These are Lasting Powers of Attorney (LPAs), Advance Decisions to Refuse 
Treatment, and Advance Statements, written statements of wishes and feelings. 

 
12.2 If you are working with people who have capacity, or who have fluctuating capacity it may 

be helpful for you to explain to them these ways of planning ahead for a time when they 
may lack capacity. See Advanced Decisions to Refuse Treatment Policy 

 

12.3 The Mental Capacity Act code of practice. provides more detailed guidance. 
 
 

 

13. LASTING POWERS OF ATTORNEY 
 
13.1 Lasting Power of Attorney allows people over the age of 18 to formally appoint one or more 

people to look after their personal welfare and/or property and affairs, if at some time in the 
future they lack the capacity to make these decisions for themselves. The person making 
an LPA is called the Donor and the person(s) appointed are known as an attorney(s). The 
LPA gives the Attorney(s) authority to make decisions on behalf of the Donor and the 
Attorney has a duty to act or make decisions in the best interests of the person who has 
made the LPA. 

 
13.2 There are two different types of LPA: a Health and Welfare LPA is for decisions about both 

health and personal welfare; and a Property and Financial Affairs LPA is for decision about 
financial matters. 

 
13.3 The introduction of LPAs for Property and Financial Affairs means that no more Enduring 

Powers of Attorney (EPA) can be made, but the MCA makes transitional provisions for 
existing EPAs to continue whether they are registered or not. This means that pre-existing 
EPAs can continue to be used (whether registered or not). 

 
13.4 When a person makes an LPA they must have the capacity to understand the importance 

of the document and the power they are giving to another person. 
 
13.5 Before an LPA can be used it must be registered with the Office of the Public Guardian. 

 
13.6 An LPA for Property and Financial Affairs can be used when the Donor still has capacity 

unless the Donor specifies otherwise. 
 
13.7 A Personal Welfare Attorney has no power to consent to, or refuse treatment, at any time 

or about any matter when the person has the capacity to make the decision for him or 
herself. 

 
13.8 If the person lacks capacity and has created a Health and Welfare LPA, the Attorney is the 

decision-maker on all matters relating to the person’s care and treatment. Unless the LPA 
specifies limits to the Attorney’s authority, the Attorney has the authority to make personal 
welfare decisions and consent to or refuse treatment (except life sustaining treatment) on 
the Donor’s behalf. The Attorney must make these decisions in the best interests of the 
person lacking capacity and if there is a dispute that cannot be resolved, for example, 
between the attorney and a doctor, it may have to be referred to the Court of Protection. 

 
13.9 If the decision is about life-sustaining treatment, the Attorney only has the authority to make 

the decision if the LPA specifies this. 

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2512&amp;type=Full&amp;servicetype=Attachment
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
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13.10 If a member of staff is directly involved in the care or treatment of a person who lacks 
capacity, they should not agree to act as their Attorney other than in exceptional 
circumstances, for instance, if they are the only close relative of the person. 

 
13.11 Where possible staff should request a copy of the LPA and scan it into the patient’s notes. 

It is important to read the LPA to understand the extent of the Attorney’s power. 
Sometimes people have clear views about what types of treatment they don’t want to 
have and would not consent to. To verify a LPA, you can complete Form 100 Office Public 
Guardian or contact OPG at Archway Tower, 2 Junction Road, London N19 5SZ , 
customerservices@publicguardian.gsi.gov.uk  0845 330 2900. 

 

14. ARCHIVING ARRANGEMENTS 
 
14.1 The original of this policy, will remain with the author. An electronic copy will be maintained 

on the Trust Intranet Hub.  Archived electronic copies will be stored on the Trust's “archived 
policies” shared drive, and will be held indefinitely. 

 

 
 

15. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE 
POLICY 

 
15.1 To  monitor  compliance  with  this  policy,  the  auditable  standards  will  be  monitored  as 

follows: 
 

 
What areas need to be 

monitored? 

 
How will this be evidenced? 

 
Where will this be reported 

and by whom? 

Compliance with mental 
capacity act 

An audit of records, incident 
reporting and DoLS applications 

Safeguarding Adults 
Operational Group 

 
 

16. REFERENCES 

 
The Office of Public Guardian https://www.gov.uk/government/organisations/office-of-the-public- 

guardian 

 

Mental Capacity Act Code of Practice 2007 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_ 

data/file/497253/Mental-capacity-act-code-of-practice.pdf 

 

NICE Guidance on Best Interests Decision Making). 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/775565/opg100-find-out-if-someone-has-a-registered-attorney-or-deputy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/775565/opg100-find-out-if-someone-has-a-registered-attorney-or-deputy.pdf
mailto:customerservices@publicguardian.gsi.gov.uk
https://www.gov.uk/government/organisations/office-of-the-public-guardian
https://www.gov.uk/government/organisations/office-of-the-public-guardian
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://www.nice.org.uk/guidance/ng108/chapter/Recommendations#best-interests-decision-making
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APPENDIX 1: COMMUNICATION PLAN 

 
 

COMMUNICATION PLAN 
 

The following action plan will be enacted once the document has gone live. 

 

Staff groups that need to have 
knowledge of the policy 

All clinical staff 

The key changes if a revised policy Update to section 13.11 in readiness for MyCare 

The key objectives The purpose of this policy is to help to all health 
professionals to assess the mental capacity of 
patients, take all reasonable steps to assist 
someone with decision making and ensure 
compliance with the Mental Capacity Act 2005. 

How new staff will be made aware of 
the policy and manager action 

Induction process 
Safeguarding newsletters 
Safeguarding People training 

Specific Issues to be raised with staff Every adult has the right to make their own 
decisions 
A person must be assumed to have capacity 
unless they have an impairment of their brain or 
mind. 
Capacity is time and decision specific 
An unwise decision does not in itself indicate a 
lack of capacity. 
Any act or decision made must be in the person’s 
Best Interests. 
Any act or decision should aim to be the least 
restrictive option 
A person can appoint another person to be 
authorised to make decisions on their behalf. 
Lasting Power of Attorney can be for health and 
welfare and/or property and affairs. 
Copies of LPA should be recorded in the notes. 

Training available to staff MCA covered in Safeguarding People training. 
Advice and support is available from the Trust 
safeguarding team and Hub. 

Any other requirements None 

Issues following Equality Impact 
Assessment (if any) 

 

Location of hard / electronic copy of 
the document etc. 

The original of this policy, will remain with the 
author. An electronic copy will be maintained on 
the Trust Intranet Hub.  Archived electronic copies 
will be stored on the Trust's “archived policies” 
shared drive, and will be held indefinitely. 
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APPENDIX 2:  EQUALITY IMPACT ASSESSMENT TOOL 

 

Name of document Assessing Mental Capacity Policy 

Division/Directorate and service area Specialist Services 

Name, job title and contact details of 
person completing the assessment 

 

Nurse Consultant Safeguarding 

Date completed: 
 

27/02/19 

 

The purpose of this tool is to: 
 

 identify the equality issues related to a policy, procedure or strategy 
 summarise the work done during the development of the document to reduce 

negative impacts or to maximise benefit 
 highlight unresolved issues with the policy/procedure/strategy which cannot be 

removed but which will be monitored, and set out how this will be done. 
 

 

1. What is the main purpose of this document? 

The purpose of this policy is to help to all health professionals to understand and implement the 
Mental Capacity Act. It covers ADRT and LPA 

 
2. Who does it mainly affect?  (Please insert an “x” as appropriate:) 

 

Carers ☐ Staff ☐ Patients ☒ Other (please specify) 

 
3. Who might the policy have a ‘differential’ effect on, considering the “protected 

characteristics” below? (By differential we mean, for example that a policy may have 
a noticeably more positive or negative impact on a particular group e.g. it may be 
more beneficial for women than for men) 

Please insert an “x” in the appropriate box (x) 
 

Protected characteristic Relevant Not relevant 
 

Age ☒  ☐ 

 

Disability ☒  
 

☐ 

Sex -  including: Transgender, 
and Pregnancy / Maternity 

 

☐ ☒  

Race ☒  ☐  
 

Religion / belief ☒  ☐  

Sexual orientation – including: 
Marriage / Civil Partnership 

 

☐ ☒  

 

4. Apart from those with protected characteristics, which other groups in society might 
this document be particularly relevant to… (e.g. those affected by homelessness, 
bariatric patients, end of life patients, those with carers etc.)? 
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Please specify any groups you think may be affected in any significant way 
Those who lack capacity or have long term conditions. Best interest discussions need to 
take into consideration religious views which may affect medical choices. 

 

 
 

Do you think the document meets our human rights obligations? ☒ 
 

 

Feel free to expand on any human rights considerations in question 6 below. 
 

A quick guide to human rights: 
 

 Fairness – how have you made sure it treat everyone justly? 

 Respect – how have you made sure it respects everyone as a person? 

 Equality – how does it give everyone an equal chance to get whatever it is 
offering? 

 Dignity – have you made sure it treats everyone with dignity? 

 Autonomy – Does it enable people to make decisions for themselves? 
 

 

5. Looking back at questions 3, 4 and 5, can you summarise what has been done 
during the production of this document and your consultation process to support our 
equality / human rights / inclusion commitments? 

 

 

This policy has considered the following articles of Human Rights Act: 

 Article 2, Right To life 

 Article 5 Right to Liberty and Secuirty 

 Article 6 Right to a Fair Trial 

 Article 8 Right to respect for private and family life 

 Article 9 Right toFreedom of thought, conscience and religion 

 Article 10 Freedom of expression 
Consultation included Healthwatch and Equality Lead for Trust 

 

The policy outlines how staff can comply with the Mental Capacity Act ensuring that people are 
able to make decisions for themselves and where they lack capacity their wishes and beliefs can 
be taken into consideration to inform decision making that is in their best interest. 

 
If you have noted any ‘missed opportunities’, or perhaps noted that there remains some concern 
about a potentially negative impact please note this below and how this will be monitored/addressed. 
 

“Protected characteristic”: Age/sex/religion etc. 

Issue:  

How is this going to be monitored/ 
addressed in the future: 

 

Group that will be responsible for 
ensuring this carried out: 

 

 



Consent for Examination or Treatment Policy 

Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 1 of 31 

 
 

 
 

Consent for Examination or Treatment Policy 

Post holder responsible for Procedural 
Document   

Adrian Harris, Medical Director 

Author of  Policy 
Mark Stott, Governance and Patient Safety 
Lead, Surgical Services 

Division/ Department responsible for 
Procedural Document 

Surgical Services Division  

Contact details  

Date of original document  August 2003 

Impact Assessment performed  Yes/ No     

Ratifying body and date ratified  Safety & Risk Committee 29/07/19 

Review date  Upon MyCare Go Live June 2020 

Expiry date  December 2022 

Date document becomes live 13 August 2019 

 

            Please specify standard/criterion numbers and tick  other boxes as appropriate 

Monitoring Information Strategic Directions – Key Milestones 

Patient Experience  Listen   

Assurance Framework  Connect   

NHSI/Finance/Performance  Innovate   

CQC Fundamental Standards - Regulation:  

Other (please specify):  

Note: This document has been assessed for any equality, diversity or human rights implications 

 

Controlled document 
This document has been created following the Royal Devon and Exeter NHS Foundation Trust Policy for 

Procedural Documents.  It should not be altered in any way without the express permission of the author or their 
representative. 

 



Consent for Examination or Treatment Policy 

Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 2 of 31 

 

 
 

 
Full History  

 

 
Status: Final 

 

Version Date Author  Reason 

1 08/2003 Audit Manager  

2 08/2005 Audit Manager  

3 10/2007 Audit Manager  

4 12/2009 Audit Manager  

5 01/2012 Head of Governance Review to meet operational and 
NHSLA standards 

6 05/2013 Head of 
Governance/ Medical 

Director 

Annual review (late due Jan 2013) 

7 07/2015 Head of 
Governance/ Medical 

Director 

Review and incorporate the 
Montgomery v Lanarkshire Health 
Board 2015 ruling UKSC 11 

7.1 31/05/2018 Head of 
Governance/ Medical 

Director 

Addition of Pre-Registration Nursing 
and Midwifery students to paragraph 
4.5.2 

8.0 31/05/2019 Governance and 
Patient Safety Lead, 

Surgical Services 

Routine update into new template 
Change of Author  
Section 6.3.8 – change to wording 
to remove role of Head of 
Governance and replace with DGG 
process for procedure specific 
consent forms 
Updating of job titles and hyperlinks 

 
Associated Trust Policies/ Procedural 
documents:   
 

Advance Decision to Refuse Treatment 

Policy  

Photography and Video Recording of 

Patients: Policy and Procedure for the 

Capture and Storage of all 

Images/Recordings of Patients 

Research and Development Policy: 

Section 8 (Consenting Research 

Participants)  

Tissue Donation Policy 

Transfusion Policy 

Policy for Patients who Refuse Blood 
Components and Products 
Consenting Patients for Stem Cell 
Collection, Microbiological Testing and 
Cryopreservation Policy Interpretation and 
Translation Policy 
Assessing Mental Capacity Policy 

Key Words Consent, treatment, examination,  
 
 
 

In consultation with and date:   
March 2019: 
Mark Daugherty, Associate Medical Director & Consultant Anaesthetist 

http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/2512.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/2512.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4096.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4096.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/18422.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/18422.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/5242.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/6894.doc
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/6894.doc
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4535.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4535.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4535.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/17859.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/17859.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/17859.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/17859.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf


Consent for Examination or Treatment Policy 

Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 3 of 31 

Trish Boorman, Consultant Surgeon 
Graeme Weiner, Clinical Lead & Consultant ENT Surgeon 
Jonathan Howell, Consultant Orthopaedic Surgeon & Audit/ Governance Lead 
 
18/06/2019  
Helen Lockett, Clinical Director for Urgent Care 
Richard D’Souza, Clinical Director for Planned Care 
Zita Martinez, Head of Midwifery & Assistant Director of Nursing 
Toni Hall, Radiology Services Manager 
Helen Hughes, Governance Manager Women's Services 
 
17/07/2019: Caroline Holt, Safeguarding Lead 
Quality Assurance-17 July 2019 
Safety and Risk Committee-29 July 2019 
 

Contact for Review: 
 

Governance and Patient Safety Lead, 
Surgical Services 

Executive Lead Signature: 
(Applicable only to Trust Strategies & Policies) 

 

 
 



 

Consent for Examination or Treatment Policy 
Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 4 of 31 

 
CONTENTS 

 
KEY POINTS OF THIS POLICY: .......................................................................................... 5 

1. INTRODUCTION ........................................................................................................ 8 

2. PURPOSE .................................................................................................................. 8 

3. DEFINITIONS ............................................................................................................. 8 

4.  DUTIES AND RESPONSIBILITIES OF STAFF .......................................................... 9 

5.  CONSENT PROCESS .............................................................................................. 10 

6. PROCESS FOR DOCUMENTING CONSENT .......................................................... 11 

7. CHILDREN AND YOUNG PEOPLE ......................................................................... 14 

8.  PROVISION OF INFORMATION .............................................................................. 15 

9.  WHO IS AUTHORISED TO OBTAIN CONSENT ..................................................... 16 

10. REFUSAL OF CARE/ INVESTIGATION/ TREATMENT ........................................... 17 

11.  HUMAN TISSUE ....................................................................................................... 18 

12. BLOOD TRANSFUSION .......................................................................................... 21 

13. THE USE OF UNLICENSED MEDICINES OR MEDICINES FOR UNLICENSED 
NDICATIONS............................................................................................................ 21 

14. CLINICAL PHOTOGRAPHY AND CONVENTIONAL OR DIGITAL VIDEO 
RECORDINGS .......................................................................................................... 21 

15. TRAINING ................................................................................................................ 21 

16.  ARCHIVING ARRANGEMENTS............................................................................... 22 

17. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE 
POLICY .................................................................................................................... 23 

18.  REFERENCES ......................................................................................................... 23 

APPENDIX 1: GUIDANCE ON CONSENT .......................................................................... 25 

APPENDIX 2: SOURCES OF PATIENT INFORMATION AVAILABLE WITHIN THE TRUST26 

APPENDIX 3: STAFF COMPETENCY CHECKLIST........................................................... 27 

APPENDIX 4: DECLARATION FORM ................................................................................ 28 

APPENDIX 5: COMMUNICATION PLAN ............................................................................ 29 

APPENDIX 6:  EQUALITY IMPACT ASSESSMENT TOOL ................................................ 30 

 
 
 
 
 
 
 
 
 
 
 
 



 

Consent for Examination or Treatment Policy 
Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 5 of 31 

KEY POINTS OF THIS POLICY: 
 

12 KEY POINTS ON CONSENT: THE LAW IN ENGLAND  

When do health professionals need consent from patients? 

1. Before you examine, treat or care for patients (with capacity) you must obtain their 
consent. 

2. Adults are always assumed to have capacity unless demonstrated otherwise. If you 
have doubts about their capacity, the question to ask is: “can this patient understand 
and weigh up the information needed to make this decision?” Unwise decisions do not 
prove the patient lacks capacity, but may indicate a need for further information or 
explanation (Mental Capacity Act 2005).  

3. Patients may have capacity to make some health care decisions, even if they lack 

capacity to make others. 

4. Giving and obtaining consent is usually a process, not a one-off event. Patients can 
change their minds and withdraw consent at any time. If there is any doubt, you should 
always check that the patient still consents to your caring for or treating them. 

5. Can children give consent for themselves? 

 Before examining, treating or caring for a child, you must also seek consent. 
Like adults, young people (aged 16 or 17) are presumed to have sufficient 
capacity to decide on their own medical treatment, unless there is significant 
evidence to suggest otherwise. 

 Children under the age of 16 are presumed to lack capacity, but can consent to 
their own treatment if it is thought that they have enough intelligence, 
competence and understanding to fully appreciate what is involved in their 
treatment (Gillick competence). Otherwise, someone with "parental 
responsibility" can consent for them. 

 

When their consent can be overruled 

 If a young person refuses treatment, and by doing so this may lead to their 
death or a severe permanent injury, their decision can be overruled by the Court 
of Protection. This is the legal body that oversees the operation of the Mental 
Capacity Act (2005) 

 The parents of a young person who has refused treatment may consent for 
them, but it is usually thought best to go through the courts in such  situations. 

 If a child who is under 16 does not have the capacity to consent, someone with 
parental responsibility can consent for them, but that person must have the 
capacity to give consent. 

 If a parent refuses to give consent to a particular treatment, this decision can 
be overruled by the courts if treatment is thought to be in the best interests of 
the child. 

 If one person with parental responsibility gives consent and another does not, 
the healthcare professionals can choose to accept the consent and perform 
the treatment in most cases. If the people with parental responsibility 

http://www.legislation.gov.uk/ukpga/2005/9/contents
http://www.legislation.gov.uk/ukpga/2005/9/contents
http://www.legislation.gov.uk/ukpga/2005/9/contents
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disagree about what is in the child’s best interests, the courts can make a 
decision. 

 In an emergency, where treatment is vital, and waiting to obtain parental consent 
would place the child at risk, treatment can proceed without consent. 

 

6. Who is the right person to seek consent? 

 
It is always best for the person actually treating the patient to seek the patient’s 
consent. However, you may seek consent on behalf of colleagues if you are capable of 
performing the procedure in question, or if you have been specially trained to seek 
consent for that procedure. 

7. What information should be provided? 

 
Patients need sufficient information before they can decide whether to give their 
consent: for example information about the benefits and risks of the proposed 
treatment, and alternative treatments. If the patient is not offered as much information 
as they reasonably need to make their decision, and in a form they can understand, 
their consent may not be valid. 

8. Consent must be given voluntarily: not under any form of duress or undue influence 
from health professionals, family or friends. 

9. Does it matter how the patient gives consent? 

 
No: consent can be written, oral or non-verbal. A signature on a consent form does not 
itself prove the consent is valid – the point of the form is to record the patient’s decision, 
and also increasingly the discussions that have taken place. 

 

10. 

 

Refusal of treatment 

 
Patients with capacity are entitled to refuse treatment, even when it would clearly 
benefit their health. The only exception to this rule is where the treatment is for a 
mental disorder and the patient is detained under the Mental Health Act 1983. A 
pregnant woman may refuse any treatment, even if this would be detrimental to the 
foetus. 

11. Adults who  lack capacity to give consent 

 
No-one can give consent on behalf of an adult who lacks capacity unless they have 
Power of Attorney for health and welfare. However, you may still treat such a patient if 
the treatment would be in their best interests. ‘Best interests’ in this context goes wider 
than best medical interests, to include factors such as the wishes and beliefs of the 
patient if they were making the decision themselves, including religious or moral beliefs; 
these would be based on views the person expressed previously, as well as any insight 
close relatives or friends can offer. People close to the patient may be able to give you 
information on some of these factors. 
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12. If a person knows their capacity to consent may be affected in the future, they can 
choose to draw up a legally binding advance decision. An advance decision sets out the 
procedures and treatments that a person refuses to undergo. This means the 
healthcare professionals treating the person cannot perform certain procedures or 
treatments against their wishes. 
For an advance decision to be valid, it must be specific about what the person does not 
want done and under what circumstances. 

 

This summary cannot cover all situations. For more detail, consult the Reference guide to 
consent for examination or treatment, available from the NHS Response Line 08701 555 
455 and at Reference guide to consent for examination or treatment (second edition) - 
GOV.UK 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition
https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition
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1. INTRODUCTION 
 
1.1 Patients have a fundamental legal and ethical right to determine what happens to 

their own bodies. Valid consent for investigation and treatment is therefore absolutely 
central in all forms of healthcare, from providing personal care to undertaking major 
surgery. Seeking consent is also a matter of common courtesy between health 
professionals and patients. 

 
1.2 Failure to comply with this policy could result in disciplinary action and could also 

amount to a criminal offence for which you could be prosecuted. 
 

2. PURPOSE 
 
2.1 The Department of Health has issued a range of guidance documents on consent which 

should be consulted for details of the law and good practice requirements on consent. 
This policy sets out the standards and procedures in the Royal Devon and Exeter NHS 
Foundation Trust (hereafter referred to as the Trust), which aim to ensure that health 
professionals are able to comply with the guidance. While this document is primarily 
concerned with healthcare, social care colleagues should also be aware of their 
obligations to obtain consent before providing certain forms of social care, such as those 
that involve touching the patient or client. This policy does not cover consent for 
participation in research projects. Consent for research is a separate process and it is 
not permissible to use the “Consent to Treatment” forms for this. Further advice can be 
obtained from the Research and Development Office or National Research Ethics Service 
(NRES) Committee. 

 

3. DEFINITIONS 
  
3.1 Consent 

“Consent” is a patient’s agreement for a health professional to provide care. Patients 
may indicate consent non-verbally (for example by presenting their arm for their pulse 
to be taken), orally, or in writing. For the consent to be valid, the patient must: 

 be competent to take the particular decision; 

 have received sufficient information on the benefits and risks (see 3.4) of 

treatment or care to take the decision; and 

 not be acting under duress. 

 
3.1.2 The context of consent can take many different forms, ranging from the active request by 

a patient for a particular treatment (which may or may not be appropriate or available) to 
the passive acceptance of a health professional’s advice. In some cases, the health 
professional will suggest a particular form of treatment or investigation and after 
discussion the patient may agree to accept it. In others, there may be a number of ways 
of treating a condition, and the health professional will help the patient to decide between 
them. 

 

3.1.3 Some patients, especially those with chronic conditions, become very well informed 
about their illness and may actively request particular treatments. In many cases, 
‘seeking consent’ is better described as ‘joint decision-making’: the patient and health 
professional need to come to an agreement on the best way forward, based on the 
patient’s values and preferences and the health professional’s clinical knowledge. 

https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition
https://hub.exe.nhs.uk/a-z/research-and-development/
http://www.nres.nhs.uk/applications/booking-and-submitting-your-application/nres-committee-directory/?entryid27=18577
http://www.nres.nhs.uk/applications/booking-and-submitting-your-application/nres-committee-directory/?entryid27=18577
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There has been increasing recognition of the rights of patients to exercise choice about 
the care and treatment they receive. The idea that patients are passive  
recipients of care decided by the medical profession is outmoded and inappropriate. 

 
3.1.4 The Montgomery v Lanarkshire Health Board case in 2015 establishes that doctors and 

healthcare professionals have a legal duty to inform patients of any material risks 
involved in undergoing a particular treatment. Consent will not be considered valid if a 
patient is not sufficiently informed. The relevant test to apply in cases involving consent 
to treatment is; 
‘An adult of sound mind is entitled to decide which, if any, of the available forms of 
treatment to undergo, and her/his consent must be obtained before treatment 
interfering with her/his bodily integrity is undertaken. The Doctor/Healthcare 
Professional is therefore under a duty to take reasonable care to ensure the patient is 
aware of any material risks involved in any recommended treatment, and of any 
reasonable alternative or variant treatments. 

A test of materiality is whether, in the circumstances of a particular case, a reasonable 
person in the patient’s position would be likely to attach significance to the risk, or the 
Doctor/Health Professional is or should reasonably be aware that the particular patient 
would likely to attach significance toit’ 

 
3.1.5 Where adult patients lack the mental capacity (either temporarily or permanently) to 

give or withhold consent for themselves, no one else can give consent on their 
behalf unless they have been appointed with Lasting Power of Attorney for 
health and welfare (see section 6.3). Patients who lack capacity must be treated in 
their best interests with minimal intervention. This includes, where practicable, 
seeking the views of others close to the patient and examining past behaviour and 
wishes. 

 
3.1.6 The exception is where there is in existence a legal document giving Lasting Power 

of Attorney to someone who can consent on behalf of a patient without capacity, as 
long as it has not been refused in advance in a valid and applicable Advance 
Decision to Refuse Treatment (ADRT). In order to be considered valid and 
applicable, the patient must have had capacity to make the ADRT. 

 

4.  DUTIES AND RESPONSIBILITIES OF STAFF 
 
4.1 The Deputy Chief Executive/Chief Nurse is responsible for all Governance 

matters and for ensuring processes are in place to provide patients with their legal 
and fundamental rights. 

 
4.2 The Medical Director is responsible for ensuring arrangements are in place for the 

implementation and governance of this policy. The Medical Director is responsible for 
providing clinical advice on Trust arrangements for Consent practice and point of contact 
for general advice and training. 

 
4.3 The Governance and Patient Safety Lead, Surgical Services is responsible for 

ensuring this policy is kept updated and for monitoring and reporting compliance.  
 
4.4 Associate Medical Directors and Clinical Leads are responsible for the implementation 

of this policy within their Division/Specialty. They are responsible for ensuring all relevant 
staff are aware of the policy at staff inductions. They must ensure that all staff involved in 
consenting patients are competent to do so and a record kept, please see Appendix 3 
and 4. 
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4.5 Role of Clinicians/Health Professionals are responsible for ensuring that consent to 

treatment is valid and that where necessary this is recorded in the patient record. 
 
4.5.1 If a Health Professional requires a colleague to seek consent on their behalf they must 

be confident that the colleague is competent to do so. The colleague must work within 
their own competency and not to agree to perform tasks which exceeds their 
competency. 

 
4.5.2 Health professionals who may be expected to operate under the terms of this policy 

include (but are not limited to): Genetic Counsellors, Healthcare Scientists, 
Radiographers, Nursing Staff, Midwives, Technicians, Therapy Staff, Laboratory Staff, 
Radiographers, Sonographers, Medical Students, Pre-Registration Nursing and 
Midwifery Students. 

 

5.  CONSENT PROCESS 
 
5.1      When a patient formally gives their consent to a particular intervention, this is only the 

endpoint of the consent process. The consent process includes the whole sequence of 
information provision, discussion and decision-making as part of ‘seeking consent’. This 
process may take place at one time, or over a series of meetings and discussions, 
depending on the seriousness of what is proposed and the urgency of the patient’s 
condition. 

 
5.2 Single stage process 
 
5.2.1 In many cases, it is appropriate for a health professional to initiate a procedure 

immediately after discussing it with the patient. For example, during an on-going 
episode of care a physiotherapist may suggest a particular manipulative technique and 
explain how it might help the patient’s condition and whether there are any significant 
risks. If the patient is willing for the technique to be used, they will then give their 
consent and the procedure can go ahead immediately. In many such cases, consent 
will be given verbally. For some procedures needing written consent, e.g. laser and 
minor eye operations the initial consultation and the procedure occur at the same visit. 

 
5.2.2 If a proposed procedure carries significant risks, it is appropriate to seek written 

consent, and health professionals must take into consideration whether the patient 
has had sufficient chance to absorb the information necessary for them to make their 
decision. As long as it is clear that the patient understands and consents, the health 
professional may then proceed. 

 
5.3 Two or more stage process 

 
5.3.1 In most cases where written consent is being sought, treatment options will normally 

be discussed well in advance of the procedure being carried out. This may be on just 
one occasion (either within primary care or in a hospital outpatient clinic), or it may 
be over a series of consultations, sometimes with a number of different health 
professionals. The consent process therefore has at least two stages: 

 

 the first stage is the provision of information, discussion of options, benefits, risks 
and initial (verbal) decision, which must be documented in the clinic letter/patients 
case notes. 

 the second stage is confirmation that the patient still wants to go ahead: this 
includes completion of a consent form. 
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5.3.2 Patients receiving elective treatment or investigations for which written consent is 
appropriate will have received their own copy of Page 2 of the consent form (the 
carbon copy) and an information leaflet which describes the benefits and risks of the 
proposed treatment. They may be invited to sign the form, confirming that they wish to 
go ahead with treatment, at any appropriate point before the procedure: in outpatients, 
at a pre-admission clinic, or when they arrive for treatment. 

 
5.3.3 If a consent form is signed before the patient arrives for treatment, a member of the 

healthcare team must check with the patient, when they arrive, whether they have any 
further concerns and whether their condition has changed. This is particularly important 
where there has been a significant lapse (for example longer than 3 months) between the 
form being signed and the procedure. See section 9.4 for more information. 

 

5.4 Seeking consent for anaesthesia 
 
5.4.1 Where an anaesthetist is involved in a patient’s care, it is their responsibility (not that of 

a surgeon) to seek consent for anaesthesia. In situations in which an anaesthetic is 
necessary for a particular patient for a procedure that would not normally require one, 
e.g. a child or an adult who cannot remain still undergoing an MRI scan, the 
anaesthetist is responsible for establishing consent. This is because the risk stems from 
the administration of the anaesthetic, rather than the procedure itself. 

 
5.4.2 During the pre-operative visit, the anaesthetist, or an appropriately trained member of 

the anaesthetic team, should discuss pertinent facts relevant to the planned 
anaesthetic technique with the patient. If this discussion covers specific additional risks 
which are not stated in the general leaflet then this must be documented in the 
anaesthetic record. 

 
5.4.3 Where the clinician carrying out the procedure is responsible for anaesthesia (e.g. 

where local anaesthesia or sedation is being used and no anaesthetist is involved), 
then he or she is responsible for ensuring that the patient has given consent to that 
form of anaesthesia. 

 
5.4.4 When general anaesthesia or sedation is being provided as part of dental treatment, the 

General Dental Council currently holds dentists responsible for ensuring that the patient 
has all the necessary information. 

 
5.5 Emergencies 
 
5.5.1 For an emergency admission, the two stages of consent (discussion of options, 

benefits, and risks; and confirmation that the patient wishes to go ahead) are typically 
sought at the same time. If the patient’s condition is so critical that consent cannot be 
safety sought or obtained then the attending clinicians should provide treatment that 
they consider being in the patient’s best interests, without explicit consent. This should 
be documented in the healthcare record. 

 
5.5.2 The urgency of the patient’s situation may limit the quantity of information that they can 

be given, but should not affect its quality. 
 

6. PROCESS FOR DOCUMENTING CONSENT 
 
6.1 It is essential for health professionals to document clearly both a patient’s agreement to 

the intervention and the discussions which led up to that agreement, including benefits 

http://www.gdc-uk.org/Pages/default.aspx
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and risks. This may be done either through the use of a consent form (with further detail 
in the patient’s notes if necessary), or through documenting in the patient’s notes that 
they have given oral consent, or both. 

 
6.2 Written consent 

 
6.2.1 Consent is often wrongly equated with a patient’s signature on a consent form. A 

signature on a form is evidence that the patient has given consent, but is not proof of 
valid consent. If a patient is rushed into signing a form, on the basis of too little 
information, the consent may not be valid, despite the signature. Similarly, if a patient 
has given valid verbal consent, the fact that they are physically unable to sign the form 
is no bar to treatment. 

 
6.2.2 The Consent Forms can be found on the Trust Intranet for viewing only, as Consent 

Forms cannot be downloaded from the Intranet to use. They need to be ordered from 
EROS. 

 

Consent Form 1 – Standard Consent form for adults/ young people with capacity to 
make decision  

 

Consent Form 2 – For parental consent for children/young people 
 

Consent Form 3 – For procedures where the patient is expected to remain alert 

throughout and where an anaesthetist is not involved in their care: for example for 
drug therapy where written consent is deemed appropriate 

 

Consent Form 4 – For adults who are unable to consent to investigation or treatment  
 

Consent Form 5 – For patients who wish to refuse blood products or blood 

components  
 

Procedure Specific Consent Forms – These forms need to ordered individually from 
the Trust Graphics department. 

 
6.2.3 Patients may, if they wish, withdraw consent after they have signed a form: the 

signature is evidence of the process of consent giving, not a binding contract. 
 

If the patient is physically unable to sign a consent form, but is able to give verbal 
consent this should be documented on the consent form and signed by two health 
professionals who have witnessed the verbal consent. 
 
It is rarely a legal requirement to seek written consent, but it is good practice to do so if 
any of the following circumstances apply: 
 

 The treatment or procedure is complex, or involves significant risks. 

 The procedure involves general/regional anaesthesia or sedation. 

 There may be significant consequences for the patient’s employment, social or 
personal life. 

 The treatment is part of a research project or programme of research 
approved by the Trust (refer to the Research Governance Pathway available 
on Trust Intranet). 

 The Mental Health Act 2007and the Human Fertilisation and Embryology 
Act1990 (HFEA) require written consent in certain circumstances. The 

consent policy for licensed treatment regulated by the HFEA is covered by a 
separate standard operating procedure in the quality manual of Fertility 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3070.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3071.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3072.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/5801.pdf
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/69439.pdf
http://www.legislation.gov.uk/ukpga/2007/12/contents
http://www.legislation.gov.uk/ukpga/1990/37/contents
http://www.legislation.gov.uk/ukpga/1990/37/contents
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Exeter. Advice relating to consent and licensed treatment may be obtained 
from the Person Responsible. 

 
6.2.4 Completed forms should be kept with the patient’s notes. Any changes to a form made 

after the form has been signed by the patient should be initialled and dated by both 
patient and health professional. A copy of the form should be given to the patient. 

 
6.2.5 It is not usually necessary to document a patient’s consent to low-risk procedures, such 

as providing personal care or taking a blood sample. However, if there is any reason to 
believe that the consent may be disputed later or if the procedure is of particular concern 
to the patient (e.g. if they have declined or become very distressed about, similar care in 
the past), it is advisable to do so. 

 
6.3 Procedures to follow when patients lack capacity to give or withhold consent 
 
6.3.1 When an adult patient does not have the capacity to give consent, this fact 

should be documented along with the assessment of the patient’s capacity; why 
the health professional believes the treatment to be in the patient’s best interests; and 
the involvement of people close to the patient. Consent Form 4 should be used (form 
for adults who are unable to consent to investigation or treatment). 

 
Assessment of capacity is decision specific, so patients may be able to consent to one 
type of medical treatment but not a more complex type of treatment.   

 
In patients who lack capacity to make decisions themselves regarding medical treatment, 
if there is a Lasting Power of Attorney (LPA) for Health and Welfare who has been 
registered with the Office of the Public Guardian then the LPA must be approached to 
give consent for any medical treatment. The LPA cannot make decisions if not registered, 
cannot make healthcare decisions unless specifically granted that right and cannot 
overturn an advance decision (ADRT) unless the person made the LPA after the advance 
decision. 

6.3.2 An apparent lack of capacity to give consent may in fact be the result of communication 
difficulties rather than genuine incapacity. Appropriate colleagues should be involved in 
making such assessments of incapacity, such as specialist Learning Disability Teams, 
Older People Mental Health Liaison Service, The Independent Mental Capacity 
Advocacy Service and Speech and Language Therapists, unless the urgency of the 
patient’s situation prevents this. If at all possible, the patient should be assisted to make 
and communicate their own decision, for example by providing information in non-
verbal ways where appropriate. If at all possible, the patient should be assisted to 
communicate their decision by: 

 Using simple words 

 Writing key words 

 Pictorial/drawing support 
 
6.3.3 You need to provide a way for the person to communicate their decision by: 

 Pointing to your written word choices 

 Pointing to your picture choices 

 Writing 

 Drawing 

 Gesture (e.g. nodding or shaking head) 
 
6.3.4 The patient will need extra time. The Healthcare Professional and the patient should keep 

a record of the discussion (which may be in the form of key written words, pictures, etc). 
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The patient can use this to: 
 

 Ask questions 

 Refer back to 

 Use as a basis to change a decision 

 
NB: The patient may already be using a communication aid – in which case, seek advice 

from a Speech and Language Therapist. 
 
6.3.5 If a patient who lacks capacity is un-befriended, i.e. has no one (apart from paid workers) 

willing or able to be consulted about the decision, a referral should be made to the IMCA 
(Independent Mental Capacity Advocate) service. Details can be found on the Trust 
Intranet. 

 

6.3.6 Occasionally, there will not be a consensus on whether a particular treatment is in an 
incapacitated adult’s best interests. Where the consequences of having or not having 
the treatment are potentially serious, a court declaration may be sought. 
To seek a court declaration: In office hours contact the Trust Solicitor – Ext. 3969. In 
urgent situations outside normal office hours, contact the on-call manager via the 
Switchboard. 

 
6.3.7 Procedure-specific consent forms are available for many procedures: a list can be found 

on the Trust’s Intranet under the A-Z ‘Consent’. 
 
6.3.8 The Trust has a standard consent template which contains core information. The 

template can be added to but nothing may be removed without prior agreement from the 
Deputy Medical Director or Medical Director. All new procedure-specific consent forms 
must be approved by the relevant Divisional Governance Group and the Health Records 
Documentation Group. 

 

7. CHILDREN AND YOUNG PEOPLE 
 
7.1 Treatment of young children 
 
7.1.1 When babies or young children are being cared for in hospital, it is not usually 

practicable to seek their parents’ consent on every occasion for every routine 
intervention such as blood or urine tests or X-rays, even though, in law, such consent is 
required. Therefore, when a child is admitted, there should be discussion with the 
child’s parent(s) or guardians about routine procedures which may be necessary to 
ensure that consent for these interventions has been given in advance. If parents 
specify that they wish to be asked before particular procedures are initiated, this must 
be done, unless the delay involved in contacting them would put the child’s health at 
risk. 

 
7.1.2 Only people with ‘parental responsibility’ are entitled to give consent on behalf of their 

children. Please note, not all parents have parental responsibility for their children (e.g. 
unmarried fathers do not automatically have such responsibility, although they can 
acquire it). If there is any doubt about whether the person with a child has parental 
responsibility for that child, this must be checked before accepting their consent. 

 
7.1.3 At 16 a young person can be presumed to have capacity to make most decisions about 

their treatment and care. As with adults, consent is valid only if it is given voluntarily by 
an appropriately informed young person capable of consenting to the particular 
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intervention. However, the refusal of a competent person age 16 – 17 may in certain 
circumstances be over ridden by either a person with parental responsibility or a court. 

 
7.1.4 When assessing capacity the same criteria should be used as for adults. If the 

individual lacks capacity the Mental Capacity Assessment will usually apply, however, it 
may be unclear, in which case further guidance should be sought. See Appendix 1. 

 
7.2 Children under 16 
 
7.2.1 A young person under 16 may have capacity to make decisions, depending on their 

maturity and ability to understand what is involved (i.e. a young person’s ability to make 
decisions depends more on their ability to understand and weigh up options, than on 
their age, Gillick 1986). However, it is considered good practice to involve the child’s 
family where possible. If a child who is considered competent or a young person 16-17 
years old refuses treatment which could lead to death or permanent severe injury, it is 
possible that the patient’s refusal to consent could be over-ruled but it is usually 
thought best to go through the courts in such situations.. Further guidance can be 

found in 0-18 years guidance: Assessing Capacity to Consent (GM, 2007). 
 
7.2.2 Parents cannot override the competent consent of a young person to treatment that 

the Health Professional considers is in their best interests. But Health Professionals 
can rely on parental consent when a child lacks the capacity to consent. 

 
7.2.3 Where consent is refused, doctors must carefully weigh up the harm to the rights of the 

child or young person of overriding their refusal against the benefits of treatment, so 
that decisions can be taken in their best interests. In these 
circumstances, involvement of other members of the multi-disciplinary team, an 
independent advocate, or a named or designated doctor for safeguarding children 
is desirable. 

 
7.2.4 Legal advice may be helpful in deciding whether an application to the court is required 

to resolve disputes about best interests that cannot be resolved informally. Contact 
details: In office hours contact the Trust Solicitor – Ext. 3969. In urgent situations 
outside normal office hours contact the on-call manager via the Switchboard or the 
Named Doctor for Safeguarding Children or on-call paediatrician via switchboard. 

 
7.3 Children Lacking Capacity 
 
7.3.1 If a child lacks capacity, consent may be obtained from a person with parental 

responsibility. Those giving consent must have the capacity to do so, be acting 
voluntarily and be appropriately informed. Even if the child lacks capacity it is good 
practice to involve the patient. The welfare principle applies in that the child’s welfare or 
“best interests” are paramount. 

 

8.  PROVISION OF INFORMATION 
 

8.1 The provision of information is central to the consent process. Before patients can 
come to a decision about treatment, they need comprehensible information about their 
condition and about possible treatments/investigations and their risks and benefits 
(including the risks/benefits of doing nothing). They also need to know whether 
additional procedures are likely to be necessary as part of the procedure, for example 
a blood transfusion, or the removal of particular tissue. They also need information 
about what will happen: where to go, how long they will be in hospital, how they will 
feel afterwards and so on. Each patient should be treated as an individual and 

http://www.nhs.uk/chq/pages/900.aspx
http://www.gmjournal.co.uk/consenting_adults_assessing_mental_capacity_30676.aspx
http://www.gmjournal.co.uk/consenting_adults_assessing_mental_capacity_30676.aspx
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therefore clinical judgement is required in terms of how much detail is exchanged. 
 

If written information is available (patient information leaflet), this should be provided 
and recorded on the consent form and in the patient’s case notes. For patients who are 
unable to sign a consent form documentation of their verbal agreement is essential and 
acceptable. 

 

8.2 Provision of information for patients whose first language is not English 
 
8.2.1 The Trust is committed to ensuring that patients whose first language is not English 

receive the information they need and are able to communicate appropriately with 
healthcare staff. It is not appropriate to use children to interpret for family members who 
do not speak English. The Patient Liaison Service has or can obtain patient information in 
a number of languages and can access translation services as necessary. Please refer to 
the Trust’s Interpretation and Translation policy available on the Trust intranet 

 
8.2.2 Whilst some carers, relatives and friends may be able to interpret, staff must be aware 

that interpretation undertaken by people involved with the patient may be distorted (due 
to over-protectiveness, bias, conflicting interests, or lack of understanding of the clinical 
language) and may not be an appropriate way of communicating confidential 
information. For this reason, carers, relatives and friends should not normally be asked 
to interpret. 

 
8.2.3 Details of sources of patient information available in the Trust are listed in Appendix 2. 
 

9.  WHO IS AUTHORISED TO OBTAIN CONSENT 
 
9.1 Responsibility 
 
 The health professional carrying out the investigation/procedure is ultimately responsible 

for ensuring that the patient is genuinely consenting to what is being done: they will be 
held responsible in law if this is challenged later. 

 
9.2 Completing consent forms 
 
9.2.1 The standard consent form provides space for a health professional to provide specific 

information to patients and to sign confirming that they have done so. The health 
professional providing the information must be competent to do so: either because 
they themselves carry out the procedure, or because they have received specialist 
training in advising patients about this procedure, have been assessed, are aware 
of their own knowledge limitations and are subject to audit. Please refer to 
Appendix 3. 

 

9.2.2 If the patient signs the form in advance of the procedure (e.g. in outpatients or at a pre-
assessment clinic), a health professional involved in their care should sign the form on 
the day of the procedure, to confirm that the patient still wishes to go ahead and has 
had any further questions answered. It is appropriate for any member of the healthcare 
team (e.g. a nurse admitting the patient for an elective procedure) to provide this 
confirmatory signature, as long as they have access to appropriate colleagues to 
answer any questions they cannot handle themselves. 

 

http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/3812.pdf
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9.2.3 It is not usual for F1 Doctors to obtain written consent (but they can confirm consent). 
There are exceptions to this where F1s take verbal or written consent for investigations 
which they themselves perform. 

 
9.3 Involvement of Medical Students 
 
9.3.1 Verbal consent should be obtained or confirmed prior to consultations involving 

medical students. If at any time a patient expresses their wish for the medical 
student not to be involved, this wish must be respected. 

 
9.3.2 Under no circumstances should a medical student perform an intimate examination on 

a patient alone. In all circumstances, examinations of this nature should be under the 
supervision of a clinician, either of a training grade or consultant. A chaperone may also 
be present. For intimate examinations, no more than one medical student should 
undertake the examination. 
A medical student may only carry out an intimate examination on an anaesthetised 
patient where the patient has provided valid and explicit consent, in advance, in writing, 
for the medical student to perform the examination. 

 
 

10. REFUSAL OF CARE/ INVESTIGATION/ TREATMENT 
 
10.1 If the process of seeking consent is to be a meaningful one, refusal must be one of the 

patient’s options. An adult patient is entitled to refuse any treatment, except in 
circumstances governed by the Mental Health Act 2007. The situation for children is more 
complex: see the Department of Health’s Seeking consent: working with children for more 
detail. The following paragraphs (10.2 – 10.6).apply primarily to adults.  

 
10.2 If, after discussion of possible pathway of care, a patient refuses all treatment, this fact 

should be clearly documented in their notes. If the patient has already signed a consent 
form, but then changes their mind, the health care professional taking consent (and 
where possible the patient) should note this on the form. 

 
10.3 It may be of value for another health professional to “witness” the refusal and also record 

this in the patient’s notes with all appropriate signatures, and dated. 
 

10.4 When a patient has refused a particular intervention within the pathway of care, all other 
appropriate care to which they have consented should nevertheless be provided. The 
patients’ right to refuse treatment must always be respected and care should not be 
compromised in any way (other than that inevitably resulting from not having received 
that treatment offered but declined by the patient) because of the refusal of what is 
offered. Patients should be reassured that they are free to change their mind and 
accept care if they later wish to do so. When delay may affect their care, they should be 
advised accordingly. This should be documented clearly in their notes. 

 
10.5 Legally any adult patient (16 years or over), who has the necessary mental capacity to do 

so is entitled to refuse treatment, even if refusal will result in their death. No other person 
is legally able to consent to treatment for that adult or to refuse treatment on that person’s 
behalf. 

 
10.6 If a patient consents to a particular procedure but refuses certain aspects of the 

intervention, the health professional must explain to the patient the possible 
consequences of their partial refusal. If it is genuinely believed that the procedure cannot 
be safely carried out under the patient’s stipulated conditions, the health professional is 

http://www.legislation.gov.uk/ukpga/2007/12/contents
http://webarchive.nationalarchives.gov.uk/%2B/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4007005
http://webarchive.nationalarchives.gov.uk/%2B/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4007005
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not obliged to perform it. However all other appropriate care must be given. Where 
another health professional believes that the intervention can be safely carried out under 
the conditions specified by the patient, the health professional must on request be 
prepared to transfer the patient’s care to that health professional. Refusal to receive an 
intervention from a particular health professional, as opposed to the intervention per se, is 
a different matter and needs to be clearly recorded in the patient’s notes and the matter 
referred to the Divisional Associate Medical Director 

 
10.7 Advance directives and Living Wills 
 
10.7.1 Patients may have a “Living Will” or “Advance Decision to Refuse Treatment (ADRT)” 

specifying how they would like to be treated. While professionals cannot be required by 
an ADRT to provide particular treatments (which may be inappropriate) an advance 
refusal of treatment, which is valid and applicable to subsequent circumstances in which 
the patient lacks capacity, is legally binding. An advance decision to refuse treatment is 
valid if made voluntarily by an appropriately informed person with capacity. Failure to 
respect such an advance refusal can result in legal action against the practitioner. Please 
see the Trust’s Advanced Decision to Refuse Treatment Policy for more information 

 

11.  HUMAN TISSUE 
 
11.1 The Human Tissue Act (HT Act) 2004, sets out a legal framework for the storage and use 

of tissue from the living; and the removal, storage and use of tissues and organs from the 
dead. This includes residual tissue following clinical and diagnostic procedures. 

 
11.2 At present, this Trust requires that patients should be given the opportunity to refuse 

permission for tissue taken from them during surgery or other procedures to be used for 
education or research purposes. Further information is available from Research and 
Development on 01392 406075. 

 
11.3 Explicit consent is not necessary for public health surveillance using the unlinked 

anonymous method e.g. for blood testing, but a well-publicised opt-out policy must apply. 
Debates in the late 1980s and early 1990s demonstrated the opposing views of those 
who were concerned about patient consent and those who felt that the priority was to 
control what was seen as an epidemic, Consent is not needed for coroner’s post 
mortems. 

 
11.4 Objections to the use of tissue removed during the course of a procedure for public health 

surveillance should be documented on the consent form in the Patient/Parent Statement 
section. 

 
11.5 Consent IS needed for storage and use of tissue for: 

 Obtaining scientific or medical information about a person which may be relevant to 
any other person (now or in future), e.g. paternity testing or testing for a genetic 
disorder 

 Consent is not required for research for an ethically approved project where the 
tissues are anonymised 

 Transplantation 

 Research 

 Public display 
 

11.6  Consent is NOT needed for storage and use of tissue for: 

 Education or training – e.g. teaching medical students, trainees in pathology or 

http://ian.exe.nhs.uk/welcome/directorates/child-womens-health-1/safeguarding-adults-at-risk-including-the-mental-capacity-act/
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/2512.pdf
http://www.legislation.gov.uk/ukpga/2004/30/contents
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other specialties 

 Performance assessment/assurance – e.g. slides may be used in external 
quality schemes to test pathologists competence in reporting 

 Quality Assurance – Internal, e.g. as control sections for certain stains such as 
Ziehl Neelsen for Tuberculosis (TB) 

 Quality Assurance – External, e.g. anonymised cases sent to teaching sets for 
external quality assurance 

 Public Health Monitoring 

 Clinical Audit 
 
11.7 Consent becomes necessary for any of the reasons listed above if the person is 

deceased. 
 
11.8 Consent is not normally needed for the purposes listed in 11.6 when the patient is alive, 

but it is good practice to make patients aware of them when consenting. If the patient is 
deceased consent is always required from the next of kin. 

 
11.9 Consent for organs should be sought by Specialist Nurses in Organ Donation employed 

by NHS Blood and Transplant (NHSBT) and tissues via NHSBT, although other staff may 
request organ donation. 

 

11.10 Information that should be given 
 
11.10.1To give consent, patients (or their parent/person with parental responsibility) must 

understand the nature and purpose of what is proposed and be able to make a 
balanced judgement. They should be told of any ‘material’ or ‘significant’ risks inherent 
in the way the organs or tissue sample will be obtained, how the tissue will be used and 
any possible implications of its use, e.g. genetic tests. 

 
11.10.2 If identifiable tissue is to be used for research or audit purposes, patients should be 

told about any implications this may have. For example, they may be contacted by 
researchers/auditors, given feedback, or asked for access to their medical records. 
Patients should be told whether the consent is generic (i.e. for use in any future 
research project approved by a Research Ethics Committee) or specific. 

 

11.11 Form of consent 
 

11.11.1The validity of consent does not depend on the form in which it was given. The 
information required and the manner in which consent is taken and recorded can vary 
depending on the particular circumstance. Consent may be expressed verbally or non-
verbally, for example when a patient holds out an arm for blood to be taken after receiving 
appropriate information. 

11.11.2When consent is obtained for future storage or use of samples, but the consent itself is 
not in writing, an appropriate note should be kept of the fact that consent has been given, 
and for what purpose(s). This should be entered in the patient record, the laboratory 
records, or both. 

 

11.12 Consent from adults with capacity for Human Tissues 

 
11.12.1If an adult has capacity only they are permitted to give consent. The Human Tissue Act 

allows residual tissue samples left over following a diagnostic or therapeutic 
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intervention to be disposed of lawfully. However, residual tissue is often an important 
source of material for research and surgical consent forms may include an agreement 
to the use of such tissue for purposes such as research, audit, quality assurance, 
education and training. 

 
11.12.2At the present time, the Trust’s consent forms do not include a specific prompt 

question for making patients aware of the use of tissue for purposes such as 
research, audit, quality assurance, education and training. However, staff taking 
consent must include this in their discussion with patients, when it is relevant. 

 
11.12.3Tissues and organs should be disposed of in accordance with the written wishes of 

either the deceased person in life or a person in a qualifying relationship as defined 
by the Human Tissue Act. 

 
11.13 Consent from adults who lack capacity 
 
 This should be approached on the same basis as considerations of competency to 

consent for medical procedures. While the basis for considering whether an adult has 
capacity to consent to the use of removed tissues is the same, the conclusion could differ 
as some people might have the capacity to make some decisions but not others. Please 
refer to Section 6. 

 

11.14 Consent from children 

 

11.14.1 In the Human Tissue Act a child is defined as being a person under 18 years old. 
Children may consent to a proposed medical procedure or the storage and use of their 
tissue if they are competent to do so. A child’s parent or person who has parental 
responsibility for the child can consent on his/her behalf only if the child: 

 Is not competent to do so, or 

 Chooses not to make that decision 
 

11.14.2 It is good practice to consult the child’s parents and to involve them in the process of the 
child making a decision. It is also important to make sure that a child has consented 
voluntarily and has not been unduly influenced by anyone else. 

 
11.15 Hospital Post Mortems 

 
11.15.1 The Human Tissue Authority – Code of Practice – Consent states that anyone seeking 

consent for a hospital post mortem examination should be sufficiently senior and well 
informed, with a thorough knowledge of the procedure. They should have been trained 
in the management of bereavement and in the purpose and procedures of post mortem 
examinations and they should have witnessed a post mortem examination. 

 
11.15.2 At this Trust it has been agreed that consent for hospital post mortem examinations on 

adults should be sought by trained Mortuary staff and designated Histopathology 
consultants and by Obstetric/ Neonatal/ Paediatric consultants for children and babies. 
All staff seeking consent for hospital post mortems will be required to undertake training 
and assessment by the individual designated in the Human Tissue Authority licence 
under whose supervision the licensed activity is authorised to be carried out. An 
assessment of competence framework for this training is currently being developed. 

 

http://www.legislation.gov.uk/ukpga/2004/30/contents
https://www.hta.gov.uk/sites/default/files/HTA%20Code%20A_1.pdf
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11.15.3 For information regarding obtaining consent for hospital post mortems on adults 
please contact the Mortuary on extension 3060 or on extension 6576 for children and 
babies. Copies of the Trust’s request for Hospital Post Mortems can be found on the 
Trust’s Intranet site under ‘Mortuary.’ 

 

12. BLOOD TRANSFUSION 
 
12.1 The reason for the transfusion must be clearly recorded in the patient’s notes. If no 

discussion with the patient has taken place, this must also be documented together 
with the reasons.  

 
12.2 Patients should be given the appropriate patient information leaflet as soon as possible, 

prior to blood transfusion. These leaflets are available on the wards/departments or 
from Health Information Centre (located in the main concourse) or from the Transfusion 
Practitioner. 

 
12.3 If blood transfusion is given in an emergency situation without the patient’s knowledge, 

then they must be informed about it prior to discharge from hospital. This should be 
documented. 

 
12.4 Any adult with capacity has the right to refuse blood. Jehovah’s Witnesses are the most 

well-recognised group of individuals who may refuse blood component or product 
support. Further information and consent forms can be found in the ‘Policy for Patients 
who Refuse Blood Components or Products’ on the Trust intranet. 

 

13. THE USE OF UNLICENSED MEDICINES OR MEDICINES FOR UNLICENSED 
INDICATIONS 

 
13.1 The use of medicines outside the terms of their Marketing Authorisation (MA) (‘off- 

label’) is frequently required in hospital, in particular in children. In addition, medicines 
are sometimes used that do not have a MA in the UK (‘unlicensed’). 

 
13.2 When the medicine is used in the context of well recognised practice, prescribers are 

not generally required to take additional steps to obtain consent for the use of 
unlicensed or off label medicines beyond those steps taken when prescribing licenced 
medicines. 

 
13.3 When the medicine is used outside recognised practice it is advisable to seek and 

document specific consent. 
 

14. CLINICAL PHOTOGRAPHY AND CONVENTIONAL OR DIGITAL VIDEO 
RECORDINGS 

 

14.1 It is essential to obtain consent to make a photographic or video recording. Levels of 
consent depend on the purpose and usage. For full details of the specific consent 
process to be followed please refer to the Trust’s Photography and Video Recording of 
Patients: Policy and Procedure for the Capture and Storage of all Images/Recordings 
of Patients, which can be found on the Trust’s Intranet site 

 

15. TRAINING 

15.1 It is the responsibility of the Divisional Management Teams, Clinical Leads and 

http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4975.pdf
https://hub.exe.nhs.uk/a-z/policies-trust-wide/
https://hub.exe.nhs.uk/a-z/policies-trust-wide/
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4096.pdf
http://hub.exe.nhs.uk/_resources/assets/attachment/full/0/4096.pdf
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Departmental Heads to ensure that all staff in their areas who are involved in the 
process of seeking consent are familiar with the procedures and documentation and 
have received the appropriate training. 

 

15.2 Generic Consent Training 

15.2.1 With the exception of Consultants (see Section 15.2.4), all medical and non-medical 
clinicians who take informed consent from patients should be able to evidence that 
they have undertaken an appropriate form of consent training 

 
15.2.2 New Junior Doctors will undertake consent training as part of their e-induction 

package. All other medical and non-medical clinicians will complete the national e- 
learning Patient Consent Training available via the ESR system. 

 
15.2.3 It is the responsibility of Associate Medical Directors, in conjunction with Clinical 

Leads, for ensuring that any person who consents a patient but who is not capable of 
performing the procedure has procedure specific training and is assessed as 
competent before doing so. The evidence for this is completion of the Staff 
Competency Checklist in Appendix 3 which must be completed, one copy to the 
Divisional Governance Manager and one retained by the specialty Clinical Lead. 

 
15.2.4 Consultants will be subject to a Grandfather clause and will not be expected to 

undertake the national e-learning package. However, they must complete and sign the 
Declaration Form at Appendix 4 to confirm that they have read the policy and have not 
identified any further training needs. This form should be retained by the Divisional 
Governance Manager/Clinical Lead/Associate Medical Director. Newly appointed 
consultants must be able to evidence that they have completed the e- learning Patient 
Consent Training. 

 

15.3 People who take consent but are not capable of performing the procedure 

 
15.3.1 The health professional performing the procedure is responsible at all times for 

ensuring the patient has consented properly. This principle applies equally when the 
process of obtaining consent has been delegated to another individual who is not 
capable of carrying out the procedure but has received procedure specific training to 
enable them to provide the information the patient needs in coming to a decision. 

 
15.3.2 Health professionals must have access to appropriate colleagues when they feel 

unable to provide all the necessary information required for informed, valid consent. 
 
15.3.3 It is essential that if an individual feels they are being pressurised to seek consent 

when they do not feel competent to do so this must be brought to the attention of the 
Consultant responsible for the patient’s care or the Divisional Associate Medical 
Director. 

 

16.  ARCHIVING ARRANGEMENTS 
The original of this policy will remain with the author. An electronic copy will be 
maintained on the Trust Intranet Hub.  Archived electronic copies will be stored on the 
Trust's “archived policies” shared drive, and will be held indefinitely.  
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17. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE 
POLICY  

 
17.1 To evidence compliance with this policy, the following elements will be monitored: 
  

 
What areas need to be 

monitored? 
 

 
How will this be 

evidenced? 

 
Where will this be 
reported and by 

whom? 

Does the consent form include 
the correct patients name, 
hospital number/NHS number, 
date of birth 

Consent form Medical Director and 
Governance and Patient 
Safety Lead, Surgical 
Services will audit a 
representative cross 
organisational sample of 
consent forms of patients 
who have undergone an 
elective procedure to 
ensure that this policy 
has been adhered to and 
a formal report will be 
written and presented at 
the Safety & Risk 
Committee. 

Is the patients signature 
present, printed and dated 

Consent form 

Is the healthcare 
professionals signature, 
present, printed and dated  

Consent form 

Is the healthcare professionals 
job title recorded 

Consent form 

Are the healthcare professionals 
contact details recorded 

Consent form 

Process for obtaining consent 
has been followed 

Consent form / 
patients hospital notes 
(history sheets & 
outpatient letter) 

Process for documenting the 
discussion and provision of 
information to patients 

Consent form / 
patients hospital notes 
(history sheets & 
outpatient letter) 

Where required, that evidence 
of the completion of Consent 
Training is provided 

ESR 

Process for identifying staff that 
take consent but are not 
authorised to perform the 
procedure 

Staff competency 
checklist (Appendix 3) 

Process to ensure that all 
consultants have signed a copy 
of the declaration that they have 
read and accept the revised 
policy, but do not require further 
training 

Declaration form 
(Appendix 4) 
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APPENDIX 1: GUIDANCE ON CONSENT 

 
 

The Department of Health has issued a number of guidance documents on consent, and 
these should be consulted for advice on the current law and good practice requirements in 
seeking consent. Health professionals must also be aware of any guidance on consent 
issued by their own regulatory bodies. 

 

 The Department of Health’s Reference Guide to Consent for Examination or Treatment 

provides a comprehensive summary of the current law on consent, and includes 

requirements of regulatory bodies such as the General Medical Council where these are 

more stringent. Copies are available may be accessed on the Internet at 

www.doh.gov.uk/consent 

 

 12 key points on consent: the law in England has been distributed widely to health 

professionals working in England. This document summarises those aspects of the law 

on consent which arise on a daily basis (please see Page 3). Further copies are 

available from www.doh.gov.uk/consent. 

 

 Specific guidance, incorporating both the law and good practice advice, is available for 

health professionals working with children, with people with learning disabilities and 

with older people. Copies of these booklets are available on the Internet at 

www.doh.gov.uk/consent. 

 

 Human Tissue Authority – Code of Practice – Consent provides guidance to ensure that 
effective communication is undertaken with bereaved families. A copy of this guidance 
can be found on the Internet at www.hta.gov.uk/. The Royal Colleges and associations 
i.e. NMC and BSG also have guidance on consent 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643
http://www.doh.gov.uk/consent
https://www.hta.gov.uk/sites/default/files/HTA%20Code%20A_1.pdf
http://www.hta.gov.uk/
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APPENDIX 2: SOURCES OF PATIENT INFORMATION AVAILABLE WITHIN THE TRUST 

 
The Patient Advice and Liaison Service (PALS) and Health Information Centre (HIC) in 
the main concourse of the Wonford site provides patient information on most health topics in 
a variety of formats, including leaflets, videos, fact sheets, booklets, on-site access to the 
internet and verbal advice from trained staff. The HIC also has a small reference library and a 
directory of national and local support groups. The HIC can readily access materials for those 
who, for reasons of disability or otherwise, would not find printed information particularly 
accessible. Any printed information can be transcribed into Braille if required. 
The HIC can be contacted on (01392) 402071. 

 

Advice on patient advocacy can be obtained through the Patient Advice and Liaison Service 
(PALS). 

 
Provision for patients whose first language is not English 

 
The Trust is committed to ensuring that patients whose first language is not English receive 
the information they need and are able to communicate appropriately with healthcare staff. It 
is not appropriate to use children to interpret for family members who do not speak English. 
The Patient Liaison Service has or can obtain patient information in a number of languages 
and can access translation services as necessary. Please refer to the Trust’s Interpretation 
and Translation policy available on the Trust intranet. 

 
Access to more detailed or specialist information 

 
Patients may sometimes request more detailed information about their condition or about a 
proposed treatment than that provided in general leaflets. This Trust has made the following 
arrangements to assist patients to obtain such information: 

 
In the first instance requests for further information should be directed to the appropriate 
clinical staff who will often be best placed to provide the information required. 

 

The HIC are able to offer advice on further sources of more detailed information to staff and 
to patients where they have access to NHS Direct Online and the National Electronic Library 
for Health, and links with local medical libraries. 

 
The HIC offers assistance to patients, relatives and carers to guide them to the appropriate 
source of information on an individual basis. They can be found in the PALS and HIC in the 
Trust’s main concourse. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Consent for Examination or Treatment Policy 
Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 27 of 31 

APPENDIX 3: STAFF COMPETENCY CHECKLIST 
 
Staff Competency Checklist for Healthcare Professionals and Junior Doctors with 
authority to take Informed Consent but who are not trained to carry out the procedure 
 
 
Name of Health Professional:      
 
Grade of Health Professional:  GMC/ NMC/ Registration PIN No:    
 
Division:   
 
Name of Consultant responsible: 

 

I am satisfied I am able to: 

 

YES 

 

NO 
a) Understand the Trust’s Consent Policy, the consent process, and the law 

relating to it 

☐ ☐ 

b) Recognise the importance of informed consent ☐ ☐ 

c) Recognise the importance of the patient being able to ask questions and seek 
appropriate help when necessary 

☐ ☐ 

d) Recognise the right of the patient to refuse consent ☐ ☐ 

e) Understand what to do in the case of a patient who, in the opinion of the health 
professional, is unable to understand the procedure and is thus unable to give 
consent 

☐ ☐ 

f) Understand the risks, benefits, and alternatives for the procedures for which I 
take consent and feel adequately trained 

☐ ☐ 

I can confirm that I have undertaken the relevant Consent e-Learning package ☐ ☐ 

 

PLEASE LIST ALL PROCEDURES FOR WHICH YOU ARE DEEMED COMPETENT TO TAKE 
CONSENT: 

 

 

 

 

 

 
 

Any procedures listed above must be discussed with the specialty lead or educational 
supervisor before you can continue obtaining consent for them. 

 

COMMENTS: 
 

Signature of Consultant:  Date:  

Please print name: 

 

Signature of Healthcare Professional:  Date:  

Please print name: 

 

One copy to be retained by Clinical Lead. One copy to be forwarded to Divisional 
Governance Lead 
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APPENDIX 4: DECLARATION FORM 
 
 

CONSENT POLICY DECLARATION FORM FOR CONSULTANTS 
 
 

I confirm that I have read and understand the Consent policy and that I have 

not identified any further training needs 

 
 

 
 

Name 
  

Signature 
 

 

Job title 
  

Date 
 

Department/ 

Specialty 

  

Division 
 

 
 

Please return this form to the: 
 
 

Divisional Governance Manager/ Clinical Lead/ Associate Medical Director. 
 
 



 

Consent for Examination or Treatment Policy 

Ratified by:  Safety and Risk Committee 29/07/2019 
Review date:  June 2020   Page 29 of 31 

APPENDIX 5: COMMUNICATION PLAN 

        
 

COMMUNICATION PLAN 
 

The following action plan will be enacted once the document has gone live. 
 

Staff groups that need to have 
knowledge of the policy 

All clinical staff, Divisional Management Teams, 
Governance Managers  
 

The key changes if a revised policy Routine update into new template 
Change of Author  
Section 6.3.8 – change to wording to remove role 
of Head of Governance and replace with DGG 
process for procedure specific consent forms 
Updating of job titles and hyperlinks 

The key objectives This policy sets out standards and procedures to 
obtain patient consent for investigation and 
treatment which aim to ensure that health 
professionals are able to comply with Department 
of Health guidance and current legislation  
 

How new staff will be made aware of 
the policy and manager action 

Cascade by email from manager, induction 
process  

Specific Issues to be raised with staff Clinical staff should be made aware of the 
policy/strategy.  
Particular attention should be drawn to the 
Montgomery v Lanarkshire Health Authority case 
in 2015 and the training/competency/declaration 
requirements  

Training available to staff Consent Training is delivered centrally via an E 
Learning package which can be accessed via the 
Electronic Staff Record (ESR) link on the Trusts 
Intranet Site; Completion of the E Learning 
package automatically updates the Trusts ESR. 
Newly appointed Junior Doctors will undertake 
Consent Training as part of their e-Induction 
package.  

Any other requirements None  

Issues following Equality Impact 
Assessment (if any) 

No negative impacts, 3 relevant impacts  

Location of hard / electronic copy of 
the document etc. 

The original of this policy will remain with the 
author. An electronic copy will be maintained on 
the Trust Intranet Hub.  Archived electronic 
copies will be stored on the Trust's “archived 
policies” shared drive, and will be held 
indefinitely. 
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APPENDIX 6:  EQUALITY IMPACT ASSESSMENT TOOL 
 

Name of document Consent for Examination or Treatment 

Policy 

Division/Directorate and service area Surgical Services Division 

Name, job title and contact details of 

person completing the assessment 

 Mark Stott, Governance and Patient 

Safety Lead, Surgical Services 

Date completed: 18/06/2019 

 

The purpose of this tool is to: 
 identify the equality issues related to a policy, procedure or strategy 
 summarise the work done during the development of the document to reduce 

negative impacts or to maximise benefit 
 highlight unresolved issues with the policy/procedure/strategy which cannot be 

removed but which will be monitored, and set out how this will be done. 

 
1. What is the main purpose of this document? 

This policy sets out the standards and procedures in the Royal Devon and Exeter NHS 
Foundation Trust which aim to ensure that health professionals are able to comply with 
the guidance. While this document is primarily concerned with healthcare, social care 
colleagues should also be aware of their obligations to obtain consent before providing 
certain forms of social care, such as those that involve touching the patient or client. The 
Department of Health has issued a range of guidance documents on consent and these 
should be consulted for details of the law and good practice requirements on consent. 

 
2. Who does it mainly affect?  (Please insert an “x” as appropriate:) 

Carers ☐ Staff ☒  Patients ☒ Other (please specify)      

  
3. Who might the policy have a ‘differential’ effect on, considering the “protected 

characteristics” below? Please insert an “x” in the appropriate box (x) 

 
3. Apart from those with protected characteristics, which other groups in society 

might this document be particularly relevant to… (e.g. those affected by 
homelessness, bariatric patients, end of life patients, those with carers etc.)?  

 

Protected characteristic Relevant Not relevant 

Age ☒ ☐ 

Disability ☒ ☐ 

Sex -  including: Transgender,  

and Pregnancy / Maternity 
☐ ☒ 

Race ☒ ☐ 

Religion / belief ☐ ☒ 

Sexual orientation – including: 

Marriage / Civil Partnership 
☐ ☒ 
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Patients with disabilities – Patients who lack capacity to give consent, on the grounds of 
mental impairment, could be asked to give consent inappropriately, or others could be 
asked to give consent on their behalf  

 

4. Do you think the document meets our human rights obligations?    ☒ 

Feel free to expand on any human rights considerations in question 6 below.  
 

A quick guide to human rights: 

 Fairness – how have you made sure it treat everyone justly? 

 Respect – how have you made sure it respects everyone as a person? 

 Equality – how does it give everyone an equal chance to get whatever it is 
offering? 

 Dignity – have you made sure it treats everyone with dignity? 

 Autonomy – Does it enable people to make decisions for themselves? 

 
6. Looking back at questions 3, 4 and 5, can you summarise what has been done 

during the production of this document and your consultation process to 
support our equality / human rights / inclusion commitments?  

  

1.) Best Practice Mental Capacity Act – confirms the support mechanisms available for 
such patients and the legal requirements around their consent which concerns that may 
be relevant to equality or human rights were considered during the creation of this 
policy/procedure/strategy 
2.) Age (Children) – Children may be inappropriately asked to give consent or parental 
consent may be assumed to be essential – consulted with Associate Director of Nursing  
for Specialist Services as well as Nurse Consultant Safeguarding on Gillick Competency 
and Fraser Guidelines  
3.) Age – elderly - Patients with temporary confusion may be inappropriately asked to 
give consent , or others may be inappropriately asked to give consent on their behalf  
4) Race – patients whose first language is not English may struggle to give informed 
consent if they do not understand what is being explained to them. The Trust has a 
range of support throughout the Trust for such patients, such as translation services & 
some patient information leaflets in other languages and there is a willingness to 
develop more patient information leaflets in different languages 

 

7. If you have noted any ‘missed opportunities’, or perhaps noted that there 
remains some concern about a potentially negative impact please note this below and 
how this will be monitored/addressed. 

 

“Protected characteristic”:  None 

Issue:  

How is this going to be monitored/ 

addressed in the future: 

 

Group that will be responsible for 

ensuring this carried out: 
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