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Document control 
 

Policy reference CP08 

Category Clinical  

Strategic objective To provide outstanding care for our patients 

 

Author: Dr Ray Smith, Consultant Anaesthetist 

Version: 6 

Status Final 

Supersedes: Version 5 

Executive Lead: Medical Director  

Approval Committee: Safer Procedures Group & Clinical Audit & Effectiveness sub 
Committee 

Ratified by:  Dr Bryan Gill, Medical Director 

Date ratified: 19/12/2018 

Date issued: 20/12/2018 

Review date: January 2021 

 

Target audience All staff required to obtain consent 

Summary This Consent policy sets out the standards and procedures in 
Bradford Teaching Hospitals Foundation Trust (BTHFT) which 
aim to ensure that health professionals are able to comply 
with the Department of Health 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. 
 

Changes since last 
revision 

Implications of the Electronic Patient Record (EPR) for 
Consent have been added to the Policy. 
EPR was introduced into BTHFT in 2017. The principles 
underpinning consent outlined in this policy remain 
unchanged, especially regarding a 2 stage consent process 
with discussion of all treatment options prior to admission. 
However, because of the reduced reliance on paper notes, it 
is recognized, that completion of a physical paper consent 
form in outpatients prior to admission is not always practical. 
As stated above, discussion should still be undertaken prior to 
admission, with this documented on EPR. The appropriate 
physical consent form can then be completed upon 
admission. 
 

Monitoring arrangements Incidents relating to consent issues are reported via the Datix 
on-line incident reporting system  
 

Training requirements Consultant medical staff in conjunction with Divisional Clinical 
Directors/Divisional General Managers will ensure that all staff 
required to obtain consent are conversant with the procedures 
they will be obtaining consent for, understand the risks 
involved, and will have been trained and assessed as 
competent to do so  

Equality Impact 
Assessment 

This policy has been developed and reviewed in compliance 
with equality legislation  

 



3  

Contents 

  Page 

1 Introduction 4 

2  Purpose and Scope of the Policy 4 

3 Objectives 4 

4 Roles & Responsibilities  4 

5 Where the health professional obtaining consent is not capable of performing the 
procedure 

5 

6 What consent is – and isn’t 6 

7 Guidance on consent  6 

8 Documentation  7 

9 Written consent  7 

10 Consent forms  8 

11 Local specialty consent policies  8 

12 When should consent be sought 9 

13 Who is responsible for seeking consent 9 

14 The process of obtaining consent  9 

15 Emergencies  11 

16 Procedures to follow when patients lack capacity to give or withhold consent  11 

17 Seeking consent for anaesthesia  13 

18 Treatment of young children  13 

19 Provision of information 14 

20 Provision for patients whose first language is not English  15 

21 Access to more detailed or specialist information 15 

22 Pre-admission signing of consent form  15 

23 Refusal of treatment and withdrawing/withholding treatment 15 

24 How to seek a court declaration 16 

25 Tissue  16 

26 Clinical photography and video recording of patients  20 

27 Consent training 21 

28 Impact Assessment 22 

29 Duty of Candour which includes Being Open Framework 23 

30 Patient and Public Involvement 23 

31 Key Performance Indicators – Monitoring this policy 23 

Associated Documentation and References  

Appendix A 12 Key points on consent: the law in England 24 

Appendix B List of Approved Procedures Suitable for Delegated Consent at Junior Doctor Level 
(FY1- CT/ST2)  

26 

Appendix C Consent form 1 32 

 Consent form 2 36 

 Consent form 4 40 

Appendix D BTHFT procedure specific consent forms 47 

Appendix E Mental Capacity Act 2005 - Summary 50 

Appendix F Implications of the Montgomery decision for the practice of taking consent in BTH 55 

Appendix G Treatment of children and young people  60 

Appendix H Patient information leaflet – ‘Consent – it’s up to you’ 61 

Appendix I Withdrawing and withholding life-prolonging treatment 64 

Appendix J E-learning consent modules 65 

 

 

 

 

 

 

 



4  

1. Introduction 
  

While there is no English statute setting out the general principles of consent, case law 
(‘common law’) has established that touching a patient without valid consent may 
constitute the civil or criminal offence of battery. Further, if healthcare professionals (or 
other healthcare staff) fail to obtain proper consent and the patient subsequently 
suffers harm as a result of treatment, this may be a factor in a claim of negligence 
against the healthcare professional involved. Poor handling of the consent process 
may also result in complaints from patients through the NHS complaints procedure or 
to professional bodies. 
 
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 (see www.dh.gov.uk).  
Appendix A details the 12 Key points of Consent: the Law in England.  
 

2. Purpose and scope of the Policy 
This Consent policy sets out the standards and procedures in Bradford Teaching 
Hospitals Foundation Trust (BTHFT) 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 has been developed using the national template outlined in the Good 
Practice in Consent Implementation Guide (DH 2001), and the Reference Guide to 
Consent for Examination and Treatment (2nd edition, DH 2009) available from the 
Department of Health. The policy has been updated in line with recent policy and 
guidance particularly in relation to procedures to follow when patients lack capacity 
and encompassing the impact of the Mental Capacity Act 2005, and in relation to 
recent case law (Montgomery V Lanarkshire Health Board 2015). 
 

3. Objective 
This policy should be read and used in conjunction with the Foundation Trust’s Correct 
Procedure Protocol. 

 

4. Roles  and Responsibilities 
 

4.1. Chief Executive 
 

 To ensure that there is a comprehensive policy in place for consent. 

 To nominate a lead Executive Director with responsibility for consent. 
 

4.2. Medical Director 
 

 To be responsible for the development and implementation of the Consent Policy. 

 To be responsible for notification to the GMC of incidents where a practitioner has 
obtained consent without authorisation to do so. 

 
4.3. Divisional Clinical Directors/Divisional General Managers 

 

 To be responsible for ensuring staff within their area of responsibility are made 
aware of this reviewed policy. 

 To ensure that the policy is implemented within their areas of responsibility. 
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 To ensure the development of local consent policies.  

 To review and implement local consent policies. 

 To ensure arrangements are in place within the Division to ensure training in 
consent and assessment of competency is effectively implemented. 

 To be responsible for notifying the Medical Director of incidents where a practitioner 
has obtained consent without authorisation to do so. 

 
4.4. Consultant Medical Staff 

 

 To ensure compliance with all aspects of the consent policy within their clinical 
practice. 

 To contribute to the review of local consent policies where relevant. 

 To contribute to the development and delivery of education and assessment of 
competence for consent. 

 To ensure the implementation of the consent policy within their clinical teams. 
 

4.5. Heads of Departments/Clinical Service Managers 
 

 To work with Consultant colleagues to review the local consent policies. 

 To work with Consultant colleagues to ensure robust mechanisms are in place for 
the education of staff in relation to consent. 

 To ensure robust mechanisms are established for ensuring the competence of 
junior medical staff and other professional staff involved in consent. 

 
4.6. All Staff involved in Consent 

 

 To ensure that they obtain consent in line with the guidance, standards and 
procedures as laid down in this Policy.  

 To ensure that if they are obtaining consent, but are not capable of performing the 
procedure, they have had sufficient training to enable them to provide the patient 
with the necessary information. 

 To ensure that when they require colleagues to seek consent on their behalf they 
are confident that the colleague is competent to do so. 

 To work within their own competence and not to agree to perform tasks which 
exceed that competence. 

 
4.7 Responsibility of health professionals 

 
 It is the health professional’s own responsibility: 

 to ensure that when they require colleagues to seek consent on their behalf 
they are confident that the colleague is competent to do so; and 

 to work within their own competence and not to agree to perform tasks which 
exceed that competence. 

 
If a member of staff feels pressurised to seek consent when they do not feel 
competent to do so, they should contact the Consultant in charge, Divisional Clinical 
Director or Medical Director. 

 
5. Where the health professional obtaining consent is not capable of performing 

the procedure 
  
 Where the health professional providing the information and obtaining consent is not 

capable of performing the procedure, local arrangements will be put in place to ensure 
the patient has proper access to the delegating clinician / appropriate colleagues so 
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that any problems or queries which cannot be answered by the person explaining the 
treatment can be easily and speedily addressed. 

 
 Health care professionals seeking delegated consent (junior doctors or Advanced 

Nurse Practitioners) must have received specific training of seeking consent for a 
specified range of procedures.  

  
 Local arrangements will be outlined in local consent policies (see section 10).  
 
 A list of procedures for which consent may be delegated, including which grade of 

doctor is authorised to take consent for which procedure can be found in Appendix B. 
Medical staff not specified within this document must not take delegated consent.  

 
 Incidents of practitioners obtaining consent without the necessary training and 

authorisation to do so will be reported to the Clinical Director for escalation to the 
Medical Director. The Medical Director may consider reporting the incident to the 
GMC. 

 
 Training programmes will enable the health professional obtaining consent to provide 

the patient with the necessary information (see section 26).   
 
6. What is 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), verbally, or in writing.  For the consent to be valid, the patient must: 
 

 Have capacity to make the particular decision 

 Have received sufficient information to make it 

 Not be acting under duress 
 

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 decide between them.  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. 
 
Normally, the person giving consent will be the patient or someone with parental 
responsibility for a patient under the age of 18. It may also be someone authorised to 
give consent under a Lasting Power of Attorney (LPA) or someone who has the 
authority to make treatment decisions as a court appointed deputy.  
 
Acquiescence where the person does not know what the intervention entails 
is not ‘consent’. 

 
7. 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 
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requirements in seeking consent.  Health professionals must also be aware of any 
guidance on consent issued by their own regulatory bodies. 
 

 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.   
This was updated in 2009 with a 2nd edition. 
Copies are available on the internet at www.dh.gov.uk/consent. 

 12 key points on consent: the law in England has been distributed widely to 
health professionals working in England.  This one-page document summarises 
those aspects of the law on consent which arise on a daily basis and is 
attached at Appendix A.  Further copies are available from 
www.dh.gov.uk/consent.  

 Specific guidance, incorporating both the law and good practice, 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.dh.gov.uk/consent. 

 
8. Documentation 

 
For significant procedures, 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, following discussion and provision of information.  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. 

 

9. Written consent 
  

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.  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. 

 
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 term 
‘risk’ is used throughout to refer to any adverse outcome, including those which 
some health professionals would describe as ‘side-effects’ or ‘complications’); 

 the procedure involves general/regional anaesthesia or sedation; 
 providing clinical care is not the primary purpose of the procedure; 
 there may be significant consequences for the patient’s employment, social or 

personal life; 
 the treatment is part of a project or programme of research approved by 

BTHFT. 
 

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. 

http://www.dh.gov.uk/consent
http://www.dh.gov.uk/consent
http://www.dh.gov.uk/consent
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It will not usually be necessary to document a patient’s consent to routine and low-risk 
procedures, such as providing personal care or taking a blood sample.  However, if the 
practitioner has any reason to believe that the consent may be disputed later or if the 
procedure is of particular concern to the patient (for example if they have declined, or 
become very distressed about similar care in the past) it would be helpful to do so. 

  
10. Consent forms 
  

Standard consent forms and forms for adults who are unable to consent for 
themselves are reproduced in Appendix C and are available from all wards and 
departments.  There are four versions of the standard consent form:  
 

 Form 1 for adults or competent children;  

 Form 2 for parental consent for a child or young person;    

 Form 4 is to be used where adults lack capacity to make a decision and are 
unable to consent to investigation or treatment. 
 
Form 3 is no longer in use in BTH. This was used when a patient remained 
alert throughout the procedure, but one of the forms above should be used 
instead. 

 
10.1.  Procedure-specific consent forms 

 
In some specialities, procedure-specific consent forms are in common use (see 
Appendix D).  
Whilst the Department of Health does not issue guidance on this matter, it is common 
practice in healthcare organisations in the UK. 
 
New procedure-specific consent forms must follow the format of the standard 
Department of Health forms in use within the Trust. Following development and review 
by the speciality Clinical Governance group, forms must be signed off by the 
appropriate Divisional Clinical Director, before being submitted to the Risk 
Management Steering Group for ratification.  
All procedure-specific consent forms in current use must be reviewed bi-annually by 
the relevant speciality Clinical Governance group. 

 
Procedure-specific consent forms should include information about what is to take 
place, the risks, uncertainties, and possible negative consequences of the proposed 
treatment, about any alternatives and about the likely outcome.  

 
 
11. Local Specialty Consent Policies 

 
Local Specialty Consent Policies when available will clearly identify: 
 

 who can obtain consent for which procedure; 

 the training programme they are required to complete; 

 the process of evaluation of competence; 

 who to contact if there is a problem; 

 the list of procedures for which it is appropriate for the junior doctors to obtain 
consent; 

 how the consent process will be audited & results reviewed through clinical 
governance arrangements. 
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12. When should consent be sought? 

 
When a patient formally gives their consent to a particular intervention, this is only the 
endpoint of the consent process.  It is helpful to see the whole process 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. 

 
13. Who is responsible for seeking consent? 

  

 The health professional carrying out the procedure is ultimately responsible for 
ensuring that the patient is genuinely consenting to what is being done: it is they who 
will be held responsible in law if this is challenged later. 
Where oral or non-verbal consent is being sought at the point the procedure will be 
carried out, this will naturally be carried by the health professional responsible.  
However, team work is a crucial part of the way the NHS operates, and where written 
consent is being sought it may be appropriate for other members of the team to 
participate in the process of seeking consent. 

 

14. The process of obtaining consent 
 
 The standard consent form provides space for a health professional to provide 

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. This training must be documented in 
the practitioner’s portfolio, and an assessment of competence made by an 
appropriately qualified person. 

 
14.1. Single stage consent process 
 

In many cases, it will be appropriate for a health professional to initiate a procedure 
immediately after discussing it with the patient.  For example, during an ongoing 
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 cases, consent 
will be given orally. 
If a proposed procedure carries significant risks, it will be 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. 

 
14.2. Two or more stage consent process 
 

In most cases where written consent is being sought, treatment options will generally 
be discussed well in advance of the actual procedure being carried out.  This may be 
on just one occasion (either within primary care or in a hospital out-patient clinic), or it 
might be over a whole series of consultations with a number of different health 
professionals.  The consent process will therefore have at least two stages, the first 
being the provision of information, discussion of options and initial decision, and the 
second being confirmation that the patient still wants to go ahead.  The consent form 
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should be used as a means of documenting the information stage(s), as well as the 
confirmation stage. 

 
Patients receiving elective treatment or investigations for which consent is appropriate 
should be familiar with the contents of their consent form before they arrive for the 
actual procedure, and should be offered a copy of the page documenting the decision-
making process.  They may be invited to sign the form, confirming that they wish 
treatment to go ahead, at any appropriate point before the procedure: in out-patients, 
at a pre-admission clinic, or when they arrive for treatment.   
 
If a form is signed before patients arrive for treatment, however, a member of the 
healthcare team must check with the patient at this point whether they have any 
further concerns and whether their condition has changed.  This is particularly 
important where there has been a significant lapse of time between the form being 
signed and the procedure.  When confirming the patient’s consent and understanding, 
it is advisable to use a form of words which requires more than a yes/no answer from 
the patient: for example beginning with “tell me what you’re expecting to happen”, 
rather than “is everything alright?” This confirmation of consent can be signed by any 
member of the healthcare team, and does not require formal consent training. 

 
While administrative arrangements will vary, it should always be remembered that for 
consent to be valid, the patient must feel that it would have been possible for them to 
refuse, or change their mind.  It will rarely be appropriate to ask a patient to sign a 
consent form after they have begun to be prepared for treatment (for example, while 
on the trolley to theatre or in the anaesthetic room), unless this is unavoidable because 
of the urgency of the patient’s condition. 

 
14.3. Consent discussion – Montgomery Vs Lanarkshire Health Board 
 

The above case was heard in the High Court in 2015, and effectively introduced new 
case law to the process of consent. Although it was a Scottish case, it applies to the 
whole of the UK, and although it concerned an Obstetric patient, the resultant changes 
apply to all specialties. 
 
For full details see appendix F. 
 

 The standard consent process should include a discussion of the patient’s general 
medical and non-medical circumstances, in an effort to ensure that doctors can 
tailor advice accordingly. The patient should be asked about concerns which are 
important to them. 
 

 Treatment discussions should include a “dialogue”, in comprehensible terms. The 
conversation should be documented as clearly and in as much detail as possible. 
This discussion should be summarised briefly in the medical notes in addition to the 
consent form. 

 

 The option of doing nothing / no treatment should also be discussed. 
 

14.4. Implications of the Electronic Patient Record (EPR) for Consent 
 

EPR was introduced into BTHFT in 2017. The principles underpinning consent outlined 
in this policy remain unchanged, especially regarding a 2 stage consent process with 
discussion of all treatment options prior to admission. However, because of the 
reduced reliance on paper notes, it is recognised that completion of a physical paper 
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consent form in outpatients prior to admission is not always practical. As stated above, 
discussion should still be undertaken prior to admission, with this documented on EPR. 
The appropriate physical consent form can then be completed upon admission. 
 

15. Emergencies 
 
Clearly in emergencies, the two stages (discussion of options and confirmation that the 
patient wishes to go ahead) will follow straight on from each other, and it may often be 
appropriate to use the patient’s notes to document any discussion and the patient’s 
consent, rather than using a form.  The urgency of the patient’s situation may limit the 
quantity of information that they can be given, but should not affect its quality. 
 

16. Procedures to follow when patients lack capacity to give or withhold consent  
  

If a patient is unable to understand the reasons for the intervention and the 
consequences that may flow from it they then lack the mental capacity to give informed 
consent.  
 
If a doctor or healthcare professional is proposing serious medical treatment for 
somebody who lacks the capacity to consent and there is nobody other than paid staff 
whom it is appropriate to consult, the healthcare professional responsible for that 
patient’s treatment must instruct an Independent Mental Capacity Advocate (IMCA), 
unless there is an emergency situation when treatment should continue. 

 
The purpose of the IMCA is to help particularly vulnerable people who lack the 
capacity to make important decisions about serious medical treatment and where 
those individuals have no family or friends other than professional/paid carers who 
would be appropriate to consult about these matters. The role of the IMCA is to work 
with and support people who lack capacity, and represent their views to those who are 
working out their best interests 

 
Serious medical treatment is defined as treatment that involves giving new treatment, 
stopping treatment that has already started, or withholding treatment that could be 
offered in circumstances where: 
 

 A single treatment is proposed and there is a fine balance between the likely 
benefits and the burdens to the patient and the risks involved or 

 A decision between a choice of treatments is finely balanced, or 

 What is proposed is likely to have serious consequences for the patient. 
  
 Where an adult patient lacks the mental capacity (either temporarily or permanently) to 

give or withhold consent for themselves then reference should be made to the Mental 
Capacity Act 2005 (Appendix E). The medical professional must make a decision in 
the patient’s best interest. Both the consent process and best interest decision should 
include an appropriate consultee. 

 
A Consent Form 4 must be completed along with a capacity assessment form and a 
best interest decision making form, for people who lack capacity in both elective and 
emergency situations (if time allows).  
If the urgency is so that there is insufficient time to complete all the documentation 
then the reason needs to be documented in the medical records. 
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All actions must be fully documented in the patient’s medical records and the Consent 
Form 4, capacity assessment form and best interest decision making form filed in the 
medical records. 

 
No-one else, such as friends or relatives, can give consent on behalf of a patient who 
lacks capacity (unless there is a valid Personal Welfare Lasting Power of Attorney 
which delegates those decisions to a particular individual). Paid carers and 
organisations cannot consent for the patient; they can support if the consultant 
(decision maker) requires further information only. 

 
There are extra considerations for research. Please refer to the Foundation Trust 
Policy and Procedures for working with the Mental Capacity Act 2005 and Deprivation 
of Liberty Safeguards 2009 (2013) or the Mental Health Act Code of Practice for further 
guidance. 
 

16.1.  Emergency treatment and best interest decision making for patients who lack 
capacity 
 
If a patient requires emergency treatment - always treat in their best interests under 
the Mental Capacity Act (2005).  
 
The IMCA service is only available during office hours Monday to Friday; therefore 
situations that constitute requiring emergency treatment would have insufficient time to 
instruct an IMCA. It may be possible to be able to consult with appropriate 
friends/family to be involved in the best interest decision, however if due to the urgent 
medical need that this is not possible then follow the principles of the MCA and best 
interest decision making process. 
 
The decision maker must document the best interest decision by completing the 
capacity assessment form, best interests form and Consent Form 4 for the medical 
notes. Medical staff should also document in the medical notes why an IMCA, or 
appropriate friends or family has not been instructed (i.e.) due to the urgent medical 
need. 
 
Paid carers cannot be consulted in a best interest decision for patients who lack 
capacity, a best interest decision must be made if there is no-one else to consult with 
by the decision maker following the principles of the best interest decision making 
process. 
 

16.2.   Elective procedures and patients who lack capacity 
 
Appropriate friends and family can be consulted for the best interest decision for 
planned/elective procedures. If there is no-one appropriate or friends/family do not 
want to be involved in the decision then an IMCA will need to be instructed. 
 

 The ‘Best Interest Decision’ should be documented on Consent Form 4. 
 

A capacity assessment, best interest decision form and a Consent Form 4 will need 
completing for planned/elective procedures, and it must be documented in the notes 
that someone (friend/family/IMCA) has been involved in the best interest decision. 

 
 Further supporting information is detailed in Consent Form 4.  
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17. Seeking consent for anaesthesia 
 
Where an anaesthetist is involved in a patient’s care, it is their responsibility (not that of 
a surgeon) to seek consent for anaesthesia, having discussed the benefits and risks. 
However, in elective treatment it is not acceptable for the patient to receive no 
information about anaesthesia until their pre-operative visit from the anaesthetist: at 
such a late stage the patient will not be in a position to make a decision about whether 
or not to undergo anaesthesia or to agree to a specific type of anaesthesia.  Patients 
should therefore either receive a general leaflet about anaesthesia pre-admission, or 
have the opportunity to discuss anaesthesia in a pre-assessment clinic. The 
anaesthetist should ensure that the discussion with the patient and their consent is 
documented in the anaesthetic record, in the patient’s notes or on the consent form.  
Where the clinician providing the care is personally responsible for anaesthesia (e.g. 
where local anaesthesia or sedation is being used), then he or she will also be 
responsible for ensuring that the patient has given consent to that form or anaesthesia. 

 
In addition, where 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.  In some cases, the anaesthetist and 
dentist will therefore share that responsibility. 

 
18. Treatment of young children  

 
When babies or young children are being cared for in hospital, it will not usually be 
practicable to seek their parents’ consent on every occasion for every routine 
intervention such as blood or urine tests or X-rays.  However, it is important to note 
that, in law, such consent is required.  Where a child is admitted, you should therefore 
discuss with their parent(s) what routine procedures will be necessary, and ensure that 
you have their consent for these interventions in advance.  If parents specify that they 
wish to be asked before particular procedures are initiated, you must do so, unless the 
delay in contacting them would put the child’s health at risk. 

 
Only people with ‘parental responsibility’ are entitled to give consent on behalf of their 
children.  You must be aware that not all parents have parental responsibility for their 
children (for example, unmarried fathers do not automatically have such responsibility 
although they can acquire it). Please refer to Appendix G for more details.  If you are in 
any doubt about whether the person with the child has parental responsibility for that 
child, it is mandatory to ascertain the actual situation. 
 
In certain circumstances for children, it is acceptable for consent to be dealt with at a 
distance, for example by telephone, and for consent forms to be sent electronically. 
There may be exceptional occasions when a parent or person with parental 
responsibility is unable to be present at the consent stage. In these circumstances it 
may be necessary to provide information to a parent or person with parental 
responsibility over the telephone and for that person to provide verbal consent over the 
phone.  
In such situations it is important that the healthcare professional is satisfied they are 
speaking to someone who is in a position to legally give consent. It is also important 
that the conversation and the reasons why consent was dealt with in this way are 
documented in the notes.  
Steps should also be taken where possible to ensure that a consent form is still 
completed. For example, after the telephone conversation a consent form could be 
completed by the healthcare professional and emailed or faxed to the person giving 
consent for consideration and signing. The form could then be returned by fax or 
electronically. It is important that if forms are sent in this way there is compliance with 
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the Foundation Trust’s information security policies. If a form cannot be completed 
care must be taken to ensure that the decision is carefully documented in the notes. 
 

19. Provision of information 
  
 The provision of information is central to the consent process.  A leaflet relating to 

consent is available and should be offered to the patient in advance of the consent 
being obtained (see Appendix H). 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.  Once a decision to have a particular 
treatment/investigation has been made, patients need information about what will 
happen:  where to go, how long they will be in hospital, how they will feel afterwards 
and so on. 

 Patients and those close to them will vary in how much information they want; from 
those who want as much detail as possible, including details of rare risks, to those who 
ask health professionals to make decisions for them.  There will always be an element 
of clinical judgement in determining what information should be given.  However, the 
presumption must be that the patient wishes to be well informed about the risks and 
benefits of the various options. Where the patient makes clear (verbally or non-
verbally) that they do not wish to be given this level of information, this should be 
documented. 

 
 To help a patient understand risk, it is important to explain how likely the risk is to 

happen, how serious it could be, and how it could be treated. Commonly occurring 
risks (e.g. infection, bleeding) should be explained, as should risks which may be very 
rare but very serious. 

 The risk of death from a surgical procedure is usually very small, but is clearly serious. 
This should be included in the discussion of risk, but in terms which are appropriate for 
the individual patient and procedure. The risk of death for a healthy patient having a 
procedure under general anaesthesia is in the order of 5 per 1 million anaesthetics. 

 
 A range of information has been developed within Bradford Teaching Hospitals NHS 

Foundation Trust to support patients and to enable them to make informed decisions. 
This is available within the relevant departments. The document ‘You and your 
Anaesthetic’ produced by the Royal College of Anaesthetists (Appendix F) includes 
further discussion on the evaluation of risk. 

 
If the risks relating to a procedure have been explained using separate information 
booklets then either: 

  

 the document should be attached to the signed consent form and there should 
be cross referencing to the document on the form; or  

 

 if the document has been produced internally by the Medical Illustration 
Department (MID), the relevant MID reference number should be included on 
the consent form.  

 
If other media, for example DVDs are used as part of the process, it is impractical to 
attach these to the form, however the form should contain a clear description of what 
has been used, and the date or version number of the item.  Such items should be 
carefully archived by the department concerned so that it is possible to retrieve them at 
a later stage should this become necessary.  
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 For a number of operative procedures, procedure specific consent forms have been 

developed. These contain information about the risks and benefits applicable to that 
procedure and should be explained to the patient as part of the consent process (see 
Appendix D). 
For those patients who for reasons of disability or otherwise would not find printed 
information particularly accessible, the Interpreting and Translation Service can 

provide assistance. 
   

 

 All information given to the patients as part of the consent process must be managed 
and archived in accordance with the Communication with Patients Policy and Process 
for the Development of Patient Information 2015. 

  
20. Provision for patients whose first language is not English 
  
 Bradford Teaching Hospitals Foundation 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.  
 

To ensure that patients their carers/relatives are able to communicate effectively with 
healthcare professionals, the Trust has established an interpreting service.  
To access the interpreting services please contact the service on extension 3737. 
 
A list of interpreter’s available out- of- hours and freelance interpreters are also 
available on the Trust’s intranet website. 
Ideally, suitably qualified interpreters should be used for interpreting with patients. 
However, if an interpreter is not available or they cannot be used for interpretation then 
a pragmatic approach should be taken in an emergency situation.  Family members 
may be the only interpreters available and care must be taken regarding which family 
members to use.  It is not appropriate for children under 16 to interpret for non-English 
speaking patients.  It is advisable to document who interprets and their relationship to 
the patient. 

 

21. 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.  Where patients 
have ongoing concerns about their condition or proposed treatment they must be able 
to discuss this matter further with the consultant or other health professional 
concerned. 

 
22. Pre-admission signing of the consent form 

  
 If the patient signs the form in advance of the procedure (for example in out-patients or 

at a pre-assessment clinic), on the day of admission to hospital, a health professional 
involved in their care should sign the necessary section of the consent form to confirm 
that the patient still wishes to go ahead and has had any further questions answered. 

 

23. Refusal of treatment and withdrawing/withholding treatment 
  
 If the process of seeking consent is to be a meaningful one, refusal must be one of the 

patient’s options.  An adult patient who has capacity to make the decision is entitled to 
refuse any treatment. In circumstances where the patient does not have the capacity to 
make decisions the Mental Capacity Act 2005 provides a statutory framework in 
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relation to their care and treatment. The situation for children is more complex: see the 
Department of Health’s Seeking consent: working with children for more detail.  The 
following paragraphs apply primarily to adults. 

 
 If, after discussion of possible treatment options, 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 professional (and where 
possible the patient) should note this on the form. 

 
 Where a patient has refused a particular intervention, it is necessary to continue to 

provide any other appropriate care to which they have consented.  The patient must be 
informed that they are free to change their mind and accept treatment if they later wish 
to do so.  Where delay may affect their treatment choices, they should be advised 
accordingly. 

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

intervention, it must be explained to the patient the possible consequences of their 
partial refusal.  If you genuinely believe that the procedure cannot be safely carried out 
under the patient’s stipulated conditions, you are not obliged to perform it.  You must, 
however, continue to provide any other appropriate care.  Where another health 
professional believes that the treatment can be safely carried out under the conditions 
specified by the patient, on request the patient’s care must be transferred to that health 
professional. 

 
 Patients may, before they lose capacity, have set out their own views on future 

treatment (see Appendix I).  Where there are difficulties or concerns it is necessary to 
contact the Medical Director for further advice. 

 
 Whilst termination of treatment (withdrawing and withholding) does not fit into the same 

legal requirement as refusal, there needs to be a clear understanding of the process 
and documentation.  The process is set out in Appendix H.  Where difficulties occur, 
advice should be sought from the Medical Director.  

 
24. How to seek a court declaration 

  
 In certain situations a court declaration may be required to enable treatment to take 

place.  Such situations include (not an exclusive list): 
 

 refusal to undergo treatment e.g. emergency caesarean section; 

 refusal of a parent to allow a child to undergo treatment; 

 withdraw treatment;  

 sterilisation in the female patient who lacks capacity for a specific decision.  
 

Such discussions need careful consideration and the Medical Director should be 
consulted to discuss these issues in the first instance as well as bringing them to the 
attention of the relevant Divisional Clinical Director and Divisional General Manager. 
Advice will be then sought from the Foundation Trust’s Legal advisors. 

 
25. Tissue 
  
 The Human Tissue Act 2004 sets out a legal framework for the storage and use of 

tissue from the living and the removal, storage and use of tissue and organs from the 
dead. This includes residual tissue following clinical and diagnostic procedures. 
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The Human Tissue Act encompasses consent for the following: 

 storage and use of dead bodies; 

 removal, storage and use of ‘relevant material’ from a dead body; 

 storage and use of relevant material from the living. 
 

The Human Tissue Act does not deal directly with removal of tissue from the living. 
This remains a matter of common law. 
 

25.1. The Living 
  Consent from the living for storage and use of tissue is needed in the following 

situations: 

 obtaining scientific or medical information which may be relevant to any other 
person, now or in the future (i.e. where the purpose is storage or use in relation 
to another person, rather than where it might, incidentally, be of future 
relevance to another person); 

 research in connection with disorders, or the functioning, of the human body 
(except where the research has ethical approval and the tissue used is 
anonymised); 

 public display;  

 transplantation. 
 
 Consent from the living for storage and use of tissue is not needed for: 

 clinical audit; 

 education or training relating to human health (including training for research 
into disorders, or the functioning, of the human body); 

 performance assessment;; 

 public health monitoring 

 quality assurance. 
 

25.2.  The Deceased 
Consent is needed for the removal, storage and use of tissue for the following 
scheduled purposes: 

 anatomical examination; 

 determining the cause of death; 

 establishing, after a person’s death, the efficacy of any drug or other treatment 
administered to them; 

 obtaining scientific or medical information, which may be relevant to any other 
person now or in the future (‘a future person’); 

 public display; 

 research in connection with disorders, or the functioning, of the human body; 

 transplantation; 

 clinical audit; 

 education or training relating to human health; 

 performance assessment; 

 public health monitoring; and 

 quality assurance. 
 

This applies to all tissue removed at post mortem, including small samples such as 
blocks and slides, and samples that would previously have been kept as part of the 
deceased patient’s record.  

 

25.3. Who can give consent: tissue from the living 
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 If an adult has capacity to make the particular decision, only they are permitted 
to give consent.  

 Storage or use of tissue from adults, who lack capacity, other than in 
accordance with Regulations under the Human Tissue Act, is unlawful and is 
an offence under the Human Tissue Act. 

 Under the Human Tissue Act a child is defined as being less than 18 years of 
age. 

 Children may consent to the storage and use of their tissue if they are 
competent to do so.  

 A person who has parental responsibility for the child can consent on his/her 
behalf only if the child has not made a decision and: 

o is not competent to do so; or 
o chooses not to make that decision, although s/he is competent to do so.

  
 
25.4. Who can give consent: tissue from the deceased 
 Where an adult has, whilst alive and had capacity to make the decision at the time, 

given consent for one or more of the scheduled purposes to take place following their 
death, then that consent is sufficient for the activity to be lawful. This applies in respect 
of all the scheduled purposes. 

 
However, in the case of donation of the deceased person’s body or relevant material 
for anatomical examination (other than excepted material) or for public display, 
consent needs to be written down (the deceased person’s signature, or oral consent 
recorded) and witnessed. There is an exemption for excepted material which is defined 
as material which has come from the body of a living person or from a deceased 
person’s body obtained other than in the course of an anatomical examination. Neither 
the next of kin nor any other person can agree to the use of an individual’s body after 
their death for these purposes. 

 
If the family or those close to the deceased person object to the donation, for whatever 
purpose,  when the deceased person (or his/her nominated representative) has 
explicitly consented, clinicians should seek to discuss the matter sensitively with them. 
They should be encouraged to accept the deceased person’s wishes and it should be 
made clear that they do not have the legal right to veto or overrule those wishes. 

 
If a deceased adult has neither consented to nor specifically refused any particular 
donation or the removal, storage or use of their body or tissue for scheduled purposes, 
those close to them should be asked whether a nominated representative was 
appointed to take those decisions.  

 
A nominated representative is empowered to consent to the carrying out of a post 
mortem and to the removal, storage and use of the body or tissue for any of the 
scheduled purposes, other than anatomical examination and public display. 

 
If the deceased person has not indicated their consent (or refusal) to post mortem 
removal, storage or use of their body or tissue for scheduled purposes, nor appointed 
a nominated representative then the appropriate consent can be given by someone in 
a ‘qualifying relationship’ to the deceased immediately before their death. Those in a 
qualifying relationship to the deceased person are (highest first): 
a) Spouse or partner (including civil or same sex partner);  
b) Parent or child (in this context a ‘child’ can be any age); 
c) Brother or sister; 
d) Grandparent or grandchild; 
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e) Niece or nephew; 
f) Stepfather or stepmother; 
g) Half-brother or half-sister; 
h) Friend of longstanding. 

 

 If a child did not make a decision, or was not competent to make a decision, the 
Human Tissue Act makes clear that the appropriate consent will be that of a person 
with parental responsibility for the child. The consent of only one person with parental 
responsibility is necessary. 

 
 The law does not distinguish between foetal tissue and other tissue from the living – 

foetal tissue is regarded as the mother’s tissue. However, because of the sensitivity 
attached to this subject, consent should be obtained for the examination of foetal 
tissue and for its use for all scheduled purposes, regardless of gestational age. It is 
considered good practice, that wherever practicable, consent should also be obtained 
for the use in research of non-foetal products of conception. Research Ethics 
Committee approval is always required for the use of foetal tissue and products of 
conception in research. 

 
25.5. Who should seek consent 
 It is the treating clinician’s responsibility to seek consent from a person, person with 

parental responsibility or relative. The clinician may delegate this task to someone 
else, usually another healthcare professional, as long as that person is suitably trained 
and qualified.  

 
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.  

 
 The Human Tissue Act requires that consent must be in writing for anatomical 

examination and public display, but not for other scheduled purposes. Nevertheless, it 
is good practice to obtain written consent for significant procedures such as post-
mortem or organ donation.  

 
The Foundation Trust has specific post mortem consent forms available for 
adults and babies. These must be used in all cases requesting a post-mortem. 

 
When 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 could be entered in the patient record, the 
laboratory records, or both. 

 
25.6. Existing holdings 

It is lawful to store and use for scheduled purposes, without consent, human tissue that 
is already held in storage for a scheduled purpose on 1 September 2006. However, 
where the views of the deceased person or of their relatives or friends are known, 
those views must be respected. 

 
There are no statutory requirements as to the need for consent to the storage or use of 
tissue (whether from living patients or post-mortem) from existing holdings for 
research. This does not mean that all such human tissue can be used freely and 
without regard to issues of consent or other ethical considerations. In the case of 
organs or tissue used for research, the HTA endorses the principle that research 
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should be ethically approved by a research ethics authority and that the potential 
benefits must outweigh any potential harm to donors of the samples. In addition the 
organs or tissues used for such research should be anonymised with respect to the 
person from whom they originate. This can be via the use of the unique laboratory 
accession number for such organs/tissues but it is recommended that a second tier of 
anonymisation is used for each specific research project.  

 

26. Clinical photography and video recording of patients 

The Foundation Trust has developed a specific policy covering the clinical photography 
and video recording of patients which applies to all employees of the Trust. (The Policy 
Relating to the Illustrative Recording of Patients 2015). This policy and associated 
consent forms can be obtained from the Medical Illustration Department or accessed 
via the Foundation Trust’s intranet.  All clinical illustrative recordings whether 
originated in the Medical Illustration Department or by other individuals (using cameras 
owned by other Trust departments or by individuals) are subject to this policy. 

All recordings which illustrate a patient’s condition or an aspect of their treatment form 
a part of that patient’s medical record and are subject to the same security and 
confidentiality considerations as any other medical record and as such must be 
available for disclosure (under the Data Protection Act) in response to any request 
made by or on behalf of the patient.  

26.1. The key features of the Illustrative Recording Policy are that: 

 Where possible, patients should be referred to the Medical Illustration Department for 
clinical photographs or video recordings to be made.  

 Any recording that is to be carried out by staff other than members of the Medical 
Illustration Department must be registered with the Foundation Trust’s Medical 
Illustration Manager and the Information Governance Manager prior to any recording 
being carried out. 

 In every case, illustrative recordings which are made for treating or assessing a patient 
must not be used for any purpose other than the patient’s care or audit of that care, 
without the express and informed consent of the patient or person with parental 
responsibility for the patient.  

 The Foundation Trust’s “Consent to Photography/Video Recording” form should be 
used by everyone taking photographs of patients and allows for three levels of 
consent. Level One is for medical records use only. Level Two is for medical record 
and teaching. Level Three is for one specified other purpose - for example to illustrate 
an article in a medical journal - to be obtained at the time of the original recording.  
This third level is a specifically limited additional consent to just one further use:  it is 
not acceptable to describe such further use in an open ended way such as “publication 
as required”. 

 Any healthcare professional taking a photograph of a patient would be deemed to be 
acting as an agent for the Foundation Trust in so doing and therefore copyright of all 
such recordings is vested in the Bradford Teaching Hospitals Foundation Trust.   

 Negatives, master transparencies, original digital camera files, original digital video 
files and videotapes must be logged and stored appropriately.   

 In the case of digital camera images, the files must not be treated in any way before 
storage and there is a mandatory requirement to upload these images to the 
Foundation Trust’s Image Database which will be the central repository for all patient 
images. 
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 Unauthorised copying and scanning of images from patient’s case notes is prohibited. 
It is recognized that while digitally originated recordings are intrinsically no different to 
traditional (film-originated) recordings; they are easier to copy in electronic form and 
are therefore more at risk of both image manipulation and inappropriate distribution 
and must be handled in accordance with the Information Governance Policy.  
Particular care must be taken to protect the image and maintain its integrity. 

26.2. Audio-visual theatre link 

The audio-visual link equipment is currently available in limited sites within the 
Operating Theatre Department, but may be more widely used in the future.  It is 
intended to facilitate the teaching of medical students and trainees without the need for 
crowded operating theatres.  Some of the audio-visual material obtained may be 
retained for archiving, or used for teaching programmes at a later date. 

 
The following guidelines should be followed to obtain appropriate informed consent 
from patients on whom the use of this equipment is considered. 
 
1. When the link is purely being used for real-time teaching i.e. clinicians or students 

watching the screen in a different room instead of physically being present in the 
operating theatre, then no specific consent needs to be taken.  However, the same 
controls over who views the screen need to be applied as to who is allowed into the 
operating theatre itself, in order to maintain patient dignity and confidentiality.  If the 
surgery is being viewed as part of an educational programme by a wide audience, 
then this should be discussed with the patient beforehand as a matter of courtesy. 

2. When images are to be archived or retained in any form (computer disk or 
videotape), then specific, written, informed consent must be obtained from the 
patients in advance of the procedure.  This should ideally be done on a separate 
consent form from the standard one for the surgery and anaesthesia, and should 
be retained in the patient’s medical notes. 

3. If the material may be used in the future for presentations or teaching programmes, 
this should be noted on the consent form. 

4. Whenever possible, attempts should be made to ensure that individual patients 
cannot be identified from any retained footage. 

5. Theatre staff should be informed in advance of any planned usage of the audio 
visual link to facilitate planning and ensure that the appropriate checks have been 
made. 

6. The equipment must always be used with sensitivity, considering the privacy and 
dignity of both the patient and the members of the theatre team present.  

 
 

27. Consent training 
  
 Consultant medical staff in conjunction with Divisional Clinical Directors/Divisional 

General Managers will ensure that all staff required to obtain consent are conversant 
with the procedures they will be obtaining consent for, understand the risks involved 
and have been trained and assessed as competent to do so. 

 
27.1. Training 

This is informed by the guidance issued by the GMC: 

 Good Medical Practice;  

 Confidentiality: Protecting and Providing information; 

 The Early Years; 

 The New Doctor;  

 Seeking Patients Consent.  
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The principles of obtaining informed consent are included within the Leeds Medical 
School Undergraduate curriculum. Competence assessments are carried out during 
the induction period using a specific procedure. The principles of consent are 
reinforced as part of the FY1 weekly teaching programme and form part of the 
Foundation Programme’s generic skills.  

 
Junior doctors are only expected to consent patients for procedures that they have a 
good understanding of and for which they have been assessed as competent. 
Consenting is a skill to be developed as part of the FY1 progress to full registration 
with the GMC and as part of basic specialty training. The development of this skill is 
assessed by the Educational Supervisor as part of the junior doctor’s development.  

 
Consultant medical staff in conjunction with Divisional Clinical Directors/Divisional 
General Managers will ensure that all staff required to obtain consent are conversant 
with the procedures they will be obtaining consent for, understand the risks involved, 
and will have been trained and assessed as competent to do so. Specialty specific 
procedures requiring consent are identified on the local induction checklist. 
 
E-learning consent modules are available for junior doctors on the Oracle Learning 
Management system. A list of these modules can be found in appendix J. 
 

27.2. Education   
For each procedure the education relating to obtaining consent will include: 

 the nature of the patient’s condition; 

 the type and complexity of the treatment proposed;  

 the risks associated with the procedure & their severity;  

 the benefits and anticipated outcomes of the treatment; 

 the alternative treatments (including the option not to treat); 

 the possible consequences of the proposed treatment;  

 the possible consequences of not accepting the proposed treatment. 
 
27.3. Advanced Nurse Practitioners 

Training for advanced nurse practitioners and other nursing staff involved in obtaining 
consent is approved through the Foundation Trust’s Advancing Nursing Practice Group 
and through access to recognised courses in higher education institutes. All roles 
approved through Advancing Nursing practice are subject to regular review by the 
group. Surgical Nurse Practitioners undertake consent as part of their role; the training 
is incorporated into the local Surgical Nurse Practitioner programme. 

 
28.       Impact Assessment  
 
28.1 Equality and Diversity 

 

This Policy has been assessed to determine whether there is a possible impact on any 
of the nine protected characteristics as defined in the Equality Act 2010.   
It has potential impact on: 

 Age - There is a separate process within the policy for gaining consent for and 
from children.  This is in compliance with legislation around the rights of the child 
and best interests. 

 Disability 
o   Patients who lack capacity to consent (will include those with dementia, 

learning difficulties or with some forms of mental health issues).  The policy is 
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clear about the legal process to be followed for patients who lack capacity and 
ensuring that treatment decisions are taken in the patients’ best interests. 

o   Patients who require information in alternative formats (including those with 
learning difficulties, who are deaf or are blind).  BSL interpreters should be 
used for deaf patients to gain consent.  Reasonable adjustments must be 
made to ensure that the consent leaflet is provided in alternative formats 
including Easy Read, large print, braille or electronically) 
 

 Maternity/pregnancy – there are pregnancy related consent forms including 
termination of pregnancy.  Issues raised in this statement regarding disability and 
race and ethnicity should be taken in to account 

 Race and ethnicity – for patients who are unable to communicate in English.  
Professional interpreters should be sought to ensure that the patient understands 
the procedure that is being undertaken, in all circumstances for gaining consent.  
If the patient refuses an interpreter and prefers to use family or friends, a 
professional interpreter should still be assigned to ensure that the information 
conveyed to the patient is correct (see the Translation and Interpretation Policy for 
further information). 

 

It is has been found not to have impact on: 

 Gender 

 Gender reassignment 

 Marriage and civil partnership 

 Religion and belief 

 Sexual orientation 
 
It has also been assessed to determine whether it impacts on human rights against 
the FREDA principles (Fairness, Respect, Equality, Dignity, Autonomy) and it could be 
perceived that for those who lack capacity that their right to act with autonomy is 
denied.  However, the patients’ best interest is the overriding principle in such 
decisions where patients lack capacity.   This assessment will be reviewed when the 
policy is next updated or sooner if evidence of further impact emerges. 
 

 
28.2. Privacy Impact Assessment 
The privacy Impact Screening tool was completed for this policy and no privacy implications 
were identified 
 
28.3. Financial Impact Assessment 
There is no financial impact of the implementation of this policy 
 
29. Duty of candour which includes Being Open Framework 
There are no implications associated with the Duty of Candour Policy or Being Open 
Framework in relation to this policy 
 
30. Patient and Public Involvement 
Patients and the public were not involved in writing this policy. 
 
31. Key Performance indicators/ Monitoring of this policy 
Incidents relating to consent issues are reported via the Datix on-line incident reporting 
system.  
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Appendix A 
 

12 Key points on consent: the law in England (Department of Health) 
 

When do health professionals need consent from patients? 
 
1. Before you examine, treat or care for competent adult patients you must obtain 

their consent. 
2. Adults are always assumed to be competent unless demonstrated otherwise.  

If you have doubts about their competence, the question to ask is: “can this 
patient understand and weigh up the information needed to make this 
decision?”  Unexpected decisions do not prove the patient is incompetent, but 
may indicate a need for further information or explanation. 

3. Patients may be competent to make some health care decisions, even if they 
are not competent 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. 

 
Can children give consent for themselves? 
 
5. Before examining, treating or caring for a child, you must also seek consent.  

Young people aged 16 and 17 are presumed to have the competence to give 
consent for themselves.  Younger children who understand fully what is 
involved in the proposed procedure can also give consent (although their 
patients will ideally be involved).  In other cases, someone with parental 
responsibility must give consent on the child’s behalf, unless they cannot be 
reached in an emergency.  If a competent child consents to treatment, a 
parent cannot over-ride that consent.  Legally, a parent can consent if a 
competent child refuses, but it is likely that taking such a serious step will be 
rare. 

 
Who is the right person to seek consent? 
 
6. 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 see consent for that procedure. 

 
What information should be provided? 
 
7. 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 reasonable 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. 
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Does it matter how the patient gives consent? 
 

9. 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 the discussions that have taken place.   

 
Refusal of treatment 
 

10. Competent adult patients 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 competent pregnant woman may refuse any treatment, 
even if this would be detrimental to the foetus. 

 
Adults who are not competent to give consent 
 

11. No one can give consent on behalf of an incompetent adult. However, you 
may still treat such a patient if the treatment would be in their best interests.  
‘Best interests’ go wider than best medical interests, to include factors such as 
the wishes and beliefs of the patient when competent, their current wishes, 
their general well-being and their spiritual and religious welfare.  People close 
to the patient may be able to give you information on some of these factors.  
Where the patient has never been competent, relatives, carers and friends 
may be best placed to advise on the patient’s needs and preferences. 

12. If an incompetent patient has clearly indicated in the past, while competent, 
that they would refuse treatment in certain circumstances (an ‘advance 
refusal’), and those circumstances arise, you must abide by that refusal. 

 
 

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 www.dh.gov.uk/consent. 
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Appendix B 
 
 

List of Approved Procedures Suitable for  
Delegated Consent at Junior Doctor Level (FY1- CT/ST2)  

 
Following the decision in the Montgomery Vs Lanarkshire Health Board case, it is considered 
inappropriate for Foundation years doctors to seek consent unless they are directly 
supervised by someone qualified to seek consent. 
 
However, it is important that Foundation doctors understand the principles of consent and can 
undertake consent for a small number of procedures under supervision. 
 
Foundation Year 1 – Doctors.  
Require specific training and must be observed taking consent. This should be recorded as a 
mini-CEX.  Foundation year 1 doctors can only take consent for the following list of 
procedures and it is certainly not appropriate to delegate consent for interventional procedures 
to Fy1 and Fy2 doctors.  
 

List of procedures where FY1’s can take consent (with evidence of training and 
assessment) 
 

 Colonoscopy 

 Gastroscopy 

 Sigmoidoscopy 

 Blood transfusion (verbal) 

 Lumbar puncture (verbal) 

 Bone marrow examination 

 Peripheral Long Line Insertion 
 
Foundation Year 2 – Doctors.  
Foundation doctors in the second year of training from other units may have not taken consent 
in other Trusts. It is important they receive training and are observed taking consent for the 
first time with a Mini-CEX.  
 

List of procedures where FY2’s can take consent (with evidence of training and 
assessment) 
 

 Colonoscopy 

 Gastroscopy 

 Sigmoidoscopy 

 Blood transfusion (verbal) 

 Lumbar puncture (verbal) 

 Bone marrow examination 

 Peripheral Long Line Insertion 
 

 Bronchoscopy (Respiratory trainees only after Mini-CEX) 

 Renal Biopsy (renal only after Mini-CEX) 

 Pacing (cardiology only after Mini-CEX) 

 Cardioversion (cardiology only after Mini-CEX) 

 Trans-oesophageal Echo (cardiology only after Mini-CEX) 

 Endoscopic ultrasound (gastro only after Mini-CEX) 
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 Manipulation of fractures without skin or neurovascular compromise (Emergency 
medicine after Mini-CEX) 

 Arthroscopy of the knee & ankle, Joint injection (orthopaedics after Mini-CEX) 
 

Foundation doctors in particular should be empowered to refuse to take consent for any 
procedure for which they have not received the appropriate training 
 
Trainees under pressure to deviate from this guidance should report this directly to the FTPD 
or Director of Education via the education office or email. This can be done in confidence if 
required.  
 

 

Junior ST/CT - Doctors 
 
All junior doctors undertake a generic consent e-module at trust induction and should have 
speciality specific teaching and training resources to assist in the principles of delegated consent. 
 
Junior core trainees should not be expected to take consent for any procedures not approved in 
this list. Trainees should have had appropriate training (this can be informal), information and 
support when consenting for procedures on this list, if this is not available then they should not be 
expected to take consent for the procedure.  
 
Trainees under pressure to deviate from this guidance should report this directly to the FTPD or 
DPGMDE via the education office or email. This can be done in confidence if required. 

 

Speciality Procedure Junior 
ST/CT 

Specific 
consent 
forms 

e module/ 
Info 
resource 

Medicine     

All / MAU 
 US Guided Drainage 

 US Guided Biopsy 

 CT Guided Drainage 

 CT Guided Biopsy 

 Colonoscopy 

 Gastroscopy 

 Sigmoidoscopy 

 Bronchoscopy 

 Lumbar Puncture (verbal) 

 Blood Borne Virus testing 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Y 
Y 
Y 
Y 
N 

Y 
Y 
Y 
Y 
n/a 

Infectious 
diseases 

 Lumbar Puncture (verbal) 

 Blood Borne Virus testing 

Y 
Y 

n/a 
n/a 

N 
N 

Renal  Insertion of temporary vascular access 

 Insertion of semi-permanent (tunnelled) 
vascular access 

 Renal Biopsy 

 Insertion of PD catheter 

Y 
Y 
 
Y 
Y 

n/a 
n/a 
 
N 
N 

n/a 
n/a 
 
Y 
n/a 

Cardiology  Angiography 

 Pacing 

 Cardioversion 

 Trans-oesophageal Echo 

 Coronary Angioplasty 

Y 
Y 
Y 
Y 
Y 

N 
N 
N 
N 
N 

 

Respiratory  CT Guided Chest or Lung Biopsy 

 US Guided Chest tube insertion 

 Ultrasound Pleural Biopsy 

 Bronchoscopy 

Y 
Y 
Y 
Y  

Y 
Y 
N 
N 
 

Y 
Y 
N 
N  
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Neurology Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

   

Dermatology  Skin Biopsy 

 Prescribing, Roaccutane & Neotigason 

Y 
Y 

N 
N 

N 
N 

Rheumatology Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

   

Elderly care  Upper gastrointestinal endoscopy 

 Colonoscopy 

 Flexible sigmoidoscopy 

Y 
Y 
Y 

 Y 
Y 
Y 

Stroke Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

n/a n/a n/a 

Emergency 
Medicine 

 Verbal consent for minor procedures only 

 Manipulation of fractures without skin or 
neurovascular compromise 

 Delayed primary closure 

Y 
Y 
 
Y 

n/a 
n/a 
 
n/a 
 

n/a 
n/a 
 
n/a 
 

Surgery     

All Trainees 
(Acute) 

 Upper GI endoscopy 

 Flexible sigmoidoscopy 

 Colonoscopy 

 Liver biopsy 

 Endoscopic US 

 US Guided Drainage 

 US Guided Biopsy 

 CT Guided Drainage 

 CT Guided Biop 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Gastro 
(medical) / 
Upper GI & 
Colorectal 

 Endoscopic ultrasound 

 ERCP 

 Colonic stent 

 Gastroduodenal stent 

 Oesophageal stent 

 USS guided Liver biopsy 

 Biliary Stent 

 PTC 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Vascular  Varicose vein surgery 

 Radiofrequency (VNUS) varicose vein 
ablation 

 Hickman line removal/insertion 

 Fistula formation 

Y 
Y 
 
Y 
Y 

Y 
Y 
 
Y 
Y 

 

Urology Interventional radiology procedures  

 Percutaneous nephrostomy 

 Anterograde stent insertion 

 Renal embolisation 
Investigative urological procedures 

 Flexible cystoscopy 

 TRUS biopsy of prostate 
Core urological procedures 

 Rigid cystoscopy (RC) 

 RC +biopsy 

 RC + stent insertion 

 RC + retrograde study  

 TURP 

 TURBT 

 Diagnostic Ureteroscopy 

 
Y 
Y 
Y 
 
Y 
Y 
 
 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

 
Y 
Y 
Y 
 
N 
N 
 
 
N 
N 
N 
N 
N 
N 
N 

 
Y 
Y 
? 
 
Y 
Y 
 
 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
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Breast Consent only to be taken by ST3 in this area 
 

n/a n/a n/a 

Head & Neck     

Plastics Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

n/a n/a n/a 

ENT Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

n/a n/a  n/a 

Max fax & 
Dental 

 Insertion of temporary 

 vascular access 

 Oral biopsy 

 Oral lesion excision 

 Third molar removal 

 Apical Surgery 

 Removal of teeth and roots 

 Exposure of teeth 

 I&D Abscess internal and external 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

n/a n/a 

Ophthalmology Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

n/a n/a n/a 

W&C     

Neonates  Verbal consent for minor procedures only n/a n/a n/a 

General 
Paediatrics 

 Verbal consent for minor procedures only n/a n/a n/a 

Obstetrics & 
Gynaecology 

 Evacuation of Retained Products of 
Conception(ERPOC) 

 Incisional Drainage/Marsupilization of 
Bartholin Abscess 

 Laparoscopy and proceed for suspected 
Ectopic Pregnancy 

 Diagnostic Laparoscopy 

 Laparoscopic Sterilization 

 Diagnostic Hysteroscopy 

 Caesarean Section  

 Trial of instrumental delivery 

 Manual Removal Of Placenta 

Y 
 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y  

  

Cancer 
Services 

    

Haematology  Bone marrow examination 

 Peripheral Long Line Insertion 

Y 
Y 

n/a 
n/a 

n/a 
n/a 

Oncology  Pleural aspiration (Diagnostic /Therapeutic) 

 US Guided Drainage 

 US Guided Biopsy 

 CT Guided Drainage 

 CT Guided Biopsy 

 Pleural Drain 

 Pleurodesis 

 Abdominal Paracentesis 

 Gastroscopy/colonoscopy/sigmoidoscopy 

 ERCP 

 Bronchoscopy 

 PICC Line insertion 

 Hickman Line Removal 

 Diagnostic Lumbar Puncture 
 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

 
Y 
Y 
Y 
Y 
 
 
 
 
 
 

 
Y 
Y 
Y 
Y 
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Orthopaedics  Operative Fracture Management  
(fy2 can only complete in the presence of a senior 

Dr & the patient or countersign consent 

previously completed by senior dr) 

 Arthroscopy of the knee & ankle, Joint 
injection 

 Carpal Tunnel Decompression 

 Trigger finger release,  

 Cubital tunnel release 

 Hallux valgus correction  

 Joint Arthroplasty 

Y  
 
 
 
Y 
 
Y 
Y 
Y 
Y 
YY 

N 
 
 
 
N 
 
N 
N 
N 
N 
N 

Y  
 
 
 
Y 
 
Y 
Y 
Y 
Y 
Y 

Anaesthesia Only to consent for procedures capable of 
undertaking, delegated consent does not apply 
here 

n/a n/a n/a 

Radiology 
trainees 

Only to consent for procedures capable of 
undertaking 

 Generic ultrasound guided biopsy and CT 
guided biopsy  

 Chest radiology: chest biopsy  

 Vascular radiology: angiogram and 
angioplasty  

 Gastrointestinal radiology: colorectal stent 
and the above generic biopsies 

 Genito-urinary radiology nephrostomy. 

 Musculoskeletal radiology: bone biopsy. 

 
 
Y 
 
Y 
Y 
 
Y 
 
Y 
Y 

 
 
Y 
 
Y 
Y 
 
Y 
 
Y 
Y 

 
 
Y 
 
Y 
Y 
 
Y 
 
Y 
Y 

 

1. Delegated Consent 
 
Trust policy 
“The standard consent form provides space for a health professional to provide 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; and are aware of their knowledge limitations and are subject 
to audit.” 
 
2. Training 
 
“Consultant medical staff in conjunction with Clinical Directors/General Managers will ensure 
that all staff required to obtain consent are conversant with the procedures for which they will 
be obtaining consent, understand the risks involved, and have been trained and assessed as 
competent to do so.” 
 
Education delivered within the department will provide junior medical staff with the knowledge 
to be able to discuss with patients: 
 

 The nature of their condition 

 The type and complexity of the treatment proposed 

 The risks associated with the procedure and the severity 

 Benefits and anticipated outcomes of the treatment 

 Alternative Treatments 

 Possible consequences of the proposed treatment 

 Possible consequences of not accepting the proposed treatment 
 
 



31  

 
3. Assessment of Competence 
 
Competence in obtaining consent for the procedures within a specialty will be assessed by a 
Consultant or other member of staff capable of performing the procedure. The competency 
assessment (Form 2 of local induction records) will be completed and signed by the assessor. 
 
Responsibility for completion of consent competency forms rests with the Induction Lead. 
Wider responsibility to hold up to date records of consent competency for all trainees lies with 
the Directorate.  
 
 
4. Access to Senior Clinical Advice 
 
It is acceptable and a good educational process for trainees to take consent for defined 
procedures when they have been assessed as competent. However for the individual 
procedure the consultant or other senior doctor remains ultimately responsible for the 
satisfactory consent of a patient.  
 
Trust Policy 
“Where the health professional providing the information and obtaining consent is not capable 
of performing the procedure, local arrangements will be put in place to ensure the patient has 
proper access to the delegating clinician/appropriate colleagues so that any problems or 
queries which cannot be answered by the person explaining the treatment can be easily and 
speedily addressed.” 
 
 
5. Incident reporting 
 
Junior doctors should not be expected to take consent without appropriate training, support 
and availability of senior doctors for consultation. They should not be directly or indirectly 
influenced by other team members or senior clinicians to go beyond the limits of this policy. 
Any doctor who feels they are working beyond their competence should be able to report this 
to the induction lead and FTPD who will take appropriate action within the directorate 
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Appendix C – Forms for Policy only. Non-bar-coded and should not be used for taking consent 

 

 

  

 
 

Consent Form 1 
 

 
 
 
 
 

Patient agreement to investigation  
or treatment 

 
 
 

 

 
Patient details (or pre-printed label) 

 
Patient’s surname/family name..…………………………. 

 
Patient’s first names .………………………………………. 

 
Date of birth …………………………………………………. 

 
Responsible health professional.…………………………… 
 
Job title ………………………………………………………. 

 
NHS number (or other identifier)…………………………….. 
 

  Male     Female 
 
Special requirements ……………………………………… 
(eg other language/other communication method) 

 

 

To be retained in the patient’s notes



 

Patient identifier/label 
 

 
Name of proposed procedure or course of treatment (include brief explanation if 

medical term not clear) …………………………………………………. 
………………………………………………………………………………………………………………………
…………………………………………………………… 
 
Statement of health professional (to be filled in by health professional with appropriate 

knowledge of proposed procedure, as specified in consent policy) 
 
I have explained the procedure to the patient. In particular, I have explained: 
 
The intended benefits ……………………………………………………………..……….……… 
………………………………………………………………………………………………………………………
………………………………………………..…………………………..……………… 
Serious or frequently occurring risks ……………………………………………...……………… 
...………………………………………………………………………………………….…………… 
………………………………….………………………………………………..……………………. 
Any extra procedures which may become necessary during the procedure 

 blood transfusion…………………………………..…….………………………………………. 

 other procedure (please specify) ………………………………...……...…………….…..……. 
…………………………………………………………………………...………………….…..……. 
 
I have also discussed what the procedure is likely to involve, the benefits and risks of any available 
alternative treatments (including no treatment) and any particular concerns of this patient. 
 

 The following leaflet/tape has been provided ……………….…………………………..… 
 
This procedure will involve: 

  general and/or regional anaesthesia    local anaesthesia   sedation 

 
Signed:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
 
 
Contact details (if patient wishes to discuss options later)  …..……………….…………… 
 

 
Statement of interpreter (where appropriate) 

 

I have interpreted the information above to the patient to the best of my ability and in a way in which I 
believe s/he can understand. 
 
Signed ………………………….……………………. Date ………………..……………. 
Name (PRINT) …………………..……………………………………………………………… 

 

 

Top copy accepted by patient: yes/no (please ring) 
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Statement of patient     Patient identifier/label 

 

 

Please read this form carefully. If your treatment has been planned in advance, you should already 
have your own copy of page 2 which describes the benefits and risks of the proposed treatment. If 
not, you will be offered a copy now. If you have any further questions, do ask – we are here to help 
you. You have the right to change your mind at any time, including after you have signed this form. 
 
I agree to the procedure or course of treatment described on this form. 
 
I understand that you cannot give me a guarantee that a particular person will perform the 
procedure. The person will, however, have appropriate experience. 
 
I understand that I will have the opportunity to discuss the details of anaesthesia with an anaesthetist 
before the procedure, unless the urgency of my situation prevents this. (This only applies to patients 
having general or regional anaesthesia.) 
 

I understand that any procedure in addition to those described on this form will only be carried out if 
it is necessary to save my life or to prevent serious harm to my health.  

 

I have been told about additional procedures which may become necessary during my treatment. I 
have listed below any procedures which I do not wish to be carried out without further discussion. 
………………………………………………………………………… 
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
…………………………………………………………………………….. 
 
 
Patient’s signature ………………………………………….. Date………………………….. 
Name (PRINT) ……………………………………………………………………………………… 
 
 

A witness should sign below if the patient is unable to sign but has indicated his or her 
consent. Young people/children may also like a parent to sign here (see notes). 

 
Signature …………………………………………… Date ……………………..….……… 
Name (PRINT) ………………………………………………………………………………….… 
 

 
Confirmation of consent (to be completed by a health professional when the patient is 

admitted for the procedure, if the patient has signed the form in advance) 
 

On behalf of the team treating the patient, I have confirmed with the patient that s/he has no further 
questions and wishes the procedure to go ahead. 
 
Signed:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
 
Important notes: (tick if applicable) 

  See also advance directive/living will (e.g. Jehovah’s Witness form) 

  Patient has withdrawn consent (ask patient to sign /date here) ……………...………. 
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Guidance to health professionals (to be read in conjunction with consent policy) 

 
What a consent form is for 
 

This form documents the patient’s agreement to go ahead with the investigation or treatment you 
have proposed. It is not a legal waiver – if patients, for example, do not receive enough information on 
which to base their decision, then the consent may not be valid, even though the form has been 
signed. Patients are also entitled to change their mind after signing the form, if they retain capacity to 
do so. The form should act as an aide-memoire to health professionals and patients, by providing a 
check-list of the kind of information patients should be offered, and by enabling the patient to have a 
written record of the main points discussed. In no way, however, should the written information 
provided for the patient be regarded as a substitute for face-to-face discussions with the patient. 
 
The law on consent 
 See the Department of Health’s Reference guide to consent for examination or treatment for a 
comprehensive summary of the law on consent (also available at www.doh.gov.uk/consent).  
 
Who can give consent 
Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the 
opposite is demonstrated. If a child under the age of 16 has “sufficient understanding and intelligence 
to enable him or her to understand fully what is proposed”, then he or she will be competent to give 
consent for himself or herself. Young people aged 16 and 17, and legally ‘competent’ younger 
children, may therefore sign this form for themselves, but may like a parent to countersign as well. If 
the child is not able to give consent for himself or herself, some-one with parental responsibility may 
do so on their behalf and a separate form is available for this purpose. Even where a child is able to 
give consent for himself or herself, you should always involve those with parental responsibility in the 
child’s care, unless the child specifically asks you not to do so.  If a patient is mentally competent to 
give consent but is physically unable to sign a form, you should complete this form as usual, and ask 
an independent witness to confirm that the patient has given consent orally or non-verbally. 
 
When NOT to use this form 
 

If the patient is 18 or over and is not legally competent to give consent, you should use form 4 (form 
for adults who are unable to consent to investigation or treatment) instead of this form. A patient will 
not be legally competent to give consent if: 

 they are unable to comprehend and retain information material to the decision and/or  

 they are unable to weigh and use this information in coming to a decision.  
You should always take all reasonable steps (for example involving more specialist colleagues) to 
support a patient in making their own decision, before concluding that they are unable to do so.  
Relatives cannot be asked to sign this form on behalf of an adult who is not legally competent to 
consent for himself or herself. 
 
Information 
 

Information about what the treatment will involve, its benefits and risks (including side-effects and 
complications) and the alternatives to the particular procedure proposed, is crucial for patients when 
making up their minds. The courts have stated that patients should be told about ‘significant risks 
which would affect the judgement of a reasonable patient’. ‘Significant’ has not been legally defined, 
but the GMC requires doctors to tell patients about ‘serious or frequently occurring’ risks. In addition if 
patients make clear they have particular concerns about certain kinds of risk, you should make sure 
they are informed about these risks, even if they are very small or rare. You should always answer 
questions honestly. Sometimes, patients may make it clear that they do not want to have any 
information about the options, but want you to decide on their behalf. In such circumstances, you 
should do your best to ensure that the patient receives at least very basic information about what is 
proposed. Where information is refused, you should document this on page 2 of the form or in the 
patient’s notes. 
 

http://www.doh.gov.uk/consent
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Consent Form 2 
 

 
 
 
 
 
 

Parental agreement to investigation or  
treatment for a child or young person 

 
 
 

 
Patient details (or pre-printed label) 

 
Patient’s surname/family name..…………………………. 

 
Patient’s first names .………………………………………. 

 
Date of birth …………………………………………………. 

 
Age ……………………………………………………………. 
 
Responsible health professional.…………………………… 
 
Job title ………………………………………………………. 

 
NHS number (or other identifier)…………………………….. 
 

  Male     Female 

 
Special requirements ……………………………………… 
(e.g. other language/other communication method) 

 

 
 
 

To be retained in the patient’s notes



 

Patient identifier/label 
 

Name of proposed procedure or course of treatment (include brief 

explanation if medical term not clear) …………………………………………………. 
……………………………………………………………………………………………
……………………………………………………………………………………… 
 

Statement of health professional (to be filled in by health professional with 

appropriate knowledge of proposed procedure, as specified in consent policy) 
 

I have explained the procedure to the child and his or her parent(s). In particular, I have 
explained: 
 
The intended benefits ……………………………………………………………..……….……… 
…………………………………………………………..…………………………..……………… 
Serious or frequently occurring risks ……………………………………………...……………… 
...………………………………………………………………………………………….…………… 
………………………………….………………………………………………..……………………. 
Any extra procedures which may become necessary during the procedure 

 blood transfusion…………………………………..…….………………………………………. 

 other procedure (please specify) ………………………………...……...…………….…..……. 

…………………………………………………………………………...………………….…..……. 
 
I have also discussed what the procedure is likely to involve, the benefits and risks of any 
available alternative treatments (including no treatment) and any particular concerns of this 
patient and his or her parents. 
 

 The following leaflet/tape has been provided ……………….…………………………..… 
 

This procedure will involve: 

  general and/or regional anaesthesia    local anaesthesia   sedation 

 
Signed:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
 
Contact details  (if child/parent wish to discuss options later) ……………….…………… 
 

Statement of interpreter (where appropriate) 
 

I have interpreted the information above to the child and his or her parents to the best of my 
ability and in a way in which I believe they can understand. 
 

Signed ………………………….……………………. Date ………………..……………. 
Name (PRINT) …………………..……………………………………………………………… 

 
 
 

Top copy accepted by patient: yes/no (please ring) 
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Statement of parent     Patient identifier/label 

 

Please read this form carefully.  If the procedure has been planned in advance, you should 
already have your own copy of page 2 which describes the benefits and risks of the proposed 
treatment.  If not, you will be offered a copy now.  If you have any further questions, do ask – 
we are here to help you and your child.  You have the right to change your mind at any time, 
including after you have signed this form. 
 

I agree to the procedure or course of treatment described on this form and I confirm that I 
have ‘parental responsibility’ for this child. 
 

I understand that you cannot give me a guarantee that a particular person will perform the 
procedure.  The person will, however, have appropriate experience. 
 

I understand that my child and I will have the opportunity to discuss the details of 
anaesthesia with an anaesthetist before the procedure, unless the urgency of the situation 
prevents this.  (This only applies to children having general or regional anaesthesia.) 
 

I understand that any procedure in addition to those described on this form will only be 
carried out if it is necessary to save the life of my child or to prevent serious harm to his or 
her health. 
 

I have been told about additional procedures which may become necessary during my 
child’s treatment.  I have listed below any procedures which I do not wish to be carried 
out without further discussion.  ……………………………………………………… 
……………………………………………………………………………………………………………
……………………………………………………………………………………………………………
………………………………………………………………………………………………….. 
 

Signature ………………………………………….. Date………………………….. 
Name (PRINT) …………………………………Relationship to child…………………………… 
 

Child’s agreement to treatment (if child wishes to sign) 
 

I agree to have the treatment I have been told about. 
 

Name …………………………………………… Signature ……………………..….……… 
Date ………………………………………………………………………………….… 
 

Confirmation of consent (to be completed by a health professional when the child is 
admitted for the procedure, if the parent/child have signed the form in advance) 
 

On behalf of the team treating the patient, I have confirmed with the child and his or her 
parent(s) that they have no further questions and wish the procedure to go ahead. 
 

Signed:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
 
Important notes: (tick if applicable) 

  See also advance directive/living will (eg Jehovah’s Witness form) 

  Parent has withdrawn consent (ask parent to sign /date here) ……………...………. 
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Guidance to health professionals (to be read in conjunction with consent policy) 

 
This form 
This form should be used to document consent to a child’s treatment, where that consent is being 
given by a person with parental responsibility for the child.  The term ‘parent’ has been used in this 
form as a shorthand for ‘person with parental responsibility’.  Where children are legally competent to 
consent for themselves (see below), they may sign the standard ‘adult’ consent form (form 1).  There 
is space on that form for a parent to countersign if a competent child wishes them to do so. 
 

 Who can give consent 
Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the 
opposite is demonstrated. The courts have stated that if a child under the age of 16 has “sufficient 
understanding and intelligence to enable him or her to understand fully what is proposed”, then he or 
she will be competent to give consent for himself or herself.  If children are not able to give consent 
for themselves, some-one with parental responsibility may do so on their behalf. 
 
Although children acquire rights to give consent for themselves as they grow older, people with 
‘parental responsibility’ for a child retain the right to give consent on the child’s behalf until the child 
reaches the age of 18.  Therefore, for a number of years, both the child and a person with parental 
responsibility have the right to give consent to the child’s treatment.  In law, health professionals only 
need the consent of one appropriate person before providing treatment.  This means that in theory it 
is lawful to provide treatment to a child under 18 which a person with parental responsibility has 
authorised, even if the child refuses.  As a matter of good practice, however, you should always seek 
a competent child’s consent before providing treatment unless any delay involved in doing so would 
put the child’s life or health at risk.  Younger children should also be as involved as possible in 
decisions about their healthcare.  Further advice is given in the Department’s guidance Seeking 
consent: working with children.  Any differences of opinion between the child and their parents, or 
between parents, should be clearly documented in the patient’s notes. 
 
Parental responsibility 
The person(s) with parental responsibility will usually, but not invariably, be the child’s birth parents.  
People with parental responsibility for a child include: the child’s mother; the child’s father if married to 
the mother at the child’s conception, birth or later; a legally appointed guardian; the local authority if 
the child is on a care order; or a person named in a residence order in respect of the child.  Fathers 
who have never been married to the child’s mother will only have parental responsibility if they have 
acquired it through a court order or parental responsibility agreement (although this may change in 
the future). 

 
Information 
Information about what the treatment will involve, its benefits and risks (including side-effects and 
complications) and the alternatives to the particular procedure proposed, is crucial for children and 
their parents when making up their minds about treatment.  The courts have stated that patients 
should be told about ‘significant risks which would affect the judgement of a reasonable patient’. 
‘Significant’ has not been legally defined, but the GMC requires doctors to tell patients about ‘serious 
or frequently occurring’ risks.  In addition if patients make clear they have particular concerns about 
certain kinds of risk, you should make sure they are informed about these risks, even if they are very 
small or rare.  You should always answer questions honestly. 
 
Guidance on the law on consent 
See the Department of Health publications Reference guide to consent for examination or treatment 
and Seeking consent: working with children for a comprehensive summary of the law on consent (also 
available at www.doh.gov.uk/consent). 
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Consent form 4 
 

 

 

 

 

 

Form for adults who lack the capacity to  
consent to investigation or treatment 

 

 

 

 

 

Patient details (or pre-printed label) 
 

Patient’s surname/family name..…………………………. 
 

Patient’s first names .………………………………………. 
 

Date of birth …………………………………………………. 
 

Responsible health professional.…………………………… 
 
Job title ………………………………………………………. 

 
NHS number (or other identifier)…………………………….. 
 

  Male     Female 
 
Special requirements ……………………………………… 
(eg other language/other communication method) 

 

 

 

 

 

To be retained in patient’s notes



 

41 

 

Patient identifier/label 
 

All sections to be completed by health professional proposing the procedure 

  

A  Details of procedure or course of treatment proposed 
 

 

 

 
(NB see guidance to health professionals overleaf for details of situations where court approval must first be 
sought) 
 

B  Assessment of patient’s capacity (in accordance with the Mental 
Capacity Act) 
I confirm that the patient lacks capacity to give or withhold consent to this procedure or 
course of treatment because of an impairment of the mind or brain or disturbance affecting 
the way their mind or brain works (for example, a disability, condition or trauma, or the effect 
of drugs or alcohol) and they cannot do one or more of the following: 

 understand information about the procedure or course of treatment   

 retain that information in their mind  

 use or weigh that information as part of the decision-making process, or  

 communicate their decision (by talking, using sign language or any other means) 
 

Further details: for example how above judgements reached; which colleagues consulted; 
what attempts made to assist the patient make his or her own decision and why these were 
not successful. 
 

 

C  Assessment of patient’s best interests  
I am satisfied that the patient has not refused this procedure in a valid advance 
decision.  As far as is reasonably possible, I have considered the person’s past and 
present wishes and feelings (in particular if they have been written down) and any 
beliefs and values that would be likely to influence the decision in question.  As far 
as possible, I have consulted other people (those involved in caring for the patient, 
interested in their welfare or the patient has said should be consulted) as 
appropriate.  I have considered the patient’s best interests in accordance with the 
requirements of the Mental Capacity Act and believe the procedure to be in their best 
interests because:  
 

 

 

 

(Where the lack of capacity is likely to be temporary) The treatment cannot wait until the 
patient recovers capacity because: 
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D  Involvement of those close to the patient 
The final responsibility for determining whether a procedure is in the best interests of the 
patient who lacks capacity lies with the health professional performing the procedure 
(unless the patient has an attorney or deputy, see section E). However, you must consult 
with those close to the patient (eg spouse/partner, family and friends, carer, supporter or 
advocate) as far as is practicable and as appropriate. 
 

(to be signed by a person or persons close to the patient, if they wish) 
 

I/We have been involved in a discussion with the relevant health professionals over 
the treatment of……………………………(patient’s name).  I/We understand that he/she 
is unable to give his/her own consent, based on the criteria set out in this form.  I/We 
also understand that treatment can lawfully be provided if it is in his/her best 
interests to receive it. 
 

Any other comments (including any concerns about decision) 
 

 

 

 

Name ……………………………………Relationship to patient………………………………… 
Address (if not the same as patient)……………………………………………………………. 
………………………………………………………………………………………………………... 
………………………………………………………………………………………………………... 
 
Signature ………………………………………….. Date………………………….. 
 
If a person close to the patient was not available in person, has this matter been discussed 
in any other way (eg over the telephone?) 
 

  Yes        No 
Details: 

 
Independent Mental Capacity Advocate (IMCA) 
For decisions about serious medical treatment, where there is no one appropriate to 
consult other than paid staff, has an Independent Mental Capacity Advocate (IMCA) 
been instructed? (Note in this situation an IMCA MUST be instructed unless the 
treatment is urgent – S37 MCA) 

  Yes   No 

 

Details: 

 

 

 

Signature ………………………………………….. Date………………………….. 

E The patient has an attorney or deputy 
Where the patient has authorised an attorney to make decisions about the procedure in 
question under a Lasting Power of Attorney or a Court Appointed Deputy has been 
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authorised to make decisions about the procedure in question, the attorney or deputy will 
have the final responsibility for determining whether a procedure is in the patient’s best 
interests. 

 
Signature of attorney or deputy  
I have been authorised to make decisions about the procedure in question under a Lasting 
Power of Attorney / as a Court Appointed Deputy (delete as appropriate).  I have considered 
the relevant circumstances relating to the decision in question (see section C) and believe 
the procedure to be in the patient’s best interests.  
 
Any other comments (including the circumstances considered in assessing the patient’s 
best interests) 
 
 

 

 

 

 

Signature:…….……………………………………  Date .. …………………….………. 
 
Name ………………………………………Relationship to patient……………………………… 
Address (if not the same as patient……………………………………………………………… 
………………………………………………………………………………………………………... 
………………………………………………………………………………………………………... 
 

 

 
Signature of health professional proposing treatment 
The above procedure is, in my clinical judgement, in the best interests of the patient, who 
lacks capacity to consent for himself or herself.  Where possible and appropriate I have 
discussed the patient’s condition with those close to him or her, and taken their knowledge 
of the patient’s views and beliefs into account in determining his or her best interests. 
 

I have/have not sought a second opinion. 
 

Signature:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
 

Where second opinion sought, s/he should sign below to confirm agreement: 
 

Signature:…….……………………………………  Date .. …………………….………. 
Name (PRINT) ………………………. ………  Job title …….. ………………….… 
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Guidance to health professionals (to be read in conjunction with consent policy) 

 
This form should only be used where it would be usual to seek written consent, but an adult patient 
(16 or over) lacks capacity to give or withhold consent to treatment. If an adult has capacity to 
accept or refuse treatment, you should use the standard consent form and respect any refusal. 
Where treatment is very urgent (for example if the patient is critically ill), it may not be feasible to fill 
in a form at the time, but you should document your clinical decisions appropriately afterwards. If 
treatment is being provided under the authority of Part IV of the Mental Health Act 1983, different 
legal provisions apply and you are required to fill in more specialised forms (although in some 
circumstances you may find it helpful to use this form as well). If the adult now lacks capacity, but 
has made a valid advance decision to refuse treatment that is applicable to the proposed treatment, 
then you must abide by that refusal. For further information on the law on consent, see the 
Department of Health’s Reference guide to consent for examination or treatment 

(www.doh.gov.uk/consent). 
 

When treatment can be given to a patient who lacks the capacity to consent 
All decisions made on behalf of a patient who lacks capacity must be made in accordance with the 
Mental Capacity Act 2005.  More information about the Act is given in the Code of Practice1. 
Treatment can be given to a patient who is unable to consent, only if: 
•   the patient lacks the capacity to give or withhold consent to this procedure AND  
•   the procedure is in the patient’s best interests. 
 
Capacity 
A person lacks capacity if they have an impairment or disturbance (for example, a disability, 
condition or trauma, or the effect of drugs or alcohol) that affects the way their mind or brain works 
which means that they are unable to make a specific decision at the time it needs to be made.  It 
does not matter if the impairment or disturbance is permanent or temporary.  A person is unable to 
make a decision if they cannot do one or more of the following things:  

 Understand the information given to them that is relevant to the decision. 

 Retain that information long enough to be able to make the decision. 

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

 Communicate their decision - this could be by talking or using sign language and includes simple 
muscle movements such as blinking an eye or squeezing a hand. 

  
You must take all steps reasonable in the circumstances to assist the patient in taking their own 
decisions. This may involve explaining what is involved in very simple language, using pictures and 

communication and decision-aids as appropriate. People close to the patient 
(spouse/partner, family, friends and carers) may often be able to help, as may specialist 
colleagues such as speech and language therapists or learning disability teams, and 
independent advocates (as distinct from an IMCA as set out below) or supporters. 
Sometimes it may be necessary for a formal assessment to be carried out by a suitably 
qualified professional. 
 
Capacity is ‘decision-specific’: a patient may lack capacity to take a particular complex 
decision, but be able to take other more straight-forward decisions or parts of decisions.  
Capacity can also fluctuate over time and you should consider whether the person is likely 
to regain capacity and if so whether the decision can wait until they regain capacity. 
 
Best interests 
The Mental Capacity Act requires that a health professional must consider all the relevant 
circumstances relating to the decision in question, including, as far as possible, considering:  

                                            
1
 Mental Capacity Act 2005 Code of Practice - www.publicguardian.gov.uk/mca/code-of-practice.htm 

http://www.doh.gov.uk/consent
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 the person’s past and present wishes and feelings (in particular if they have been written 
down) 

 any beliefs and values (e.g. religious, cultural or moral) that would be likely to influence 
the decision in question and any other relevant factors 

 the other factors that the person would be likely to consider if they were able to do so.   
 
When determining what is in a person’s best interests a health professional must not make 
assumptions about someone’s best interests merely on the basis of the person’s age or 
appearance, condition or any aspect of their behaviour.  If the decision concerns the 
provision or withdrawal of life-sustaining treatment the health professional must not be 
motivated by a desire to bring about the person’s death. 
 
The Act also requires that, as far as possible, health professionals must consult other 
people, if it is appropriate to do so, and take account of their views as to what would be in 
the best interests of the person lacking capacity, especially anyone previously named by the 
person lacking capacity as someone to be consulted and anyone engaged in caring for the 
patient and their family and friends.  
 

Independent Mental Capacity Advocate (IMCA)  
The Mental Capacity Act introduced a duty on the NHS to instruct an independent mental 
capacity advocate (IMCA) in serious medical treatment decisions when a person who lacks 
capacity to make a decision has no one who can speak for them, other than paid staff.  
IMCAs are not decision makers for the person who lacks capacity.  They are there to 
support and represent that person and to ensure that decision making for people who lack 
capacity is done appropriately and in accordance with the Act.   
 
Lasting Power of Attorney and Court Appointed Deputy 
A person over the age of 18 can appoint an attorney to look after their health and welfare 
decisions, if they lack the capacity to make such decisions in the future.  Under a Lasting 
Power of Attorney (LPA) the attorney can make decisions that are as valid as those made 
by the person themselves.  The LPA may specify limits to the attorney’s authority and the 
LPA must specify whether or not the attorney has the authority to make decisions about life-
sustaining treatment. The attorney can only, therefore, make decisions as authorised in the 
LPA and must make decisions in the person’s best interests. 
 
The Court of Protection can appoint a deputy to make decisions on behalf of a person who 
lacks capacity. Deputies for personal welfare decisions will only be required in the most 
difficult cases where important and necessary actions cannot be carried out without the 
court’s authority or where there is no other way of settling the matter in the best interests of 
the person who lacks capacity. If a deputy has been appointed to make treatment decisions 
on behalf of a person who lacks capacity, then it is the deputy rather than the health 
professional who makes the treatment decision and the deputy must make decisions in the 
patient’s best interests. 
 
Second opinions and court involvement 
Where treatment is complex and/or people close to the patient express doubts about the 
proposed treatment, a second opinion should be sought, unless the urgency of the patient’s 
condition prevents this. The Court of Protection deals with serious decisions affecting 
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personal welfare matters, including healthcare, which were previously dealt with by the High 
Court.  Cases involving: 

 

 decisions about the proposed withholding or withdrawal of artificial nutrition and 
hydration (ANH) from patients in a permanent vegetative state (PVS); 

 cases involving organ, bone marrow or peripheral blood stem cell (PBSC) donation by 
an adult who lacks capacity to consent; 

 cases involving the proposed non-therapeutic sterilisation of a person who lacks 
capacity to consent to this (e.g. for contraceptive purposes); and 

 all other cases where there is a doubt or dispute about whether a particular treatment 
will be in a person’s best interests (include cases involving ethical dilemmas in untested 
areas). 

 
should be referred to the Court for approval.  The Court can be asked to make a decision in 
cases where there are doubts about the patient’s capacity and also about the validity or 
applicability of an advance decision to refuse treatment. 
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Appendix D 

 
 

Current forms in use in BTHFT: 
 
Consent form 1 Patient agreement to investigation or treatment  
Consent form 2 Parental agreement to investigations or treatment for a child or young 

person. 
 Consent form 4 For adults who are unable to consent to investigation or treatment. 
 
 

BTHFT procedure specific consent forms 
 
  Procedure specific consent forms are available for (in alphabetical order): 
 

 Abdominal Sacrocolpopexy/sacrohysteropexy 

 Adenoidectomy 

 Agreement to Investigation or Treatment for a Child or Young Person 

 Angiogram 

 Angioplasty (Side specific) 

 Angioplasty Haemodialysis Fistula (Side specific) 

 Angioplasty Lower Limb (side specific) 

 Antegrade Ureteric Stent + or - Percutaneous Nephrostomy 

 Anterior and/or Posterior repair +/- vaginal hysterectomy (Repair ) 

 Anterior and/or Posterior repair +/- vaginal hysterectomy with sacrospinous fixation 

 Arteriogram 

 Arthroscopic Anterior Cruciate Ligament Reconstruction 

 Arthroscopy 

 Biventricular Pacemaker  

 Bone and Soft Tissue biopsy 

 Bronchoscopy 

 Capsule Endoscopy 

 Cardiac Catheterisation and Coronary Angiography  

 Carotid Artery Surgery 

 Cervical Biopsy 

 Chemotherapy 

 Circumcision 

 Clinical Photography & Video Recording of Patients 

 Colonoscopy 

 Colorectal Stent Insertion 

 Colposcopy Biopsy and LLETZ 

 CT Guided biopsy 

 CT Guided Chest or Lung Biopsy 

 CT Guided Drain  

 Cystoscopy  

 Cystoscopy & Optical Internal Urethrotomy 

 Cystoscopy & Urethral Dilation in Women plus biopsy if required 

 Diagnostic Hysteroscopy GA 
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 Disclosure of Identifying Information about Fertility Treatment to another person who 
is not covered by a Licence 

 Ear Exploration/Ear Surgery 

 Endobronchial Ultrasound Guided Biopsy (EBUS) – use Bronchoscopy form 

 Endoscopic Banding/Injection of Oesophageal Varices 

 Endoscopic Retrograde Cholangiopancreatography 

 Endoscopic Sinus Surgery (FESS) & Nasal Polypectomy (including Antrostomy & 
Sinus Lavage) 

 Endoscopy (including Pharyngoscopy & Oesophagoscopy) 

 Evacuation of Retained Products of Conception (ERPOC) 

 Fitting of IUD – Intrauterine copper contraceptive device 

 Fitting of IUS – inserting a Mirena Intrauterine system (hormone implant) into uterus 

 Fitting of subdermal contraceptive implant under skin or upper arm 

 Flexible Cystoscopy +/- Biopsy or Stent Removal 

 Formation of Arterio-venous Fistula 

 Frenuloplasty 

 Functional Endoscopic Sinus Surgery (FESS) 

 Gastroduodenal Stent Insertion 

 Gastroscopy 

 Grommet Insertion 

 Grommet Insertion with Adenoidectomy 

 Hydrocoele Repair 

 Implantable defibrillator 

 Insertion of mid-urethral tape 

 Insertion of Penile Implant 

 IVF Research 

 Laparoscopy  

 Laryngoscopy 

 Left/Right Varicose Vein Surgery  

 Liver Biopsy 

 Lower Segment Caesarean Section (LSCS) 

 Myringoplasty 

 Occlusion (eye patching) 

 Oesophageal Dilatation  

 Oesophageal Stent Insertion 

 Operative Hysteroscopy  

 OutPatient Hysteroscopy 

 Pacemaker  

 Percutaneous Coronary Intervention 

 Percutaneous Nephrostomy 

 Percutaneous Transhepatic Cholangiography (PTC) 

 Pharyngo-Laryngo-Oesophagoscopy 

 Radiologically Inserted Gastrostomy (RIG) 

 Removal of Epididymal Cyst 

 Removal and/or renewal of subsermal contraceptive implant under skin of upper arm 

 Renal Biopsy  

 Rigid Cystoscopy & Urethral Dilation in Men plus biopsy if required 



 

49 

 

 Rigid Cystoscopy including biopsy if required plus Botox Injection 

 Septal Surgery 

 Septorhinoplasty 

 Shoulder Replacement 

 Sigmoidoscopy 

 SLAP Repair 

 Sling Procedure for Urinary Stress Incontinence (Synthetic or Natural) 

 Stapedectomy 

 Sterilisation 

 Subacromial Decompression 

 Suprapubic Catheter Insertion (Cystostomy) 

 Termination of Pregnancy 

 Thorascopic Sympathectomy 

 Tonsillectomy 

 Total Abdominal Hysterectomy +/- bilateral salpingo-oophorectomy (TAH&BSO) 

 Total Hip Replacement 

 Total Knee Replacement 

 Transurethral Resection of Bladder Tumour 

 Treatment Involving Egg Retrieval & Embryo Transfer 

 Treatment Involving Intracytoplasmic Injection of Sperm into Eggs 

 Ultrasound Guided Biopsy 

 Ultrasound Guided Chest Tube Insertion 

 Ultrasound Guided Drain 

 Ultrasound Guided Renal Biopsy 

 US mammatome Diagnostic  

 US mammatome Therapeutic 

 Use of Eggs & Use and Storage of Embryos in own Treatment or Research 

 Use of Sperm & Use and Storage of Embryos in own Treatment or Research 

 Vaginal Hysterectomy 

 Vascular Surgery Angiogram 

 Vasectomy 

 Xray mammatome Diagnostic  

 Xray mammatome Therapeutic 
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Appendix E 

 
MENTAL CAPACITY ACT 2005 – SUMMARY 

 
The Mental Capacity Act 2005 for England and Wales received Royal Assent on 7 April 2005 and 
came into force in 2007.  The Act generally only affects people aged 16 or over and provides a 
statutory framework to empower and protect people who may lack capacity to make some decisions 
for themselves, for example, people with dementia, learning disabilities, mental health problems, 
stroke or head injuries who may lack capacity to make certain decisions.  It makes it clear who can 
take decisions in which situations and how they should go about this.  It enables people to plan 
ahead for a time when they may lack capacity.  The Act covers major decisions about someone’s 
property and affairs, healthcare treatment and where the person lives, as well as everyday decisions 
about personal care (such as what someone eats), where the person lacks capacity to make the 
decisions themselves. 
 
This summary provides key information about the Act.  
 
Five Key Principles 
 
The whole Act is underpinned by a set of five key principles set out in Section 1 of the Act: 
 

 A presumption of capacity – every adult has the right to make his or her own decisions and 
must be assumed to have capacity to do so unless it is proved otherwise; 

 Individuals being supported to make their own decisions – a person must be given all 
practicable help before anyone treats them as not being able to make their own decisions; 

 Unwise decisions – just because an individual makes what might be seen as an unwise 
decision, they should not be treated as lacking capacity to make that decision; 

 Best interests – an act done or decision made under the Act for or on behalf of a person who 
lacks capacity must be done in their best interests; and  

 Least restrictive option – anything done for or on behalf of a person who lacks capacity 
should be the least restrictive of their basic rights and freedoms. 

 
What does the Act do? 
 
The Act enshrines in statute current best practice and common law principles concerning people 
who lack mental capacity and those who take decisions on their behalf.  It replaces statutory 
schemes for Enduring Powers of Attorney and Court of Protection receivers with reformed and 
updated schemes. 
 
The Act deals with the assessment of a person’s capacity and acts by carers of those who 
lack capacity: 
 

 Assessing lack of capacity – The Act sets out a single clear test for assessing whether a 
person lacks capacity to take a particular decision at a particular time.  It is a “decision-
specific” and time specific test.  No one can be labelled ‘incapable’ simply as a result of a 
particular medical condition or diagnosis.  Section 2 of the Act makes it clear that a lack of 
capacity cannot be established merely by reference to a person’s age, appearance, or any 
condition or aspect of a person’s behaviour which might lead others to make unjustified 
assumptions about capacity. 

 
(1) For the purposes of section 2, a person is unable to make a decision for himself if he is 

unable: 
  (a) to understand the information relevant to the decision,   
  (b) to retain that information,  
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(c) to use or weigh that information as part of the process of making the decision, or 
(d) to communicate his decision (whether by talking, using sign language or any other 
means). 

 
(2)  A person is not to be regarded as unable to understand the information relevant to a 

decision if he is able to understand an explanation of it given to him in a way that is 
appropriate to his circumstances (using simple language, visual aids or any other 
means). 

  
(3) The fact that a person is able to retain the information relevant to a decision for a short 

period only does not prevent him from being regarded as able to make the decision. 
 

 (4) The information relevant to a decision includes information about the reasonably  
 foreseeable consequences of:         
 (a) deciding one way or another, or 

  (b) failing to make the decision. 
 

Consent  
 

No-one is able to give consent for another person. In circumstances where consent is required, 
the Best Interest decision making process and where relevant the involvement of an Independent 
Mental Capacity Advocate Service (IMCA) supports decisions about treatment. 
This process must be followed in all cases when consent cannot be obtained directly from the patient. 
 
Best Interest Decision Making 

 
The Act and Code of Conduct give clear information and guidance on ensuring decisions 
are made in the patient’s Best Interest, taking into account all the possible contributory 
factors and ensuring the right people have been consulted. 
 

 Providing the healthcare professional has complied with the Mental Capacity Act in 
ensuring the person’s capacity has been assessed and acted in their Best Interest, 
diagnosis and treatment can continue. 

 

 However protection from liability will only be available if compliance with the Act can 
be demonstrated.  

 

 Therefore document what the issue is relevant to the Act including:     
That capacity has been assessed. 
Who has been consulted about the decision i.e. relatives or an IMCA. 
That the decision is in the person’s Best Interests. 
What information was given and to who, how and when. 

 
A copy of the Best Interest Assessment form can be found at the end of this summary section.  
 
Lasting Power of Attorney Directives 
 
The Mental Capacity Act has created the ability for someone to give Lasting Power of 
Attorney to an appointed person.  The Code of Practice provides guidance on procedures in 
the case of an individual presenting with a Lasting Power of Attorney. 
 
This is the only situation when someone can consent on behalf of another.  If the person 
requiring treatment lacks capacity and has created a personal welfare Lasting Power of 



 

52 

 

Attorney, the Attorney will be the decision maker on all matters relating to the person’s care 
and treatment within the terms of the Lasting Power of Attorney. 
 

 Advanced Directives 
 

The Mental Capacity Act introduced a number of rules to follow when an individual has made 
an advanced decision. If the healthcare professional is making a decision about treatment for 
someone who is unable to consent to it, they must be satisfied that the advance decision 
exists, is valid and applicable to the particular treatment in question.  
 
Advance decisions to refuse treatment 
 
Checks will need to be made to ascertain their validity.  Guidance is available within  
the Code of Conduct. 

 
Life-sustaining Treatment must fulfil different criteria to one which identifies what types of 
treatment they would refuse. 
 
Any dispute about the existence, validity or applicability of an Advance Decision would need 
to be determined by the Court of Protection. 
 
Acts in connection with care or treatment 
Section 5 offers statutory protection from liability where a person is performing an act in 
connection with the care or treatment of someone who lacks capacity.  This could cover 
actions that might otherwise attract criminal prosecution or civil liability if someone has to 
interfere with the person’s body or property in the course of providing care or treatment. 

 
However, unless the process of Best Interest decision making is followed, protection from 
liability will not be valid.  At all stages it must be demonstrable that actions and 
documentation fully comply with the Act. 
 
The Act deals with two situations where a designated decision-maker can act on 
behalf of someone who lacks capacity: 

 

 Lasting Powers of Attorney (LPAs) – The Act allows a person to appoint an attorney to 
act on their behalf if they should lose capacity in the future.  This is like the current 
Enduring Power of Attorney (EPA) in relation to property and affairs, but the Act also 
allows people to empower an attorney make health and welfare decisions.  Before it can 
be used an LPA must be registered with the Office of the Public Guardian (see below).   

 

 Court appointed deputies – The Act provides for a system of court appointed deputies 
to replace the current system of receivership in the existing Court of Protection.  Deputies 
will be able to be appointed to take decisions on welfare, healthcare and financial matters 
as authorised by the new Court of Protection (see below) but will not be able to refuse 
consent to life-sustaining treatment.  They will only be appointed if the Court cannot 
make a one-off decision to resolve the issues.   

 
The Act creates a public body and an official to support the statutory framework, both 
of which are designed around the needs of those who lack capacity: 

 

 Court of Protection – The Court has jurisdiction relating to the whole Act.  It has its own 
procedures and nominated judges.  It is able to make alterations, decisions and orders 
affecting people who lack capacity and make decisions for or appoint deputies to make 
decisions on behalf of people lacking.  It deals with decisions concerning both property 
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and affairs, as well as health and welfare decisions.  The Court is based in venues in a 
small number of locations across England and Wales and is supported by a central 
administration in London.  The Senior Judge Designate of the Court is the current Master 
Lush.   

 

 Public Guardian – The Public Guardian has several duties under the Act and is 
supported in carrying these out by an Office of the Public Guardian (OPG).  The Public 
Guardian and staff register authority for LPA’s and deputies.  They supervise deputies 
appointed by the Court and provide information to help the Court make decisions.  They 
also work with other agencies, such as the police and social services, to respond to any 
concerns raised about the way in which an attorney or deputy is operating.  A Public 
Guardian Board will scrutinise and review the way in which the Public Guardian 
discharges his functions.  The Public Guardian will be required to produce an Annual 
Report about the discharge of his functions.   

 
The Act also includes three further key provisions to protect vulnerable people: 

 

 Independent Mental Capacity Advocate (IMCA) – An IMCA will be someone appointed 
to support a person who lacks capacity but has no one to speak for them, such as family 
or friends.  They are only involved where decisions are being made about serious 
medical treatment or a change in the person’s accommodation where it is provided by the 
National Health Service or a local authority.  The IMCA will make representations about 
the person’s wishes, feelings, beliefs and values, at the same time as brining to the 
attention of the decision-maker all factors that are relevant to the decision. The IMCA can 
challenge the decision-maker on behalf of the person lacking capacity if necessary.   

 

 Advance decisions to refuse treatment – The Act creates statutory rules with clear 
safeguards so that people may make a decision in advance to refuse treatment if they 
should lack capacity in the future.  The Act sets out two important safeguards of validity 
and applicability in relation to advance decisions.  Where an advance decision concerns 
treatment that is necessary to sustain life, strict formalities must be complied with in order 
for the advance decision to be applicable.  These formalities are that the decision must 
be in writing, signed and witnessed.  In addition, there must be an express statement that 
the decision stands “even if life is at risk” which must also be in writing, signed and 
witnessed.   

 

 A criminal offence – The Act introduces a new criminal offence of ill treatment or 
neglect of a person who lacks capacity.  A person found guilty of such an offence may be 
liable to imprisonment for a term of up to five years.   

 
 The Act also sets out clear parameters for research: 

 

 Research involving, or in relating to, a person lacking capacity may be lawfully carried out 
if an “appropriate body” (normally a Research Ethics Committee) agrees that the 
research is safe, relates to the person’s condition and cannot be done as effectively 
using people who have mental capacity.  The research must produce a benefit to the 
person that outweighs any risk or burden.  Alternatively, if it is to derive new scientific 
knowledge it must be of minimal risk to the person and be carried out with minimal 
intrusion or interference with their rights. 

 

 Carers or nominated third parties must be consulted and agree that the person would 
want to join an approved research project.  If the person shows any signs of resistance or 
indicates in any way that he or she does not wish to take part, the person must be 
withdrawn from the project immediately. 
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Code of Practice 

 

 There is a statutory Code of Practice accompanying the Act.  The Code provides guidance to all 
those working with and/or caring for adults who lack capacity, including family members, 
professionals and carers.  It describes their responsibilities when acting or making decisions 
with, or on behalf of, individuals who lack the capacity to do these things themselves.  Those 
who will have a duty of care to a person lacking capacity, such as attorneys, deputies, IMCAs, 
professionals and paid carers must have regards to the Code.   

 
Contact details: 
If you would like any further information on the Act please contact us. 
 
Professor Clive Kay  
Medical Director 
Bradford Teaching Hospitals NHS Foundation Trust 
Duckworth Lane 
Bradford 
BD9 6RJ 
clive.kay@bradfordhospitals.nhs.uk  
 
Tel: 01274 364018 (Direct dial) 
Mobile: #6 318 
or 
Communications Team 
Mental Capacity Implementation Programme 
5th Floor 
Steel House 
11 Tothill Street 
London 
SW1H 9LH 
Tel: 0207 210 0037/0025 
 
Email: makingdecisions@dca.gsi.gov.uk 
Website: http://www.dca.gov.uk/legal-policy/mental-capacity/index.htm 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:clive.kay@bradfordhospitals.nhs.uk
mailto:makingdecisions@dca.gsi.gov.uk
http://www.dca.gov.uk/legal-policy/mental-capacity/index.htm
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Appendix F 

 

 

Implications of the Montgomery decision for the practice of taking consent in 

BTH 

 

 
This briefing document has been prepared with assistance and guidance from Capsticks 
Solicitors. 
 
Montgomery V Lanarkshire Health Board  
 
Preliminary Points  
· This was a Scottish case but was heard by the Supreme Court, meaning that it should be 
applied across the UK.  
· The claim related to an obstetric patient but the principles should be applied across all 
specialties and the Court was clear that it applies to all healthcare professionals (not just 
doctors).  
· We await guidance from the DH regarding the implications of the case and all policies should 
be reviewed on receipt of that guidance.  
 
Summary of Case  
Mrs Montgomery was a molecular biologist with a history of IDDM and was just over 5ft tall. 
She was pregnant with her first child and the Court heard that her risk of shoulder dystocia 
(SD) was around 9-10%, the baby’s risk of Erb’s palsy around 0.2%, and brain injury around 
0.1%. The obstetrician did not discuss the risk of SD with Mrs Montgomery or offer her a LSCS; 
the reason being that presenting such risks to diabetic mothers would lead them all to ask for 
an LSCS, which was not in the maternal interest.  
The obstetrician planned to induce Mrs Montgomery at 38 weeks, when she had planned for 
foetal weight to be less than 4kg. She was aware that Mrs Montgomery was concerned about 
the size of her baby and her ability to deliver vaginally, but as she had not been asked about the 
specific risks of SD, she did not discuss them, as she viewed the risk of harm to the child to be 
very small.  
The Court decided that it was incumbent on the obstetrician to discuss the risks of SD with Mrs 
Montgomery and to discuss the option of LSCS as an alternative. The risk of SD was substantial, 
and should have been warned of in itself as, if SD were to occur, even if it could be managed 
such that no harm were to come to the child, it would be traumatic for the mother, and involve 
risks to her.  
 
The Law on consent following Montgomery  
The doctor is under a duty to take reasonable care to ensure that the patient is aware of any 
material risks involved in any recommended treatment, and of any reasonable alternative or 
variant treatments.  
The test of “materiality” is whether, in the circumstances of the particular case, a reasonable 
person in the patient’s position would be likely to attach significance to the risk, or the doctor is 
or should reasonably be aware that the particular patient would be likely to attach significance 
to it.  
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The effect of the decision  
The decision effectively creates new law on the extent of the duty to inform patients and brings 
the UK in line with other Commonwealth jurisdictions such as Australia and Canada. The 
decision in the case of Sidaway has been overturned and the extent of a doctor’s duty to discuss 
the risks and benefits of treatment is no longer limited by what a responsible body of medical 
opinion would have discussed (the Bolam test).  
When discussing options for treatment with a patient, the doctor must consider not only 
whether the average patient would want to know about the risk but, in addition, whether the 
specific needs, concerns and circumstances of the individual patient would mean that a risk or 
alternative would be of significance to their decision. This requires the doctor involved to have 
explored, to a reasonable extent, the particular circumstances of the patient before undertaking 
the consent process, which will include non-medical circumstances which may affect decision 
making.  
Although it is unclear to what extent the Court will require medical staff to actively enquire as 
to a patient’s personal and social circumstances before embarking on the consenting process, it 
is clear that any expressions of concern from the patient, or specific questions or requests for 
information about risks must be properly and thoroughly discussed.  
In light of the patient-specific approach adopted by the Court, it was explicitly confirmed that 
the percentage likelihood of a risk occurring is no longer determinative of whether it should be 
discussed. Whether a risk is material will be dependent upon  
a number of factors, including the nature of the risk, the effect that it would have upon the life 
of the patient, the importance to the patient of the benefits sought to be achieved by the 
treatment, the alternatives available and the risks involved in those alternatives. The 
assessment is therefore fact-sensitive, and sensitive also to the characteristics of the patient. 
Involvement of the patient is essential to establish materiality. 
Finally, as has always been the case, the consenting process will only be performed effectively if 
the information provided is comprehensible and the patient can understand it. Specifically, the 
Court stated that the duty to warn will not be discharged by simply “routinely demanding [a] 
signature on a consent form”.  
 
The exceptions  
There are essentially 3 exceptions to the duty to comprehensively warn, which are:  
 
1. Patient choice - A doctor is not obliged to discuss the risks inherent in treatment with a 
person who makes it clear that they would prefer not to discuss the matter.  
 
2. The “Therapeutic exception” - The doctor is not required to make disclosures to the patient 
if, in the reasonable exercise of medical judgment, they consider that it would be detrimental to 
the health of the patient to do so. However, this exception should be used extremely rarely. The 
Royal College of Surgeons state in their guidance on Consent that use of this exception would 
cause a real risk of litigation. 
 
3. Necessity - The doctor is also excused from conferring with the patient in circumstances of 
necessity, as for example where the patient requires treatment urgently but is unconscious or 
otherwise unable to make a decision.  
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Implications for consent - Practical steps  
 
The consent process  
 The standard consent process should include a discussion of the patient’s general medical 

and non-medical circumstances, in an effort to ensure that doctors can tailor advice 
accordingly. The patient should be asked about concerns which are important to them. 

 
 The doctor performing the consent process should be fully aware of all potential 

consequences of the proposed treatment, and any alternatives, including the implications of 
doing nothing, so that they can assess whether a risk which may be material for the 
individual patient, but not usually warned of, should be discussed.  

 
 It is felt that it is no longer appropriate for Foundation doctors to seek consent, as they will 

not have the required experience to make this assessment. It is reasonable for Core 
Trainees and Specialist Trainees to continue to seek consent, providing they have 
undergone appropriate training. Similarly, Clinical Nurse Specialist are trained and 
experienced in the process and should be able to seek consent. All groups to whom consent 
is delegated should have easy and immediate access to the operating practitioner as 
required. 

 
 Treatment discussions should include a “dialogue”, in comprehensible terms. The 

conversation should be documented as clearly and in as much detail as possible. This 
discussion should be summarised briefly in the medical notes in addition to the consent 
form. 

 
 The option of doing nothing / no treatment should also be discussed.  
 
 The consensus view is that procedure-specific consent forms are still appropriate, but 

additional information about the discussion should be noted in the medical record. 
 
 It may be appropriate for the Trust to ask patients to complete a questionnaire which 

provides basic information about the patient’s circumstances which may be relevant to 
their decisions about treatment before treatment options are discussed. Such a 
questionnaire is likely to vary across medical specialties but could include a request for 
information regarding, for example:  
 
Co-morbidities – does the patient have a disability which, if a very small risk were to 
eventuate, would make their position materially worse.  
 
Accommodation – how would a risk which affected the patient’s mobility affect their living 
situation?  
 
Caring responsibilities – if a patient has dependents, are there risks of a treatment option 
which could impair their ability to discharge caring obligations?  

 
 
Information leaflets  
 Trusts should ensure that patient information leaflets are up to date and comprehensive (to 

include as much information regarding all risks / benefits and alternatives as possible). 
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 Leaflets should now include reference to information which may not have been routinely 
provided to patients previously.  

 
 The use of percentages as an indicator of the likelihood that a risk will eventuate should still 

be encouraged.  
 
 Leaflets should not be phrased in a way which “advocate” a certain type of treatment over 

another.  
 
 It would be helpful for clinicians to record in the notes when a leaflet has been provided to a 

patient or to have the patient sign to confirm that written information has been received.  
 
 Even if an information leaflet has been used, the patient should still be given additional 

information as required following a discussion of the procedure as described above. 
 
Obstetrics 
 
In terms of obstetric practice in particular, it should be noted that the Court made an explicit 
reference to NICE guidance 132, which confirmed that mothers requesting LSCS should be 
offered it if vaginal delivery is not an acceptable option following the provision of appropriate 
guidance and support. The Court rejected the idea that there was a moral preference for vaginal 
delivery which would override a mother’s right to choose, in light of the very low risk now 
associated with LSCS. As a matter of generality, therefore, it will not be acceptable to withhold 
discussion of the option of LSCS on the basis that it is generally viewed to be “not in the 
maternal best interest”.  
The Court appears to have stopped short of saying that the possibility of LSCS has to be 
discussed in every case (although this is clearly arguable), but Lady Hale stated as follows:  
'That is not necessarily to say that the doctors have to volunteer the pros and cons of each option 
in every case, but they clearly should do so in any case where either the mother or the child is at 
heightened risk from a vaginal delivery. In this day and age, we are not only concerned about risks 
to the baby. We are equally, if not more, concerned about risks to the mother. And those include 
the risks associated with giving birth, as well as any after effects.' 
 
Potential for future litigation 

 

Litigation around consent is usually focused on a discrepancy between what the treating team 
told, or believed they told, the patient, and what the patient understood. This again emphasises 
the need for comprehensive documentation of the consent discussion. It is unlikely that there 
will be enough room on the consent form for this purpose, and notes should be made in the 
medical record. 
 
The discussion and documentation should of course be proportional to the magnitude and risks 
of a procedure. 
 
It is not known yet how the courts will apply the Montgomery decision to future litigation. It is 
possible that the wider rights for patients may bring with them wider responsibilities, and the 
expectation that they should actively seek information. This raises the possibility of 
contributory negligence as a defence, but should not be relied upon. 
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Legal cases so far subsequent to Montgomery have lacked consistency; A claimant whose baby 
was born with a chromosomal abnormality sought compensation for not having been warned 
of this. The court determined that there was no material risk, as the magnitude of the outcome 
was very small (0.1%), and the claim was rejected. In another case, a patient suffered a DVT 
and PE post hernia repair. The patient had not been warned of this possible complication in 
hospital or on discharge. The court decided there was a material risk, and the claim was 
therefore successful. 
 
 
Action for BTH  

 
An addendum should be included in the Consent Policy to reflect the Montgomery ruling, and 
relevant sections of the Policy should be modified accordingly. 
 
Foundation Years doctors should only take consent if directly supervised by another 
practitioner qualified to take consent. 
 
Current consent forms in use in BTH are still appropriate. 
 
Procedure-specific consent forms and patient information leaflets are encouraged, but must be 
supplemented by additional notes in the medical record as appropriate.. 
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Appendix G 

 
Treatment of Children and Young People 

 
Children or Young Person without Capacity 
 
Where a child lacks capacity a person with parental responsibility or the Courts can give consent.  
Those giving consent must have the capacity to give consent as if they were giving it for themselves 
(Appendix G).  The principle of welfare or best interest apply in such decisions and where possible the 
child should be involved in the decision- making process.  The Courts can over-rule a refusal by a 
person with parental responsibility. 
 
Persons with Parental Responsibility  
 
These are defined in the Children Act 1989 as: 
 

 The child’s parents if married to each other at the time of conception or birth; 

 The child’s mother, but not the father, if they were not so married unless the father has acquired 
parental responsibility via a Court Order or a Parental Responsibility Agreement or the couple 
subsequently marry; 

 The child’s legally appointed guardian; 

 A person in whose favour the Court has made a residence order in respect of the child; 

 A Local Authority designated in a care order in respect of the child; 

 A Local Authority or other authorised person holds an emergency protection order in respect of 
the child. 

 
Consent given by one person with parental responsibility is valid even if another person with parental 
responsibility withholds consent.  However, where persons with parental responsibility disagree that 
non-therapeutic procedures should go ahead, e.g. male circumcision, because they are not in the child’s 
best interest, it is advisable to discuss the issues with the Medical Director or deputy and Chief 
Executive or deputy.  Consideration should be given to whether the matter should be referred to the 
Courts. 
 
Where the mother of a child is under 16 she will only be able to give valid consent if she herself is 
“Gillick competent” and the same principles apply, see above, depending on her understanding and the 
seriousness of the proposed intervention.  Where the child is a Ward of Court no important decision can 
be made without the authority of the Court.  This will normally relate to significant interventions no 
treatment for minor injuries or common diseases.  
 
It is justifiable to treat a child lacking capacity without the consent of a person with parental responsibility 
if consent cannot be obtained at the time and the treatment is vital to the survival or health of the child. 
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Appendix H 

 

 
 

Patient Information   
Consent – it’s up to you 

 
What you can expect 
 
Before a doctor, nurse or other health professional examines or treats you, they many need your 
consent. Any proposed treatment or investigation will be explained to you in a way that you can 
understand. We want you to have all the information you need to decide whether you want the 
treatment or investigation. 
 
We want to involve you in all the decisions about your care and treatment. If you do not want to 
know about certain aspects of your treatment, please talk to us about this. 
 
For most simple procedures, you will only need to say that you agree for us to go ahead. 
For more complicated procedures, including any in which you will need sedation or an anaesthetic, 
we will ask you to sign a consent form confirming your agreement. It is your right to have a copy of 
this form. 
 
You will usually be asked to sign the consent form when you visit the outpatient clinic.  
On the day of your admission to hospital you will be asked to confirm that you wish to go ahead with 
the procedure, and you will have the opportunity to ask any further questions. 
 
When we ask for consent 
 
When we ask you to agree to any treatment or investigation, you can expect the staff caring for you 
to explain; 

 The type and extent of the proposed treatment; 

 The advantages and disadvantages of the treatment; 

 Any alternative treatments that might be available; 

 Any significant risks and side-effects; 

 Your right to change your mind and withdraw consent at any time. 
 
During the course of the planned investigation we may need to take your blood or small sections of 
tissue, for example an unexpected lump. You should be told in advance if samples are likely to be 
taken. 
 
We sometimes use images, including x-rays, scans photographs and videos, for teaching and 
research. Unless we have your permission, these will not be published or used in a way that can 
identify you.  
If you have any concerns about his, please talk to the staff caring for you. 
 
What if I don’t understand? 
 
We encourage you to ask questions at any time. 
If you don’t understand what you are being told, please till the staff straight away so they can talk 
you through the proposed treatment or investigation again. It is not unusual for people to need 
medical treatments explained to them more than once. 
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It is often a good idea to ask a relative or friend, or your nurse, to be with you when your treatment is 
being explained. This will help you if you are discussing the treatment later. 
 
You might find it helpful to write down any questions you want to ask. It is important that we know 
about your concerns so that we can answer any questions. 
We can arrange for you to speak with someone in the language you need.  
 
Making your decision 
 
Please tell the staff if you want time to think about what is being proposed. Although we may 
recommend a particular treatment or investigation, you are free to choose another. Your values and 
preferences will be considered at all times. 
However we cannot give a treatment to you if it is not available or if we feel it is not suitable for your 
care. 
 
What if I change my mind? 
 
You can change your mind and withdraw consent at any time, even if you have signed a consent 
form. Make sure you tell your doctor or the nurse in charge immediately so this can be recorded in 
your medical records and so that everyone is made aware of your decision. 
 
You do not have to give a reason for refusing treatment, but it is helpful to tell the staff about your 
concerns so they can give you the best advice. If you are unsure about agreeing to a particular 
treatment, you might consider asking for another opinion from a different doctor, nurse or other 
health professional. If you do, we will do our best to help you. 
 
Who can give consent? 
 
If you are an adult patient (16 years old and over), only you can give consent to treatment. Your 
relatives or next of kin cannot do this on your behalf. However, in certain circumstances they might 
be consulted; for example if you were unconscious and it was an emergency. 
 
If a patient does not have capacity, for example because they are unconscious or under the 
influence of drugs or alcohol and they need life-saving treatment, two senior doctors might make a 
decision on their behalf. They would make a judgement about what would be in the patient’s best 
interest, and consult with family or appropriate friend if they are able to be contacted in an 
emergency situation. 
 
There are other, very specific, circumstances when senior medical staff might need to make 
decisions on behalf of an adult, for example if someone is detained under the Mental Health Act. 
 
There are some additional issues about consent in the case of children under 16 years of age; we 
will explain these to you if they apply. 
 
What if I have made an advance directive? 
 
If you have made an advance directive – sometimes known as a living will – before losing the ability 
to decide for yourself or to communicate effectively, you or your relatives should make the staff 
aware of this as soon as possible. Details will then be placed in your medical notes which will allow 
us to respect your wishes. 
 
 
Is my treatment confidential? 
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Any information we hold about you will be treated confidentially. This information will be used to give 
you the best possible care. It will also be used to help us run and monitor the quality of our services. 
We may use some of the information about your for research, but only after we have removed any 
details which would make it possible to identify you. No information about you will be used in any 
way that can identify you unless we have asked your permission. 
 
Examples of questions you may want to ask 
 
Questions may be about the treatment itself, for example; 

 What are the main treatment options? 

 What are the benefits of each option? 

 What are the risks of each option? 

 What are the success rates for the different options – nationally, for this hospital and for the 
individual surgeon? 

 Why do you think an operation (if suggested) is necessary? 

 Are there any alternatives available? 

 How can I expect to feel after the procedure? 

 When am I likely to be able to go back to work/back to normal? 
 
Questions may be about how the treatment may affect your future health or style of life, for example: 

 Will I need long-term care? 

 Will my mobility be affected? 

 Will I still be able to drive? 

 Will it affect the kind of work I do? 

 Will it affect my personal/sexual relationships? 

 Will I be able to take part in my usual sport/activities/exercises? 

 Will I be able to follow my usual diet? 
 
 
You may wish to write down any additional questions in the box below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ray Smith 
Date: January 2017 
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Appendix I 

 

 
Withdrawing and Withholding Life-Prolonging Treatment 

 
The same legal principles apply to withdrawing or withholding life-prolonging treatment as apply to any 
other medical intervention.  However, due to the gravity and sensitivity of these decisions the 
assessment of capacity and best interests are important.  At times decisions will need to be made 
immediately following trauma.  At other times a more measured approach is possible, particularly when 
the patient, adult or child, lacks capacity.  All those concerned should be involved in the decisions; this 
includes spouses’ partners, relatives, friends, carers and clinical team.  All discussions should be 
recorded. 
 
It is important to understand that artificial intervention and hydration constitutes medical treatment, and 
that there are distinctions between withholding and withdrawing treatment which is of no clinical use 
and taking deliberate action to end of patient’s life. 
 
Where the adult has capacity to refuse or request treatment is withdrawn Clinicians must comply with 
that request.   
 
Where an adult lacks capacity and there is no advance refusal which is valid and applicable, the 
decision is made in the best interests of the adult.  Where a child lacks capacity the decisions should 
be based on the welfare principle.  If there is disagreement between those with parental responsibility 
for the child and the clinical team about the appropriate course of action a ruling should be sought from 
the Courts. To be discussed with the Medical Director or deputy and Chief Executive or deputy. 
 
 
References: 

 BTHFT Resuscitation Policy; section “Do-Not-Resuscitate” 

 British Medical Association:  Withholding and Withdrawing Life-Prolonging Medical Treatment.  
BMJ 2000 

 General Medical Council:  Withholding and Withdrawing Life-Prolonging Treatments: Good 
Practice in Decision-Making.  GMC 2002 
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Appendix J 

 

 
 

E-learning consent modules 
 
The following e-learning Consent Modules can be accessed on Oracle Learning 
Management System (OLM): 
 
 

 Chest Drain insertion or Fluid Aspiration E-learning 

 Colonic Stent Insertion E-learning 

 Consent for Bone Biopsy E-learning 

 CT and US Intervention Consent E-learning 

 CT Guided Lung Biopsy E-learning 

 Gastro-duodenal stent insertion E-learning 

 Liver Biopsy E-learning 

 Nephrostomy Consent Module E-learning 

 Oesophageal Stent Insertion E-learning 

 Percutaneous Transhepatic Cholangiogram E-learning 

 Renal Biopsy E-learning 

 RIG Insertion E-learning 

 Ureteric Stent Consent E-learning 

 Vascular Consent E-learning 

 How to Perform a Paracentesis E-learning 

 Endoscopy Consent E-learning 
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