Recording Client Consent to an Episode of Care

All staff should be familiar with the Trust Policy for consent to examination or treatment. This defines consent, provides guidance for staff in seeking consent and documenting decisions, and clarifies the legal position.

The attached form, “Client Consent to an Episode of Care”, should be completed at the beginning of each episode of care, by the health care professional involved in carrying out the treatment. 

Guidance notes are attached for completing the form.

In complex situations staff are advised to seek help from the following sources:

· Clinical supervision, or discussion with a line manager

· Multi-disciplinary discussion

· Professional codes of conduct or practice guidelines

· The Trust Clinical Ethics Sub-committee or Ethical Advisory Committee

· Other sources listed in the Trust Policy

Client Consent to an Episode of Care – Guidance Notes for Completion

Section 1. What is the assessment or treatment the person needs to give consent to?

Describe the intervention you intend to carry out in simple specific terms. For example:

“Six sessions of bereavement counselling”

“Assessment of comprehension”

“Breast screening”

“Provision of new equipment for moving and handling”

“Hydrotherapy sessions”

Section 2. Describe how you explained the intervention to your client (e.g. did you use any pictures, signs, demonstrations, etc.?)

For many clients with learning disabilities it will be good practice to accompany verbal explanations with other forms of communication. Describe any you used, for example, Makaton signs or specially prepared information leaflets.

Section 3. In your opinion has your client consented?

You are being asked to give your professional view about whether the client has consented or not. Usually yes or no will be sufficient to represent this view. If you think the person does not have the capacity to consent, your answer to this question will have to be no.

Section 4. What do you base this view on?

You need to say why you have reached your decision. For example:

“ She listened to the information about treatment, answered questions which showed that she had understood, and said that she would like to go ahead.”

“ He held out his hand when I showed him the oils I use for hand massage.”

“ He said no and left the room.”

“ I could not be sure that she had consented because it was impossible to tell whether she understood what I was proposing to do.”

Section 5. How will you assess consent at each session?

Even when a client has previously consented to an episode of care, it is important to check that he or she is still happy to go ahead at each treatment session. This does not need to be a complex procedure, and may be inferred from non-verbal presentation. For example:

“ The client positions herself ready for treatment.”

“ The client attends the appointment willingly, and looks happy to be there.”

Section 6. When will you review this consent?

If an episode of care continues for longer than three months, you will need to review consent. You may choose to review it sooner (for example, if the client’s circumstances change).

Section 7. If the person does not have the capacity to consent why have you decided that this assessment or treatment is in his or her best interests? 

If you are making a decision in the person’s best interests, you will need to consult with carers, relatives and other professionals as appropriate, and you should record this information here. Also, you will need to make reference to any guidance given by your professional body about the proposed treatment, or evidence-based practice.

Section 8. When will you review this decision?

Best interests decisions also need to be regularly reviewed, at least every three months.

