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CONSENT PROTOCOL 

1. Introduction 

 

The purpose of this protocol is to set out the practice’s approach to consent and the 

way in which the principles of consent will be put into practise. It is not a detailed legal 

or procedural resource due to the nature and complexity of the issues surrounding 

consent.  

 

Where possible, a clinician must be satisfied that a patient understands and consents 

to a proposed treatment, immunisation or investigation, as well as the nature, purpose, 

benefits and risks of the procedure. Drawings, interpreters, videos or other means may 

be used to help ensure that the patient understands the situation, and has enough 

information to give ‘Informed Consent’.  

 

 

2. Implied Consent 

 

Implied consent will be assumed for many routine physical contacts with patients. 

Where implied consent is to be assumed by the clinician, in all cases, the following will 

apply: 

• An explanation will be given to the patient with regards to what the clinician is about 

to do, and why. 

• The explanation will be sufficient for the patient to understand the procedure. 

• In all cases where the patient is under 18 years of age, a verbal confirmation of 

consent will be obtained and entered into the medical record. 

• Where there is a significant risk to the patient, “Expressed Consent” is to be 

obtained in all cases (see below). 

 

 

3. Expressed Consent 

 

Expressed consent (written or verbal) will be obtained for any procedure which carries 

a risk that the patient is likely to consider as being substantial. A note will be made in 

the medical record detailing the discussion about the consent given and the risks of the 

procedure. A Consent Form [*] may be used for the patient to express consent (see 

below) which should then be attached to the clinical record. 

 

 

4. Obtaining Consent 

 

• Consent (Implied or Expressed) will be obtained prior to the procedure, and prior to 

any form of sedation.  
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• The clinician will ensure that the patient is competent to provide a consent (i.e. is 16 

years old or over) or has “Gillick Competence” if under 16 years. Further 

information about Gillick Competence and obtaining consent for children is set out 

below. 

• Consent will include the provision of all information relevant to the treatment. 

• Questions posed by the patient will be answered honestly, and information 

necessary for the informed decision will not be withheld unless there is a specific 

reason to withhold. In all cases where information is withheld then the decision will 

be recorded in the clinical record. 

• The person who obtains the consent will be the person who carries out the 

procedure (i.e. a nurse carrying out a procedure will not rely on a consent obtained 

by a doctor unless the nurse was present at the time of the consent). 

• The person obtaining consent will be fully qualified and will be knowledgeable about 

the procedure and the associated risks. 

• The scope of the authority provided by the patient’s consent will not be exceeded 

unless in an emergency. 

• The practice acknowledges the right of the patient to refuse consent, delay the 

consent, seek further information, limit the consent, or ask for a chaperone. 

• Clinicians will use a Consent Form [*] where procedures carry a degree of risk or 

where, for other reasons, they consider it appropriate to do so (e.g. malicious 

patients).  

• No alterations will be made to a Consent Form once it has been signed by a 

patient. 

• Clinicians will ensure that consents are freely given and not under duress (e.g. 

under pressure from other present family members etc.). 

• If a patient is mentally competent to give consent but is physically unable to sign 

the Consent Form [*], the clinician should complete the Form as usual, and ask an 

independent witness to confirm that the patient has given consent orally or non-

verbally. 

 

Other aspects which may be explained by the clinician include: 

• Details of the diagnosis, prognosis, and implications if the condition is left 

untreated. 

• All options for treatment, including the option not to treat. 

• Details of any subsidiary treatments (e.g. pain relief). 

• Patient experiences during and after the treatment, including common or potential 

side effects and the recovery process. 

• Probability of success and the possibility of the need for further treatments. 

• The option of a second opinion. 
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5. Immunisations 

 

Informed consent must be obtained prior to giving an immunisation. There is no legal 

requirement for consent for immunisation to be in writing, and a signature on a consent 

form is not conclusive proof that consent has been given, but serves to record the 

decision and discussions that have taken place with the patient, or the person giving 

consent on a child’s behalf. 

 

 

6. Consent for children 

 

Everyone aged 16 or over 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/her to understand fully what is 

proposed” (known as Gillick Competence), then he/she will be judged competent to 

give consent for him/herself. Young people aged 16 and 17, and legally ‘competent’ 

younger children, may therefore sign a Consent Form [*] for themselves, but they may 

like a parent to countersign as well. 

 

For children under 16 (except for those who have Gillick Competence as noted above), 

someone with parental responsibility should give consent on the child’s behalf by 

signing accordingly on the Consent Form [*].  

 

 

7. Mental Capacity Act 

 

The Mental Capacity Act (MCA) 2005 became fully effective on 1st October 2007 in 

England & Wales and provides a framework to empower and protect people who may 

lack capacity to make some decisions for themselves. ‘A person who lacks capacity’ is 

defined as a person who lacks capacity to make a particular decision or take a 

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

 

The lack of this capacity could be due to a mental health condition, a severe learning 

disability, a brain injury, a stroke or unconsciousness due to an anaesthetic or sudden 

accident and may be on either a temporary or a permanent basis. 

 

The MCA makes clear who can take decisions in which situations, and how they 

should go about this.  

 

Anyone who works with or cares for an adult who lacks capacity must comply with the 

MCA when making decisions or acting for that person. Within primary care the 

provisions will apply to GPs, nurses and those to whom a referral may be made.  
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The underlying philosophy of the MCA is to ensure that those who lack capacity are 
empowered to make as many decisions for themselves as possible and that any 
decision made, or action taken, on their behalf is made in their best interests. 

 

 

8. Deprivation of Liberty Safeguards 

 

The Deprivation of Liberty Safeguards (DoLS) form part of the Mental Capacity Act, 

aiming to make sure that people are receiving care in a way that does not 

inappropriately restrict their freedom, ensuring decisions made on their behalf are in 

their best interests. They also ensure that arrangements only deprive someone of their 

liberty in a safe and correct way, and that this is only done when it is in the best 

interests of the person and there is no other way to look after them. It applies to 

vulnerable people aged 18 or over who have a mental health condition and do not 

have the mental capacity to make decisions about their own care or treatment. 

 

Those planning care should always consider all options, which may or may not involve 

restricting the person's freedom, and should provide care in the least restrictive way 

possible. However, if all alternatives have been explored and it is believed necessary 

to deprive a person of their liberty in order to care for them safely, permission must be 

obtained by following strict processes. These processes are the Deprivation of Liberty 

Safeguards, and they have been designed to ensure that a person's loss of liberty is 

lawful and that they are protected. 

 

The key elements of the safeguards are: 

 

• To provide the person with a representative 

• To give the person (or their representative) the right to challenge a deprivation of 

liberty through the Court of Protection  

• To provide a mechanism for deprivation of liberty to be reviewed and monitored 

regularly 

 

 

9. Advance Directives 
 

Patients who wish to make their preferences known in advance about treatments which 
might occur in the future may present the practice with a “Living Will”. This is more 
correctly known as an Advance Directive (AD). 

 
An AD need not be written. An oral statement appropriately witnessed may be equally 
as valid. Patients may carry cards to record effective ADs. It should be noted however 
that Advance Directives which contain provision regarding the withholding of life-
sustaining treatments are only valid under the above Act if they are in writing. It is 
therefore recommended that practices advise patients that ADs should always be 
written to avoid ambiguity and error at a later date. 
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Under the Mental Capacity Act, an advance refusal of treatment is valid if: 

• The person making the AD was over 18 and had capacity at the time. 

• It is given in writing, is signed and witnessed, and it states clearly that it is to apply 
even where life is at risk. 

• The AD states the specific treatment to be refused, and the circumstances which 
may apply – this may be stated in none-clinical (lay-persons’) terms. 

• The AD has not been withdrawn by the patient during a time when they had 
Capacity. 

• The appointment of an attorney to make the same decision has not taken place after 
the date of the AD. 

• There has been no act or other indication that the person has changed their views, 
nor have they done anything inconsistent with the terms of the AD. 

 
Policy 

• The practice will consider Advance Directives very carefully. 

• Advance Directives will be in writing. 

• Any approach by a patient asking for advice relating to ADs will be treated with full 
consideration by the GP and appropriate advice will be offered (see below). Further 
information can be found at http://compassionindying.org.uk/healthcare-
professionals. 

• Young people under the age of 18 are entitled to have their views on future 
treatment also taken into account. 

• Where the circumstances giving rise to treatment fall clearly within the full terms of 
the AD then this will be regarded as being the settled wishes of the patient.  

• The practice and its doctors will fully consider the possibility that the patient may 
have changed his / her mind since signing the AD, and take into account any 
indication or likelihood that this has occurred. Statements made a long time in 
advance of any treatment are not necessarily invalid, however the courts are more 
likely to accept a more recent, or recently reviewed statement. 

• In cases where it becomes necessary to invoke the terms or provisions of an AD the 
individual GP will normally consult with both an alternative GP colleague and with 
the practice’s professional indemnity insurers. 

 
Limitations 

 

• The AD has no binding on illegal acts. 

• An AD cannot compel a GP to carry out a particular treatment 

• An AD which refuses treatment does not prevent the provision of basic care such as 
cleaning, pain relief etc. 

 
Content 

 
Advance Directives may be of different types, and written statements should be written 
in clear and unambiguous language. They should be signed by the patient and 
witnessed by at least 1 other person. They may be: 

• General statements about the patient’s views on care, which may help a doctor to 
make decisions on courses of treatment without restricting them to specified 
courses of action. 
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• A statement which names third parties who are to be consulted in the event that the 
planned circumstances arise. 

• A clear directive regarding specified or generalised treatments which may be legally 
binding. 

• A statement made to support religious or other similar beliefs 

• A combination of the above elements which may very well have legal force. 
 

Acceptance 
 

The storage of an AD is primarily the responsibility of the patient. When presented with 
an AD the practice will take the following action: 

• Clearly identify the patient. If not known personally suitable ID should be requested 
such as a full driving licence, bank card etc. 

• Photocopy the original document. Photocopy the identification. 

• The person accepting the document should endorse the photocopy as a true and 
accurate copy of the original, sign and date the copy, and hand the original back to 
the patient. Endorse the copy of the identification in a similar way. 

• The documents are to be scanned into the patient’s medical record. 

• The photocopies are to be retained indefinitely within the paper records or a special 
file maintained for that purpose. 

• The clinical system will be populated with an alert message to the effect that an 
Advance Directive is held on file. Attention will be drawn to this prior to appropriate 
treatments. 

• The patient is to be advised that the practice recommends that they re-authorise the 
AD on an annual basis. The practice will not provide a reminder service. 

• Offer an extended appointment to discuss the situation with their usual GP (note: 
minimum of 3 days notice required for research). 

• In all cases (including where an appointment offer is not taken up) a patient 
presenting an AD will be advised that their usual GP will review the document. The 
GP will then undertake research in advance of the appointment to determine the 
extent and potential impact of the AD in relation to the health and needs of the 
individual patient. 

• The patient should be advised to inform family and close friends that an AD exists 
and its contents. 

• GPs will routinely remind patients that they should review ADs after each 12 month 
period has passed. A note that this reminder has been issued should be entered 
into the medical record, along with the patient’s decision, if one has been made. 

• GPs will provide details of the AD to other healthcare professionals at appropriate 
times, e.g. on referrals or in emergency situations, and where appropriate a copy of 
the AD will be provided. 

• In an emergency situation, treatment should not normally be delayed in order to 
search for an AD. In all cases, in an emergency situation, clinical judgement must 
be made. 
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Once signed and accepted the GP should task the clinical coder to code the patient 
record with 9X20. 

 
GP Advice 

 
The patient’s usual GP will consider all ADs presented by his / her patient. In 
formulating the advice to be given due regard will be taken of: 

• Capacity to give consent or refusal. 

• Is there any form of duress or undue influence being applied by third parties. 

• The validity and acceptability of the AD when viewed on an individual case by case 
basis. 

• The options and treatments open to the patient taking into account their current 
anxieties, presented in a way which will enable them to make an informed choice. 

• The desirability of making a decision at a particular stage should be considered 
(e.g. is the patient depressed or otherwise in a temporary frame of mind) and is the 
advice to review the decision after a further period of time appropriate. 
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