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Unconfirmed Minutes of the Quality, Safety & Experience Committee

Held on 18.07.23

Via MS Teams

  
Chair:
Ceri Phillips CP Committee Chair
Present:
Akmal Hanuk AH Independent Member – Community 
Keith Harding IM Independent Member – University
Rhian Thomas RT Independent Member – Capital & Estates
In Attendance
Annette Beasley AB Macmillan Lead Cancer Nurse
Paul Bostock PB Chief Operating Officer
Vicki Burrell VB Senior Service Improvement Programme Manager 
Angela Hughes AH Assistant Director of Patient Experience
Fiona Jenkins FJ Executive Director of Therapies and Health Sciences
Meriel Jenney MJ Executive Medical Director 
Sarah Lloyd SL Interim Director of Operations for Clinical Diagnostics and 

Therapeutics
Helen Luton HL Interim Director of Nursing and Multi-Professional teams – CD&T
Suzanne Rankin SR Chief Executive Officer 
Aled Roberts AR Assistant Medical Director, Clinical Effectiveness & Safety
Jason Roberts JR Executive Nurse Director
Paul Rogers PR Interim Assistant Director of Therapies and Health Science
Alexandra Scott AS Assistant Director of Quality and Patient Safety
Vicky Stewart VS Head of Concerns & Redress
James Quance JQ Director of Corporate Governance
Clare Wade CW Director of Operations for Patient Flow
Aron White AW Nurse Informatics Lead
Oliver Williams OW Speciality Registrar in Public Health
Suzanne Wood SW Consultant in Public Health Medicine
Observing
Cerys Jones CJ Student
Lucy Jugessur LJ Audit Manager NWSSP
Frances Rees FR Student
Secretariat
Nathan Saunders NS Senior Corporate Governance Officer
Apologies
Marcia Donovan MD Head of Corporate Governance

QSE  
23/07/001

Welcome & Introductions 

The Committee Chair (CC) welcomed everyone to the meeting in English & Welsh

Action

QSE  
23/07/002

Apologies for Absence

Apologies for absence were noted. 

QSE  
23/07/003

Declarations of Interest 

No declarations of interest were raised.

QSE
23/07/004

Minutes of the Committee meeting held on 9 May 2023

The minutes of the Committee meeting held on 9 May 2023 were received.

The Committee resolved that:
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The Executive Summary of Child and Adult Practice Reviews were received. 

The END advised the Committee that the Health Board undertook a child practice review as part of 
a multi-agency approach with Police and local authority colleagues and noted that the final reports 
were received by the Committee along with the recommendations from the findings of the reports. 

The Committee resolved that:

a) The summary of recently published Regional Safeguarding Board Child and Adult Practice 
Reviews were noted.

QSE 
23/07/017

Clinical Audit Strategy

The Clinical Audit Strategy was received.

The EMD advised the Committee that she would take the paper as read and had no further 
information to add.

The Committee resolved that:

a) The assurance provided by the 2023-2025 clinical audit strategy was noted.

QSE 
23/07/018

Unpaid Carers Annual Report

The Unpaid Carers Annual Report was received. 

The ADPE advised the Committee that it would be the last Unpaid Carers Annual Report because 
there were no longer transitional funds and so it would be held by the regional partnership board in 
future. 

The Committee resolved that:

a) The Unpaid Carers Annual Report was noted

QSE 
23/07/019

Minutes from Clinical Board QSE Sub Committees:

The Minutes from Clinical Board QSE Sub Committees were received. 

The Committee resolved that:

a) The Minutes from the Clinical Board QSE Sub-Committees were noted.

QSE 
23/07/020

Items to bring to the attention of the Board / Committee:

No items were raised.

QSE 
23/07/021

Agenda for Private QSE Meeting

i) Private Minutes - 
ii) Any Urgent / Emerging Themes – Verbal (Confidential Discussion)
iii) MBRRACE Report – Verbal
iv) Cyber Security Update

QSE 
23/07/022

Any Other Business

No other business was raised. 

Date & Time of Next Meeting:  

Tuesday, 30 August 2023 at 1pm via MS Teams.
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Action Log 

Quality, Safety & Experience Committee

Update for meeting 30 August 2023
(Following the meeting held on 19 July 2023)

MINUTE REF SUBJECT AGREED ACTION DATE BY LEAD STATUS/COMMENT
Actions Completed 

QSE  
23/03/010

HIW Activity Once published, the Committee would 
receive copies of the reports relating to 
(i) Maternity Services and (ii) IRMER 
Inspection

18.07.2023 Jason Roberts COMPLETED
Updated on 18 July 2023

Agenda item 2.4

QSE
23/05/007

Perinatal Mortality 
data

Once MBRRACE report is published 
more detail to be provided to the 
Committee

18.07.2023 Meriel Jenney COMPLETED
Updated on 18 July 2023

Agenda item 2.3

Actions in Progress

QSE
23/05/007

Civica “Once for 
Wales” platform

To undertake a deep dive into the 
Civica data via Quality Indicators 
Report.

29.08.2023 Jason Roberts Update in August 2023 
To note that a report was 
received by the Board on 
27/07/23

QSE 
23/05/007

Stroke Committee to receive a deep dive with 
regards to Stroke data 

29.08.2023 Paul Bostock Update in August 2023

QSE  
23/03/008

Looked After 
Children – 
Assessment 
Backlogs

An update report to be brought back to 
the Committee in 3-4 months.

29.08.2023 Jason 
Roberts/Catherine 
Wood

Update in August 2023

QSE  
23/03/007

Specialist Clinical 
Board Assurance 
Report – re: South 

To update the Committee with regards 
to the WHSSC funding for South Wales 
Trauma Network review and associated 
actions

26.09.2023 Jason Roberts/Guy 
Blackshaw

Update in September 2023
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MINUTE REF SUBJECT AGREED ACTION DATE BY LEAD STATUS/COMMENT
Wales Trauma 
Network

QSE  
23/04/007

Children & Women’s 
Clinical Board 
Assurance Report 

revisit the waiting list issue identified in 
6 months’ time to provide more 
assurance. Full Clinical Board 
assurance report not required

10.10.2023 Jason Roberts Update in October 2023

QSE  
23/04/009

Pressure Damage An update report to be brought back to 
the Committee in 6 months’ time.

10.10.2023 Jason Roberts Update in October 2023

QSE  
23/07/009

MBRRACE Update A matrix report to be provided to the 
Committee to include the MBRRACE 
report. 

10.10.2023 Meriel Jenney / 
Jason Roberts

Update in October 2023

QSE 23/07/014 Cardiff and Vale 
University Health 
Board Hepatitis (B and 
C) Joint Recovery Plan 
2023-25

An update to be provided in 12 months’ 
time. 

July 2024 Fiona Kinghorn Update in July 2024

Actions referred to Board / Committees 

Actions referred FROM Board / Committees

AAC 4/7/23/013 Regulatory 
Compliance 
Tracking Report

Some of the Patient Safety Solutions 
had been on the tracker for some time 
and should be taken to a future Quality, 
Safety & Experience (QSE) Committee 
meeting to provide assurance.

26.09.2023 Aaron Fowler / Matt 
Phillips

Update on 28 September 2023

UHB 23/05/015 Integrated 
Performance Report: 
QSE

Mortality data assurance to be provided 
to November Board following a deep 
dive at a QSE Committee meeting in 
September

26.09.2023 Meriel Jenney Update on 28 September 2023

UHB 23/03/013 QSE Chair’s Report A deep dive with regards to stillbirths to 
be considered at the QSE Committee 
in the next couple of months.

26.09.2023 Jason 
Roberts/Angela 
Hughes

Update on 28 September 2023
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Quality Indicators Report 
Quality Safety and Experience Committee

August 2023
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Safe 
Care

Medication Incidents
There were 157 medication incidents reported in July 
2023, with the vast majority  recorded as resulting in no 
or low harm. Four incidents were initially  categorised as 
resulting in serious harm, however, these recategorized  
following review as resulting in no harm or low harm

A quarterly report was presented to the Medicines Safety 
Executive  and noted that the most common theme 
relating to medication  incidents was administration error 
which accounted for 40%. The next most common 
category  was prescribing  errors with incorrect dose  the 
most common issue within this category.  These themes 
are in line with the 2022/23  annual medication  incident 
report which demonstrate that  omitted doses and 
delayed administration along  with incorrect doses are 
the three highest types of medication error reported. 

Action
A critical time medication task and finish group has been 
formed to drive the improvements in prescribing and 
administration of critical time medications. These are 
medications where early or delayed administration of 
over 30 minutes may cause harm to the patient  or 
compromise the therapeutic  effect  resulting in sub 
optimal therapy. The  group is focusing on the provision 
of patient information, staff awareness and identification 
of patients. 

0 10 20 30 40 50 60 70

No Harm 

Low Harm

Moderate Harm 

Severe Harm 

Catestrophic 

Medication Incidents by Harm July 2023 

Medication incident reporting 2022/23
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Effective 
Care 

Covid Investigations
The covid-19 investigation programme is making 
good progress  across all four waves and  
completed investigations currently exceed the 
required trajectory. 

The UHB has piloted a CIVICA  survey to establish 
the experience of patients and families who have 
had contact from the Covid -19 investigation team 
and have received the outcomes of their 
investigations. 
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QSE 
Stroke Performance Update

August 2023
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SSNAP A grade: consistent 50% scanned within 1 hour, 95% within 12 hours 
with a median time of <1hr

SSNAP A grade: consistent 20% thrombolysis rate, 90% of eligible patients 
thrombolysed. 45 minute QIM (DU) 1 hour standard (SSNAP)

SSNAP A grade: consistent 90% admitted within 4 hours with a median time of 
<2hr. 90% of patients to spend 90% of their UHW stay on the stroke unit

SSNAP A grade: consistent 80% screened within 4 hours, 80%  formal 
assessment within 72 hours

CHKS Stroke Mortality  - September 21- April 23

Median time to scan 46 min
1 hour 28 min in May

Median door to ward time 
2 hours 25 min 
9 hours 30 min in December
4 hours in April and May

June Operational Performance
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Report Title:
Policies for Ratification Agenda Item 

no.
3.1

Public XMeeting: Quality & Safety 
Committee Private

Meeting 
Date: 10/01/2023

Status 
(please tick one only): Assurance Approval X Information

Lead Executive: Fiona Jenkins, Executive Director of Therapies and Healthcare Sciences.
Meriel Jenney, Executive Medical Director

Report Author 
(Title):

Nathan Saunders, Senior Corporate Governance Officer 

Main Report
Background and current situation:

The Following Policies and Procedures are for review:

1. Laser Risk Management Policy and Procedure (UHB 324)
2. Consent to Examination or Treatment Policy (UHB 100)

The policies and procedures have been reviewed within the relevant professional meetings and have 
been agreed there.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

Laser Risk Management Policy and Procedure (UHB 324): 

No significant changes have been made to the policy and procedure. However, a verbal briefing will 
be provided in the Quality, Safety Committee for the policy and procedure by the Executive Director 
of Therapies and Health Sciences.

Consent to Examination or Treatment Policy (UHB 100):

No significant changes have been made to the policy. Links and references have been updated and 
slight amendments to terminology. A verbal briefing will be provided in the Quality, Safety Committee 
for the policy by the Executive Director of Medicine.

Recommendation:

The Committee is requested to:

Approve the following attached policies and procedure: -

(i) Laser Risk Management Policy and Procedure (UHB 324) 
(ii) Consent to Examination or Treatment Policy (UHB 100)

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please tick as relevant
1. Reduce health inequalities X 6. Have a planned care system where 

demand and capacity are in balance
2. Deliver outcomes that matter to 

people
X 7. Be a great place to work and learn 

3. All take responsibility for improving 
our health and wellbeing

8. Work better together with partners to 
deliver care and support across care 
sectors, making best use of our people 
and technology
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4. Offer services that deliver the 
population health our citizens are 
entitled to expect

X 9.    Reduce harm, waste and variation 
sustainably making best use of the 
resources available to us

X

5. Have an unplanned (emergency) 
care system that provides the right 
care, in the right place, first time

X 10.  Excel at teaching, research, innovation 
and improvement and provide an 
environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered  
Please tick as relevant

Prevention Long term Integration Collaboration X Involvement

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: Yes/No 
None
Safety: Yes/No
n/a
Financial: Yes/No
n/a
Workforce: Yes/No
n/a
Legal: Yes/No
n/a
Reputational: Yes/No
n/a
Socio Economic: Yes/No
n/a
Equality and Health: Yes/No
n/a
Decarbonisation: Yes/No
n/a
Approval/Scrutiny Route:
Committee/Group/Exec Date:
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Reference Number: UHB 324 
Version Number: 3 

Date of Next Review: 01/08/2026 
  Previous Trust/LHB Reference Number: N/A 

 
THE LASER RISK MANAGEMENT POLICY  

Policy Statement 
 
To ensure that the Cardiff and Vale UHB delivers its aims, objectives, responsibilities and 
legal requirements transparently and consistently we will manage the use of medical 
treatment lasers in a safe manner in order to protect the health and well being of staff 
working with this equipment and people who may be affected by the work.  
 
The Cardiff and Vale UHB will ensure that risks to patients, staff and the UHB arising from 
the use of medical treatment laser equipment are minimised, and that UHB consistently 
delivers the best health and financial outcomes from the use of medical laser equipment. 
 
Policy Commitment 
 
The UHB will: 

• Provide a robust framework for the management of medical treatment lasers to 
ensure that services are safe, and compliant with current legislation, standards and 
guidelines, in order to protect the UHB, patients, staff and members of the public. 

• Ensure that managers and staff recognise their responsibility to safeguard of all 
persons involved with, or who may be affected by, the use of medical treatment 
lasers. 

• Ensure that measures for the protection of all persons who may be affected by the 
use of medical treatment lasers on UHB premises are implemented and maintained. 

• Demonstrate compliance through record keeping and audit. 
• Appoint Laser Safety Advisors. 
• Appoint Laser Protection Supervisors. 

 
 
Supporting Procedures and Written Control Documents 
 
This Policy and the supporting Laser Risk Management Procedure describes the following 
with regard to laser safety: 
 

• Responsibilities in the management of medical treatment lasers.  
• Training requirements 
• Procurement and use of medical treatment lasers. 
• Maintenance, repair and quality assurance of medical treatment lasers. 
• Management of laser controlled areas and protection measures. 
• Demonstration of compliance with regulatory requirements. 

Document Title: The Laser Risk Management 
Policy 

1 of 2 Approval Date: xxxxxxxxx 

Reference Number: UHB 324  Next Review Date: 01/08/2026

Version Number: 3  Date of Publication: xxxxxxxxx 
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Scope 
 
This Procedure applies to all of Cardiff and Vale UHB staff in all locations, including those 
with honorary contracts. It covers all Medical Treatment Lasers used by Cardiff and Vale 
UHB services, irrespective of whether the laser device is owned, loaned, leased, or used by 
external service providers commissioned by the UHB. 
 
Equality Impact 
Assessment 
 

An Equality Impact Assessment (EqIA) has been completed for 
this policy. 
 

Health Impact 
Assessment 
 

A Health Impact Assessment is not required for this policy. 
 

Policy Approved by Quality, Safety and Experience Committee 
 

Group with authority to 
approve procedures 
written to explain how 
this policy will be 
implemented 
 

Radiation Protection Group 
 

Accountable Executive 
or Clinical Board 
Director 
 

Executive Director of Therapies and Health Science 
 

Author 
 

Dr Kate Bryant (Head of Non Ionising Radiation, Laser 
Protection Advisor), on behalf of the Radiation Protection Group

   
Summary of reviews/amendments
Version 
Number

Date review 
approved

Date Published Summary of amendments

1 28/06/2016 18/06/2016 New Policy
2 18/02/2020 03/03/2020 Updated
3 14/06/2023 Updated

 
Disclaimer 

If the review date of this document has passed please ensure that the version you 
are using is the most up to date either by contacting the document author or the 
Governance Directorate.

 

Document Title: The Laser Risk Management 
Policy 

2 of 2 Approval Date: 18/02/2020 

Reference Number: UHB 324  Next Review Date: 18/02/2023 

Version Number:3  Date of Publication: 03/03/2020 
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Document Title: The Laser Risk Management 
Procedure 

1 of 21 Approval Date: xxxxxxxxxx 

Reference Number: 3  Next Review Date: 01/08/26

Version Number: 3  Date of Publication: xxxxxxxxxx 

  

 
 

Reference Number: UHB 324 
Version Number: 3 

Date of Next Review: 01/08/26
 Previous LHB Reference Number: N/A 

 
THE LASER RISK MANAGEMENT PROCEDURE 

 
Introduction and Aim 
 
The optical radiation emitted by lasers has potentially hazardous effects on patients, 
equipment users and the public. Hazards from lasers will depend on the type of laser, but 
potential problems include eye injury, skin burns, fire or explosion and smoke inhalation.  
 
The UHB has a Laser Risk Management Policy whose aim is to ensure that we manage the 
use of medical treatment lasers, to ensure the health and safety of all staff working with 
medical treatment lasers, and any person who may be affected by the work.  
 
This Laser Risk Management Procedure supports the Policy and will provide a set of 
minimum service standards against which all Clinical Services which use medical 
treatment lasers will comply with, and outlines the identification of organisational and 
individual responsibilities. 
 
This will ensure that risks to patients, staff and the UHB arising from the use of medical 
treatment laser equipment are minimised, and that the UHB consistently delivers the best 
health and financial outcomes from the use of medical laser equipment. 
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Document Title: The Laser Risk Management 
Procedure 

2 of 21 Approval Date: xxxxxxxxxx 

Reference Number: 3  Next Review Date: 01/08/26

Version Number: 3  Date of Publication: xxxxxxxxxx 

Objectives 
 
The Laser Risk Management Procedure establishes a clear framework within which the 
UHB can: 
 
• Effectively and actively manage its laser services, so as to reduce risk,  
• Meet its legal obligations to comply with legislation,  
• Meet its governance obligations, both clinical and financial,  
• Adhere to the requirements of the relevant Health and Care Standards,  
• Demonstrate that it is taking account of MHRA guidance. 
 
The UHB will achieve these objectives by: 
 

• Providing a framework for service managers to develop services that are safe, 
effective and compliant with current legislation in order to protect the UHB, the public 
and staff. 

• Providing direction to service managers as regards to procedures, training, 
documentation and resources that must be in place. 

• Outlining the responsibilities of staff working with medical treatment lasers. 
• Ensuring that employees, contractors and others are adequately informed of the risk 

posed from laser use and, where appropriate, ensure they receive adequate training 
and supervision.  

• Ensuring protection measures for all persons on Cardiff and Vale UHB premises 
from the associated risks of laser radiation are implemented and maintained. 

• Ensuring all laser equipment is in good repair, operating correctly and safely, and 
regularly maintained. 

• Appointing a Laser Safety Advisor(s). 
• Appointing a Laser Safety Supervisor(s). 
• Monitoring and reviewing the effectiveness of the laser policy and procedure and, if 

necessary, implement improvements. 

Scope 
This Procedure applies to all of Cardiff and Vale UHB staff in all locations including those 
with honorary contracts. It covers all Medical Treatment Lasers used by Cardiff and Vale 
UHB services, irrespective of whether the laser device is owned, loaned, leased or used by 
external service providers commissioned by the UHB. 
 
Equality Impact 
Assessment  

An Equality Impact Assessment (EqIA) has been completed 
and this found there to be a positive impact.  
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Document Title: The Laser Risk Management 
Procedure 

5 of 21 Approval Date: xxxxxxxxxx 

Reference Number: 3  Next Review Date: 01/08/26

Version Number: 3  Date of Publication: xxxxxxxxxx 
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Document Title: The Laser Risk Management 
Procedure 

7 of 21 Approval Date: xxxxxxxxxx 

Reference Number: 3  Next Review Date: 01/08/26

Version Number: 3  Date of Publication: xxxxxxxxxx 

1 Definition of terms 
 
 
Laser 
For the purposes of this policy the term laser is used for any piece of 
equipment that emits light at wavelengths between approximately 
100nanometres and 1millimetre, and which is capable of producing accessible 
levels of harmful optical radiation through the physical mechanism of light 
amplification by stimulated emission of radiation 
 
Medical Treatment Laser 
All Medical Treatment lasers covered by this policy are Class 3B or 4. 
 
Maximum Permissible Exposure (MPE) 
The Maximum Permissible Exposure (W/m2 or J/m2) is the maximum 
exposure level for the eyes or skin considered safe 
 
Nominal Ocular Hazard Distance (NOHD) 
Distance over which the laser hazard extends.  
 
Laser Controlled Area 
A designated area around an item of laser equipment where the accessible 
level of laser radiation is considered potentially hazardous.  
 
LPA 
Laser Protection Adviser 
 
LPS 
Laser Protection Supervisor 
 
RPG 
Radiation Protection Group 
 
SOP(s) 
Standard Operating Procedure(s) 
 
PPE 
Personal Protective Equipment  
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Document Title: The Laser Risk Management 
Procedure 

8 of 21 Approval Date: xxxxxxxxxx 

Reference Number: 3  Next Review Date: 01/08/26

Version Number: 3  Date of Publication: xxxxxxxxxx 

   
 
2 Use and Classification of Medical Treatment Lasers 
 

Lasers are classified according to their potential to cause injury. This 
classification is summarised below. Full classification has been given by the 
MHRA guidance document [1]. 
 

Class 1 Inherently safe – either completely enclosed or very 
low power. 
 

Class 2 Low power visible. 
 

Class 2M Low power. Safe for brief exposure with naked eye. 
Potentially hazardous when exposure occurs with 
magnifiers for divergent beams or binoculars for large 
diameter collimated beams. 
 

Class 3R Low power. Accidental exposure usually not 
hazardous, but eye injury possible for intentional intra-
beam viewing. 
 

Class 3B Medium power. Exposure of the eye to the direct 
beam may cause serious eye injuries. Limited skin 
hazard. Viewing of reflections normally safe. 
 

Class 4 High power. Exposure of the eye to the direct beam 
and close viewing of reflected beam may lead to 
serious eye injuries. May cause serious skin hazard. 
Presents a fire hazard. 
 

 
All medical treatment lasers covered by this policy are Class 3B or 4. Lower 
class laser devices e.g. positioning lasers are not covered by this policy.  
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Procedure 
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3 Duties 
 
Responsibility for implementing the Laser Risk management policy and its 
supporting procedures lies with the UHB as the employer, with the Executive 
Director of Therapies and Health Science being the responsible officer.  This 
responsibility is fulfilled by assigning the duties described here. 
 
The duties of the Executive Director of Therapies and Health Science include: 

• Taking overall responsibility for the management of Laser Safety on 
behalf of the UHB.

• Providing assurance to the UHB Board that Laser safety is managed in 
compliance with the UHB’s policies and procedures.

• Informing the UHB about issues related to laser safety management. 
• Appointing the UHB’s Laser Protection Adviser(s) in writing. 
• Delegating duties to other managers as appropriate.

 
The duties of the Clinical Board Heads of Operations and Delivery include: 

• Providing assurance to the Executive Director of Therapies and Health 
Science that laser safety is managed in compliance with the UHB’s 
policies and procedures. 

• Reporting instances of non-compliance and other concerns to the 
Executive Director of Therapies and Health Science. 

• Communicating and liaising with relevant Directorate Managers about 
issues related to laser safety. 

 
The duties of the Chair of the UHB Radiation Protection Group (RPG) include: 

• Ensure the review of relevant UHB policies and procedures at least every 
three years, and ensuring that they are amended and updated as 
necessary. 

• Ensure the review of reports from the Laser Protection Adviser and 
taking action as necessary. 

• Reporting laser safety issues to the Quality and Safety Committee as 
notified to the Radiation Protection Group  

• Recommending relevant, as raised by the LPA, to the Chief Executive 
via the approved route when necessary.  

 
The duties of the Clinical Director of each directorate include: 

• Ensuring compliance with this policy, and the requirements of legislation 
and guidance relevant to the use of medical treatment lasers. 

• Authorising Authorised Users in writing. 
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• Ensuring that local Standard Operating Procedures (SOPs), Local Rules 
and risk assessments are written to implement the requirements of this 
UHB procedure. 

• Appointing one or more Laser Protection Supervisor (LPS). 
• Ensuing sufficient and suitable personal protective equipment (PPE) is 

provided for all staff. 
• Ensuring that all relevant members of staff including the LPS, authorised 

users and assisting staff are adequately trained and have the resources 
to comply with the SOPs and Local Rules. 

• Implementing measures to monitor staff compliance with SOPs and 
Local Rules. 

• Maintaining records of staff training. 
• Liaising with, and seeking advice from the LPA. 
• Making risk assessments and taking mitigating action as necessary. 
• Reporting Laser safety issues to the Clinical Board Head of Operations 

and Delivery. 
• Ensuring lasers are regularly serviced and maintained, and subject to 

adequate quality assurance and safety testing. 
• Ensuring adequate records are kept of laser equipment, including 

servicing, maintenance, electrical safety and quality assurance testing. 
• Delegating responsibilities to other managers where appropriate. 

 
The duties of the Service Managers of each laser department include: 

• The day-to-day delivery of safe laser services, supported by the LPS(s). 
 
A Laser Protection Advisor (LPA) should be appointed who is knowledgeable 
in the evaluation of laser hazards. The role profile of the LPA is summarised in 
Appendix 1. The duties of the Laser Protection Advisor include: 
• Advising on compliance with statutory requirements concerning the use of 

medical lasers. 
• Reporting laser safety issues to the Radiation Protection Group. 
• Identifying the Laser Controlled Area. 
• Advising on the control of hazards. 
• Assisting the Laser Protection Supervisor (LPS) in writing Local Rules and 

SOPs. 
• Undertaking a risk assessment in conjunction with the LPS before the laser 

is brought into operation. 
• Providing safety training in line with MHRA guidelines [1] for the LPS, laser 

operators and assistants, or identify relevant training courses for them to 
attend. 
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• Performing an annual safety audit review of all locations where laser 
equipment is being used.

• Reporting the annual safety audit review results and recommendations to 
the LPS, and RPG as necessary. 

• Liaising with all appropriate LPSs, laser operators and those who assist 
with medical procedures involving lasers to promote the safe operation of 
medical lasers. 

• Investigating any adverse events, including reporting the incident to the 
employer. 

• Providing advice on equipment purchase, installation planning, and 
acceptance testing. 

 
A Laser Protection Supervisor (LPS) is an individual within the directorate 
where the laser is used. The role profile of the LPS is summarised in Appendix 
2. The duties of the Laser Protection Supervisor include: 
• Understanding the nature of the hazards involved.  
• Ensuring they have up to date laser safety training. 
• Producing the local rules and SOPs, with assistance and advice from the 

LPA. 
• Undertaking a risk assessment in conjunction with the LPA before the laser 

is brought into operation.
• LPS to review risk assessments and local rules annually, with advice from 

the LPA.
• Supervising the work of personnel who operate laser equipment, and those 

assisting with laser procedures.
• Supervising the laser equipment and controlled area.
• Ensuring all Laser operators (authorised users) and those assisting with the 

procedures (including trainee doctors, registrars or visiting staff) sign 
statements to acknowledge they have read and understood the Local 
Rules, and agree to abide by them. 

• Ensuring that the register and signed statements of those authorised to 
operate and assist with the laser are kept up to date. 

• Implementing and ensuring compliance with the Local Rules on a day-today 
basis. 

• Ensuring that only authorised operators use the laser. 
• Ensuring that the key for each laser is clearly labelled and is kept in safe 

custody in a locked key cupboard when the laser is not in use.  In addition, 
the LPS shall ensure that the key for each laser is issued only to a 
registered authorised operator or assistant. 

• Holding an up to date copy of safety training records of all laser operators 
and those assisting with laser procedures. 
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• Informing the LPA as soon as possible of any matters which may require 
the Local Rules or risk assessments to be amended.   

• Informing the LPA as soon as possible of any matters which give rise to a 
potential hazard. 

• Informing the LPA as soon as possible of any hazardous event.  Verbal 
communications must be confirmed in writing within 48 hours and include 
details of the date and time of the event, the nature of the event and a list 
of those present. 

• Seeking assistance from the Laser Protection Adviser on the safety 
implications of any proposed changes in operating procedure. 

• Keeping an inventory of all laser / IPL / optical radiation equipment kept in 
their department and provide a copy to the LPA. 

• Reporting any changes in equipment or environment that may affect laser 
safety to the LPA. 

• Ensuring loan or demonstration equipment complies with, and is covered 
by the local rules. 

• Ensuring that service engineers have followed the correct equipment 
handover procedures.  

• Regularly checking the condition of laser PPE, including protective eyewear 
(Laser goggles), documenting the check, and taking any action as 
necessary. 

• Regularly checking the condition of warning signs, and equipment such as 
protective blinds and screens on a regular basis), documenting the check, 
and taking any action as necessary. 

• Liaising with the LPA during LPA safety audits, and acting on any 
recommendations. 

 
Authorised users are individuals authorised in writing by the clinical director, 
and named within the local rules, who operates the laser. The duties of 
Authorised users include: 

• The safety of all persons present, including the patient, visitors and 
themselves, during the operation of the laser. 

• Using all personal protective equipment that has been provided. 
• Reading, understanding and signing the Local Rules. 
• Understanding the nature of the hazards involved.  
• Ensuring that all staff present have been adequately instructed about 

laser hazards.  
• Complying with local rules, SOPs, legislation and guidelines. 
• Using the laser safely.  
• Only using the laser for specific purposes authorised by the Cardiff and 

Vale UHB, in which they have been trained, in line with the SOPs. 
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• Using the laser only in compliance with the manufacturer’s operating 
instructions. 

• Ensuring they have up to date laser equipment training, including safety 
training, how to operate the equipment, and how the controls effect 
treatments. 

• Keeping records of all training. 
• Ensuring a record of each laser treatment is kept. 

 
The duties of all staff assisting with, or present during laser procedures include: 

• Attending laser safety training. 
• Attending training in the use of any laser equipment they may use. 
• Reading, understanding and signing the Local Rules. 
• Understanding the nature of the hazard involved. 
• Complying with local rules, SOPs, legislation and guidelines. 
• Using all personal protective equipment that has been provided. 
• Following instructions from the LPS and authorised user w.r.t laser 

safety. 
 

The duties of the Director of Medical Physics and Clinical Engineering include: 
• The provision of the Laser Protection Advice Service. 
• Recommending suitable member(s) of staff to the Executive Director of 

Therapies and Health Science for appointment as LPA to the UHB. 
• The provision of electrical safety testing of medical lasers by suitably 

trained Medical Physics staff. 
• Delegating duties to other managers as appropriate. 

 
 
 
 
 
 

 
4 General arrangements for the management of Laser Safety 
 

4.1 Laser Controlled Areas 
 

The Nominal Ocular Hazard Distance (NOHD) is the distance over which the 
laser hazard extends. A potential hazard exists where there is a possibility 
that the Maximum Permissible Exposure (MPE) levels might be exceeded. 
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Any areas where this possibility exists shall be designated a Laser Controlled 
Area. The advice of the LPA shall be sought on the designation of areas. 
 
All persons entering a Laser Controlled Area must be controlled under Local 
Rules. All entry points to the laser controlled area must be appropriately and 
adequately signed, and access restricted when the laser is in use. 
 
4.2 Risk Assessment 

 
For each activity involving a medical laser a suitable and sufficient risk 
assessment shall be carried out before first use, and subject to regular 
review. 
 
4.3 Local Rules 

 
Local Rules shall be issued for each locality where Class 3B or Class 4 
medical lasers are to be used. The Local Rules shall be designed to prevent 
the unauthorised operation of the laser and to control the conditions under 
which they are used, to minimise the risk to patients, staff and any other 
persons. 
 
The LPS is responsible for writing the local rules, with assistance from the 
LPA. Guidance for content of the local rules is given in the MHRA 2015 
guidance document [1]. 
 
The Local Rules must be read and signed by all laser operators and 
assistants. 
 
4.4 Laser Protection Supervisors 

 
A Laser Protection Supervisor (LPS) shall be appointed for each locality 
where Class 3B or Class 4 medical lasers are to be used. The LPS must be 
appropriately trained and is responsible for ensuring compliance with the 
Local Rules. The LPS shall be named in the Local Rules. The advice of the 
LPA shall be sought on the appointment of a LPS and their training 
requirements. 
 
The LPS is not responsible for the safe operation of the laser equipment – 
this lies with the operator. The role profile of the LPS is summarised in 
Appendix 2. 
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4.5 Clinical Protocols 
 

All work involving medical lasers shall be carried out in accordance with 
written protocols and standard operating procedures. 
 
4.6 Register of Authorised Operators and Assistants 

 
For each Class 3B, and Class 4 medical laser, a register shall be kept of: 
(a) persons authorised to operate that specific laser 
(b) persons authorised to assist in the use of that laser 
 
Operators and assistants must be appropriately trained and sign to indicate 
that they have read and understood the Local Rules and they agree to abide 
by them. The register and signed statements shall be appended to the Local 
Rules and the completed document kept by the LPS. 
 
4.7 Personal Protective Equipment (PPE) 

 
All personnel in the Laser Controlled Area shall wear protective eyewear of 
an approved type and appropriate for the laser in use. For certain medical 
lasers, the operator may be provided with adequate eye protection by 
means of a suitable viewing device in which case additional protective 
eyewear may not be necessary. 
 
4.8 Laser Security Key Protocol 

 
Class 3B and Class 4 medical lasers must incorporate a key-operated 
master control. The key must be removed by an authorised operator or 
assistant whenever the laser is unattended. The key must be kept in safe 
custody by the LPS in a locked cupboard. 
 
A log shall be kept by the LPS of authorised operator /assistants to whom 
the key can be issued with the date and time of issue and return. 
 
4.9 Adverse Incidents 

 
All adverse incidents including near misses shall be reported and 
investigated in accordance with the Health Board Incident Reporting and 
Investigation Procedure. 
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5 Equipment Management 
 
5.1 Purchase of New or Replaced Equipment 
 
The Health Board policy on the Management of Medical Equipment applies 
to the purchase of this type of equipment and must be followed. 
 
Prior to the purchase of new or replacement medical laser equipment, the 
prospective purchaser shall consult with the LPA and LPS to gain advice on 
matters including the following: 

• Equipment safety and suitability 
• The proposed location of the equipment 
• The necessary amendments to the Local Rules 
• The requirements for additional training of professional users and 

assistants 
• The provision of commissioning tests 
• The provision of regular maintenance, output testing and safety 

testing 
 
5.2 Equipment Maintenance, Repair and Quality Assurance (QA) 
 
All medical laser equipment shall be kept in good repair and regularly 
maintained and safety tested, including electrical safety testing, by 
authorised personnel, technically competent in the field of work. 
Arrangements for repair, maintenance and safety testing shall be made in 
consultation with the LPA. 
 
Procedures and schedule for QA tests shall be established at the time of 
commissioning, and this information specified in the Local Rules. 
 
All Class 3B and Class 4 medical lasers equipment shall be regularly tested 
to monitor power/energy output and alignment of main beam and aiming 
system. All quality assurance and safety tests must be carried out by an 
authorised person technically competent in the field of work. 
 
5.3 Equipment on Loan, Trial or Hire 
 
Any medical laser equipment received on loan, trial or hire must be 
assessed for safety before clinical use and the appropriate indemnity 
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arrangements put in place. All loan, hire or trial lasers must comply with this 
procedure, and be covered by the local rules, and risk assessments. 
 
5.4 Equipment Modification 
 
Modification, maintenance or repair of medical laser equipment other than 
by the manufacturer or his appointed agent is not permitted. 
 
Modification of any medical laser equipment should not be carried out, 
unless by the manufacturer or his appointed agent. If these modifications 
affect its performance the laser must be examined and, if necessary, 
reclassified before use. Adequate notification of such modifications must be 
given to the LPA.  
 
Modification of equipment other than by the manufacturer or his appointed 
agent will transfer the manufacturer’s liability to the person carrying out the 
modification. The Health Boards insurers (the Welsh Risk Pool) will only 
provide cover for modifications carried out by the Health Board if a full risk 
assessment has been carried out. 
 
5.5 Infection Control and Decontamination 
 
There is a risk of cross infection from laser equipment that comes into 
contact with many staff and patients. All laser equipment, including, laser 
beam applicators and manipulators, and auxiliary equipment must be 
cleaned and decontaminated according to the UHB’s Infection control and 
reusable medical equipment decontamination policies. 
 

6 Resources 
 
In order for this policy to be implemented the following resources will be 
required: 

• Applications training provided by the manufacturer or laser supplier 
is to be included in purchase arrangements for new Lasers. 

• Regular Maintenance and servicing arrangements are to be included 
in purchase arrangements for new Lasers.  

• The appointment of local LPS will impact upon their existing role 
within respective departments if they are to discharge their duties 
effectively and therefore arrangements must be put in place. 

• Appointment of a LPA. 
• Procurement of sufficient PPE and engineering controls  
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7 Training Requirements 

 
7.1 Equipment Based Training 
 
The manufacturer or laser supplier should provide equipment based training at 
the time of installation. 
 
Further equipment based training may be provided by the LPS, 
manufacturer/supplier or another designated trainer. 

 
7.2 Safety Training 
 
The LPA should have received advanced, documented training. 
 
All laser operators and those assisting with laser procedures, should attend a 
‘Core of Knowledge’ course as outlined in the MHRA guidance [1], and reattend 
a Core of Knowledge Course or receive update training every 5 years. The LPS 
will require additional training as advised by the LPA.  
 
Training will be documented and records held by the LPS. The training will form 
part of the individual’s Knowledge and Skills profile and will be reflected in the 
individual’s personal development plan. 
 
Laser Safety Awareness training may be provided by the LPA, or the LPA 
should identify relevant training courses. 
. 
 
7.3 Procedural Training 
 

• Procedural based training may be provided by the laser 
manufacturer/supplier. 

• The clinician who oversees the procedures may provide the clinical 
based training to specific staff. 

 
8 Review  

 
The effectiveness of this policy will be reviewed post implementation. The 
indicators used to monitor the effectiveness of this policy are: 

• LPA inspection visits and audits 
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• Reported incidents involving laser use 
• Reports of inspections by HSE. 

 
This policy will be reviewed every three years in collaboration with the RPG. 
The policy will also be reviewed when there is a significant change in 
relevant legislation or national guidance for the use on Medical Lasers. 
 

9 Further Information 
 
9.1 Legislation 

 
The legislation controlling the use of medical lasers includes: 
• The Health and Safety at Work etc. Act 1974 
• The Electricity at Work Regulations 1989 
• The Management of Health and Safety at Work Regulations 1999 
• The Personal Protective Equipment Regulations 1992 (2002) 
• The Provision and User of Work Equipment Regulations 1998 
• The Workplace (Health, safety and Welfare) Regulations 1992 
• The Control of Artificial Optical Radiation at work Regulations 2010 
• The Health and Safety (Safety Signs and Signals) Regulations 1996 

 
 

9.2 Guidance and standards 
 
Guidance and standards for Safety is given by: 

• Lasers, intense light source systems and LEDs – guidance for safe use 
in medical, surgical, dental and aesthetic practices. MHRA September 
2015 

• The Control of Artificial Optical Radiation at Work Regulations 2010, 
2010 No. 1140

• BS EN 207:2017 - TC Personal eye-protection equipment. Filters and 
eyeprotectors against laser radiation (laser eye-protectors) 

• BS EN 208:2009 Personal eye-protection. Eye-protectors for adjustment 
work on lasers and laser systems (laser adjustment eyeprotectors) 

• BS EN 60825-1:2014+A11:2021 Safety of laser products. Equipment 
classification and requirements 

• BS EN 60601-1:2006+A2:2021 Medical electrical equipment. General 
requirements for basic safety and essential performance 
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3. Undertaking a risk assessment in conjunction with the LPA before the laser 
is brought into operation.

4. LPS to review risk assessments and local rules annually, with advice from 
the LPA.

5. To ensure compliance with the Local Rules. 
6. To inform the Laser Protection Adviser (LPA) as soon as possible of any 

matters which may require the Local Rules to be amended.   
7. To ensure that the register and signed statements of those authorised to 

assist with and operate the laser are kept up to date. 
8. To ensure that the key for each laser is clearly labelled and is kept in safe 

custody in a locked key cupboard when the laser is not in use.  In addition, 
the LPS shall ensure that the key for each laser is issued only to a registered 
operator or assistant.  

9. To ensure that only authorised operators use the laser. 
10.To bring to the attention of the LPA as soon as possible any matters which 

give rise to a potential hazard. 
11.To inform the LPA as soon as possible of any hazardous event.  Verbal 

communications must be confirmed in writing within 48 hours and include 
details of the date and time of the event, the nature of the event and a list of 
those present. 

12.To seek assistance from the Laser Protection Adviser on the safety 
implications of any proposed changes in operating procedure. 

13.The LPS should regularly check the condition of laser PPE, including 
protective eyewear (Laser goggles). 

14.The LPS should check the condition of warning signs, protective blinds and 
screens on a regular basis. 

15.Liaise with the LPA during laser inspections or audits, and act upon any 
recommendations. 
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Section A: Assessment

Name of Policy    THE LASER RISK MANAGEMENT PROCEDURE

Person/persons 
conducting this 
assessment with 
Contact Details

Kate Bryant Head of Non-Ionising Radiation
 
Kate.bryant@wales.nhs.uk

Date   14/03/2023

1. The Policy

Is this a new or existing policy? 
 
Existing
 
What is the purpose of the policy? 

To ensure that the Cardiff and Vale UHB delivers its aims, objectives, responsibilities and legal requirements 
transparently and consistently to  manage the use of medical treatment lasers in a safe manner in order to 
protect the health and well being of staff working with this equipment and people who may be affected by the 
work. To ensure that risks to patients, staff and the UHB arising from the use of medical treatment laser 
equipment are minimised, and that UHB consistently delivers the best health and financial outcomes from the 
use of medical laser equipment.

�������� ������������





Cardiff and Vale University Health Board Page 3 of 10                                                 EQIA

Standardisation of practices may be difficult to achieve as user preference and clinical autonomy are frequently 
barriers to change. This risk management strategy will be overseen by the Radiation Protection Group. Further 
spread of managed service contracts will also be encouraged for laser equipment.

The appointment of local laser protection Supervisor (LPS) may impact upon their existing role within respective 
departments if they are to discharge their duties effectively and therefore arrangements must be put in place.

Financial resources may be needed to ensure regular maintenance and servicing arrangements are in place for 
laser equipment and that local training and competence frameworks are robust and fit for purpose. 

Financial resources may also be needed to ensure sufficient personal protective equipment (PPE) is available 
to users, and to ensure Regular Maintenance and servicing arrangements are in place for Laser equipment. 

Additional training may be needed for laser users or assistants who are not up to date with the Core of 
knowledge, safety or equipment training requirements.

2. Data Collection

What qualitative data do you have about the policy relating to equalities groups (e.g. monitoring data on proportions of service 
users compared to proportions in the population)?
What quantitative data do you have on the different groups (e.g. findings from discussion groups, information from comparator 
authorities)?
Please indicate the source of the data gathered? (e.g. Concerns/Service/Department/Team/Other)
What gaps in data have you identified? (Please put actions to address this in your action plan?)

Please be advised that all the below lists and links are not an exhaustive list of the available evidence and information but 
provides an indicative summary of the evidence and information applicable to this policy.
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Laser  safety is a requirement for the safe and effective provision of healthcare no matter what the healthcare 
setting. The standards established in the policy mirror national best practice guidance and are equally 
applicable to all patient groups including those patients, carers or service users with a protected characteristic. 
It is believed that the impact of the implementation of this policy will be overwhelmingly positive. It improves 
standards and overall quality of service provision for all patients, carers, services users and staff and will not 
be discriminatory in anyway. It requires that all adult and paediatric diagnostic services are delivered to the 
same high standard, and to include consistent practice for services assuring parity of service provision 
regardless of gender. 

3. Impact

Please answer the following
Consider the information gathered in section 2 above of this assessment form, comparing monitoring information with census 
data as appropriate (see www.ons.gov.uk Office National Statistics website) and considering any other earlier research or 
consultation. You should also look at the guidance in Appendix 1 with regard to the protected characteristics stating the impact 
and giving the key reasons for your decision.

Do you think that the policy impacts on people because of their age? (This includes children and young people up to 18 and 
older people)

No

Do you think that the policy impacts on people because of their caring responsibilities? 

No
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Do you think that the policy impacts on people because of their disability? (This includes Visual impairment, hearing 
impairment, physically disabled, Learning disability, some mental health issues, HIV positive, multiple sclerosis, cancer, diabetes 
and epilepsy).

No

Do you think that the policy impacts on people because of Gender reassignment? (This includes Trans transgender and 
transvestites)

No

Do you think that the policy impacts on people because of their being married or in a civil partnership?  

No

Do you think that the policy impacts on people because of their being pregnant or just having had a baby?

Positively impacts as it assures consistent high quality services compliant with contemporary guidance across 
all UHB services including Obstetrics and Gynaecology services.

Do you think that the policy impacts on people because of their race? (This includes colour, nationality and citizenship or 
ethnic or national origin such as Gypsy and Traveller Communities.)

No

Do you think that the policy impacts on people because of their religion, belief or non-belief? (Religious groups cover a 
wide range of groupings the most of which are Buddhist, Christians, Hindus, Jews, Muslims, and Sikhs. Consider these 
categories individually and collectively when considering impacts)

No
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Do you think that the policy impacts on men and woman in different ways?

No all services will be covered by the same standards.

Do you think that the policy impacts on people because of their sexual orientation? (This includes Gay men, 
heterosexuals, lesbians and bisexuals)

No

Do you think that the policy impacts on people because of their Welsh language?

No

4. Summary.

Which equality groups have positive or negative impacts been identified for (i.e. differential impact). 
Is the policy directly or indirectly discriminatory under the equalities legislation? 
If the policy is indirectly discriminatory can it be justified under the relevant legislation? 

It is believed that the impact of this policy will be overwhelmingly positive for all patients, carers, service users, 
visitors or staff who provide or receive treatment from services which use laser technologies to care for people 
or to keep people well.
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The revised policy is more inclusive of all care setting and sectors and establishes common standards of care 
which are seamless for patients across every care pathway where laser technologies are deployed.

No negative impact identified.
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Section B: Action

5. Please complete your action plan below. Issues you are likely to need to address include
•What consultation needs to take place with equality groups (bearing in mind any relevant consultation already done and any 
planned corporate consultation activities?)  
• What monitoring/evaluation will be required to further assess the impact of any changes on equality target groups?  

Equalities Impact Assessment Implementation Mitigation/Action Plan

Issue to be
addressed

Responsible
Officer

Action Required Timescale for
completion

Action Taken Comments
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6. Report, publication and Review
Please record details of the report or file note which records the outcome of the EQIA together with any
actions / recommendations being pursued (date, type of report etc)

Please record details of where and when EQIA results will be published 

 The EQIA will be published on the Cardiff and Vale UHB’s intranet site alongside the Laser Risk Management Policy and 
Procedure.

Please record below when the EQIA will be subject to review.

 The EQIA will be reviewed in parallel with the Laser Risk Management Policy and Procedure.

Name of person completing  Kate Bryant Non-Ionising Lead 

Signed  
Date 14/03/2023

 
Name of Responsible 
Executive/Clinical Board 
Director Authorising 
Assessment and Action Plan 
for publication

Fiona Jenkins, Executive Director of Therapies and Health Science.

Signed
Date
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Executive Summary

The purpose of the Laser Risk Management Procedure is to ensure that 
Cardiff and Vale UHB provides uniform, laser services which consistently 
meet as a minimum all national evidence based standards. The Laser Risk 
Management Procedure will provide a set of minimum service standards to 
which all Clinical Services which use medical lasers will comply. This will 
ensure that risks to patients, staff and the UHB arising from the use of laser 
equipment are minimised and that UHB consistently delivers the best health 
and financial outcomes from the use of laser equipment.

Background

The procedure was commissioned by the Radiation protection Group to as 
part of an overarching governance framework to provide consistent 
standards against which an assessment of service quality and safety could 
be made in order to provide assurance to the Executive Board.

The scope of the EQIA

The procedure covers the use of laser technologies in all care settings and 
for all patients, service users, carers, visitors and staff who may be affected 
by the use of laser devices.

Key findings

It is believed that the impact of this policy will be overwhelmingly positive for 
all patients, carers, service users, visitors or staff who provide or receive 
treatment from services which use laser technologies to care for people or 
to keep people well.

Recommendations

That the procedures have no adverse impact on patients, carers, service 
users, visitors or staff who have a protected characteristic and the 
procedure should therefore be adopted immediately.
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Glossary

ADRT Advance Decision to Refuse Treatment

BMA British Medical Association

BNF British National Formulary (Supplementary guidance 
only)

CAD Court Appointed Deputy

CANH Clinically Assisted Nutrition and Hydration

CoP Court of Protection

DBD Donation after brainstem death

DCD Donation after circulatory death

DNA Deoxyribonucleic Acid

DNACPR Do Not Attempt Cardiopulmonary Resuscitation

ECT Electroconvulsive Therapy

EPO Emergency Protection Order

GMC General Medical Council

HFEA 1990 Human Fertilisation and Embryology Act 1990

HFEA Human Fertilisation and Embryology Authority

HIW Healthcare Inspectorate Wales (Supplementary 
guidance only)

HRA Human Rights Act 1998

HTA 2004 Human Tissue Act 2004

HTA Human Tissue Authority

HTA 2013 Human Transplantation (Wales) Act 2013

IMCA Independent Mental Capacity Advocate
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ICSI Intracytoplasmic sperm injection 

IVF In vitro fertilisation 

LPA Lasting Power of Attorney

MCA Mental Capacity Act 2005

MHA Mental Health Act 1983

MCS Minimally Conscious State

Montgomery Montgomery v Lanarkshire NHS Health Board

OPG Office of the Public Guardian

PPO Police Protection Order

PDOC Prolonged Disorder of Consciousness

PVS Persistent Vegetative State

WHC Welsh Health Circular
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Informed Consent Flowchart 
If a patient has capacity they are entitled to decide which, if any, of the 
available treatments to undergo and their consent must be obtained before 
treatment.

In order to obtain and document informed consent the three questions below, 
together with the sub-questions, should be addressed:

This is the fundamental 
question and can be 
addressed by asking the 
following sub questions:
1a) What sort of risks would a 

reasonable person in the 
patient’s circumstances 
want to know?

1b) What sort of risks would 
this particular patient want 
to know?

1c) Does the patient know 
about reasonable 
alternatives to this 
treatment?

1d) Has reasonable care been 
taken to ensure that the 
patient knows and 
understands the above?

2. Do any of the exceptions 
to the duty to disclose 
apply? 

3. Has the consent process 
been properly 
documented?  

1. Does the patient know 
about the material risks 
of the treatment being 
proposed? 
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CORE POLICY

1. Introduction

About this policy

1.1 Cardiff and Vale UHB recognises that people have a fundamental legal 
and ethical right to determine what happens to their own bodies and this 
is reflected in this policy. Valid consent to treatment is absolutely central 
in all forms of healthcare, from providing personal care to undertaking 
major surgery. Seeking consent is not only a legal obligation but also a 
matter of common courtesy between healthcare staff and patients. Both 
the UHB and healthcare staff may be liable to legal action if valid 
consent is not obtained. 

1.2 Doctors, Nurses and Allied Health Professionals must at all times follow 
professional standards as set out in GMC, NMC, HCPC and other 
regulatory guidance. The Welsh Government’s revised Welsh Health 
Circular (WHC) 2017/036: Guide to Consent for Examination or 
Treatment (the Guide) - sets out the legal framework for consent and 
can be found on the Welsh Government’s revised Welsh Health 
Circular (WHC) 2017/036: Guide to Consent for Examination or 
Treatment. The Supreme Court ruling in Montgomery v Lanarkshire 
NHS Health Board, has fundamentally changed the legal framework for 
consent to examination and treatment, enshrining the concepts of 
informed consent and material risk in UK law (discussed later in 
chapter 3), bringing the law on consent in line with existing regulatory 
guidance. Healthcare staff in this UHB must comply with the standards 
and procedures in this policy, which should be applied in conjunction 
with the principles set out in the Guide. 

1.3 While this policy is primarily concerned with healthcare and refers to 
healthcare staff in all NHS settings, 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. 

1.4 A patient may either be an adult or a child. Reference in this policy to 
an adult means a patient of 18 years or above and a child is a patient 
who is under the age of 16. Reference in this policy to a young person 
means a child aged 16 or 17 years. 

What consent is – and isn’t

1.5 Consent is a patient’s ongoing agreement for healthcare staff to provide 
care or treatment. Before providing care or treatment, healthcare staff 
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Professionals should be alert to this possibility, and where appropriate, 
arrange to review the patient on their own to establish that the decision 
is autonomous. 

1.12 When patients are seen and treated in environments where involuntary 
detention may be an issue, such as prisons and mental health 
hospitals, there is a potential for treatment offers to be perceived 
coercively, whether or not this is the case. Coercion invalidates 
consent and care must be taken to ensure that the patient makes a 
decision freely. Coercion should be distinguished from providing the 
patient with appropriate reassurance concerning their treatment, or 
pointing out the potential benefits of treatment for their health. 
However, threats such as withdrawal of any privileges or loss of 
remission of sentence for refusing consent, or using such matters to 
induce the patient to give consent are not acceptable. Consent will not 
be valid in these circumstances.

Is the patient aware of all of the material risks and benefits of the 
proposed treatment and or any alternatives, including no treatment?

1.13 The healthcare professional must inform the patient about all the 
material risks, benefits and available alternatives, including no 
treatment. 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 healthcare 
professional need to come to an agreement on the best way forward, 
based on the patient’s values and preferences and the healthcare 
professional’s clinical knowledge.

1.14 The informed person may either be the patient or someone with 
parental responsibility. Where a patient lacks capacity to give consent 
to the specified treatment, the decision should be made in the patient’s 
best interests in accordance with MCA. It is important that a person 
acting under a Health and Welfare LPA or a CAD for health and 
welfare decisions is also aware of all material risks, benefits and 
available alternatives, including no treatment. 

Cultural issues

1.15 Cultural diversity issues should be actively considered whilst obtaining 
patient’s consent. Members of some religious faiths, for example, are 
extremely modest in relation to exposure of parts of the body and may 
only consent to examination or treatment if it is undertaken by 
someone of the same sex. 

1.16 If there is any doubt or uncertainty in relation to particular 
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2.13 Although Form 4 is referred to as a consent form, it should be noted 
that no-one, other than a person who has authority under a Health and 
Welfare LPA or a CAD for health and welfare decisions can give 
consent on behalf of an adult patient. If a person who has authority 
under a LPA or a CAD is giving consent then they should sign the 
appropriate section of Form 4. A copy of Form 4 should be offered to 
this person.

2.14 Form 4 requires healthcare professionals to document why the patient 
lacks the capacity to make this particular healthcare decision, and why 
the proposed treatment would be in his or her best interests, in 
accordance with the Mental Capacity Act 2005.  Where the patient’s 
family and friends have been consulted about the patient’s wishes and 
feelings (in order to inform the determination of what is in the patient’s 
best interests) the details of this discussion must also be recorded on 
the form. For further information regarding patients who lack mental 
capacity to give or withhold consent, see chapter 8 of this policy. For 
more minor interventions, this information should be entered in the 
patient’s medical notes.

Patient information leaflet

2.15 Patients may find consent forms daunting or confusing and an 
explanatory leaflet "About the consent form" is available for patients 
with questions or concerns (Appendix E).

Availability of forms

2.16 Consent Forms 1 and 2 and Form 4 can be ordered via the ‘Oracle’ 
system.

Procedure/condition specific consent forms

2.17 Procedure specific consent forms may offer advantages for clinical 
practice and service organisations, providing standardised information 
about significant risks, benefits and alternative treatment(s). Space 
must be provided on these forms so that any additional material risks, 
which are specific to individual patients, can be recorded. The forms 
should also meet Welsh language requirements in line with the Welsh 
Language Standards. 

2.18 Where Clinical Boards determine that a customised consent form is 
necessary (e.g. for particular high volume procedures), they must abide 
by the following -
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3. When should consent be sought? 
3.1 Outside an urgent setting, it is good practice to seek the patient’s 

consent to the proposed procedure well in advance, so that there is 
time to respond to questions and provide adequate information for the 
individual patient to make a fully informed decision.  Seeking consent 
should be viewed as a process rather than a one off event, reflecting a 
dialogue between the individual patient and the healthcare 
professional.  The provision of information and related discussion are 
components of the shared decision-making process. 

3.2 This process may take place at one time, or over a series of meetings 
and discussions, depending on the seriousness and/or urgency of the 
situation.  Healthcare professionals should take reasonable care to 
ensure that patients are made aware of all of the intended benefits, 
material risks and alternatives to the proposed treatment.  

What is a “material risk”?

3.3   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 healthcare professional is or 
should be reasonably aware that the particular patient would be likely 
to attach significance to it.

3.4 All clinical staff should have regard to the ruling in the case of 
Montgomery v Lanarkshire Health Board2 given on 11th March 2015. 

3.5 Following this Supreme Court ruling, healthcare professionals are 
reminded of their professional responsibility 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.”

3.6 This standard of consent is similar to that required in GMC Guidance – 
Good Medical Practice 2013 – namely, work in partnership with 
patients. Listen to, and respond to their concerns and preferences. 
Give patients the information they want or need in a way they can 
understand. Respect patients’ right to reach decisions with you about 
their treatment and care3.  

3.7       Healthcare professionals must be satisfied that:

2 https://www.supremecourt.uk/cases/docs/uksc-2013-0136-judgment.pdf
3http://www.gmc-uk.org/guidance/good_medical_practice.asp
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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 all right?”

3.16 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, 
by changing into a hospital gown), unless this is unavoidable because 
of the urgency of the patient’s condition.

Postal consent

3.17 The patient’s consent may be obtained by post, as this may give the 
patient time to read and reflect on the consent form and information 
provided. However, any person carrying out a procedure must ensure, 
at the earliest opportunity following admission, that the patient has 
understood the information and that they still give their consent. If the 
patient has queries or concerns he or she must be given time to 
consider any additional information. It is important to remember that, 
whether a patient does or does not have capacity to consent, no 
relative or carer can sign on his or her behalf (unless in accordance 
with the MCA – see chapter 8 of this policy, or under parental 
responsibility, if the competent child or young person wishes the parent 
to take the decision for them). 

3.18 Patients should not be given pre-operative sedation before being asked 
for their consent to proceed with treatment (although women in labour 
can consent to a caesarean section even if they have received sedation 
– see paragraph 17.2 of this policy).  If a situation arises where a 
change to the consent form is required after the patient has received 
sedation, this should only be done if the doctor responsible for the 
patient’s care is clearly able to demonstrate that the patient still has 
capacity to be involved in the decision to make the required change.  
This must be documented in the patient’s medical notes. The outcome 
of the assessment, any changes made to the consent form and the 
reasons for the changes must also be clearly documented in the 
patient’s medical notes. If the patient does not have capacity due to the 
administration of sedation, any changes to the consent form should be 
delayed until capacity is regained (i.e. the effects of the sedation have 
worn off).  If the urgency of the situation is such that a delay in 
undertaking the procedure would lead to harm to the patient, any 
decision that is made about continuing has to be made in the best 
interests of the patient. Best interests decisions and the reasons for 
them should be documented in the patient’s medical notes. Chapter 8 
of this policy provides further guidance on assessing capacity and 
making best interests decisions.
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Seeking consent for anaesthesia

3.19 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 significant or material risks with the 
patient. In an elective setting 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 may not be able 
to make a considered decision about whether or not to undergo 
anaesthesia. Patients should therefore either receive a general leaflet 
about anaesthesia in an outpatient setting, 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 
recorded in the anaesthetic record, the patient’s medical notes or on the 
consent form. Where the healthcare professional 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 of anaesthesia.

3.20 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 been provided all the 
necessary information. In such cases, the anaesthetist and dentist will 
therefore share that responsibility.

Emergencies

3.21 Clearly in emergencies, the two stages (discussion of options and 
confirmation that the patient wishes to go ahead) may follow straight on 
from each other, and it may often be appropriate to use the patient’s 
medical 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 and should still include benefits, significant and important 
(material) risks and alternatives relevant to the individual 
circumstances of the patient.

Treatment of children and young people

3.22 When treating children and young people, healthcare professionals   
should take particular care to ensure that they are familiar with the 
relevant law and consider carefully whether the child or young person is 
competent to give his or her consent to the treatment. Chapter 7 of this 
policy provides further information.
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Withdrawal of consent

3.23 A patient with capacity is entitled to withdraw consent at any time. 
Where a patient does object during treatment, it is good practice for the 
healthcare professional, if at all possible, to stop the procedure, 
establish the patient’s concerns, and explain the consequences of not 
completing the procedure. If the patient confirms that they do wish to 
withdraw consent, and there is no immediate risk to stopping the 
procedure, then the procedure should be terminated immediately. 

3.24 The healthcare professional should try to establish whether at that time 
the patient has capacity to withdraw consent. This is particularly 
important if the patient has been given sedation.  If a patient lacks 
capacity, it may be justified to continue in the patient’s best interests in 
accordance with the MCA. 

3.25 If a sedated patient or one who otherwise lacks mental capacity to 
consent begins to struggle or resists treatment either verbally or 
physically, it is the responsibility of the healthcare professional to act in 
the patient’s best interests. If this event occurs at a crucial time, which 
will have an impact on a successful outcome, then it would be wise to 
pause, attempt to regain co-operation and complete, perhaps with 
additional sedation. If the situation deteriorates, is irretrievable, and 
patient safety is likely to become compromised, then termination of the 
procedure is recommended. This must be recorded in the patient’s 
medical notes.

3.26 For issues relating to withdrawal of consent by patients being treated in         
accordance with sections 57, 58 or 58A of the Mental Health Act, 
please refer to the Mental Health Act 1983 Code of Practice for Wales.
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4. Provision of information
4.1 The provision of information is central to the consent process. Before 

patients can make an informed decision about their treatment, they 
need comprehensible information about their condition and any 
reasonable treatment options and their risks and benefits (including the 
risks/benefits of doing nothing). Patients also need to know the scope of 
the intended treatment and whether additional procedures are likely to 
be necessary, for example - blood transfusion or the removal of 
particular tissue.

4.2 Patients will differ in how much information they want about a proposed 
treatment.  Some patients will want as much detail as possible, 
including details of rare risks, while others will ask healthcare 
professionals to make decisions for them.  In such circumstances, the 
healthcare professional should explain the importance of 
understanding the significant risks and benefits of a recommended 
treatment, and making an informed decision. The presumption must be 
that the patient wishes to be well informed about the material risks and 
benefits of the various treatment 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 and the patient may be 
asked to sign the record to confirm their decision. It must be made 
clear to the patient that they can change their mind and have more 
information at any time.

 
Has the patient received sufficient information? 

4.3 To give valid consent the patient needs to be provided with sufficient 
information to understand in broad terms the nature and purpose of the 
procedure.  Information about any significant and material risks and 
benefits of the proposed treatment and any alternative options should 
be provided, including the option of no treatment. Any 
misrepresentation of these elements will invalidate consent. Where 
relevant, information about anaesthesia must be given (see paragraph 
3.19 above) as well as information about the procedure itself. 

4.4 The information provided should be tailored to the individual patient.  

4.5 The use of patient information leaflets can help healthcare 
professionals to provide patients with the information they need, in 
order to arrive at an informed decision. Wherever possible patients 
should be sent information prior to their appointment so that they have 
time to read and absorb it, and can consider what questions they would 
like to ask when they meet with the relevant healthcare professional. 
This will help to ensure that they fully understand the treatment being 
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proposed and can make an informed decision regarding consent. 
However, the use of leaflets does not remove the healthcare 
professional’s responsibility to provide a verbal explanation of often 
much the same information. In this context, the use of patient 
information leaflets is considered to be an example of best practice. 
The use and provision of the patient information leaflet should be 
documented on the consent form or in the patient’s health records.  A 
copy of the patient information leaflet should be inserted into the 
patient’s health record. If an EIDO information leaflet has been used, 
its name, number and date can be documented. 

4.6 Patient information in different formats and languages must be made 
available.

Communication Issues

4.7 A patient must not be assessed as lacking capacity to consent to the 
particular investigation, treatment or care merely because they have a 
limited ability to communicate. Care should be taken not to 
underestimate the ability of a patient to communicate, whatever their 
condition. Healthcare professionals should take all reasonable steps to 
facilitate communication with the patient, using communication aids as 
appropriate.  Particular consideration should be given to the way in 
which information is presented to the patient. Drawings, diagrams and 
models may be useful for example. In emergency situations, taking 
these steps may not be possible, but good practice would be to record 
the reasons for this in the patient’s medical notes.

4.8 Where appropriate those who know the patient well, including their 
family, friends, carers or staff from professional or voluntary support 
services, may be able to advise on the best ways to communicate with 
the patient.

Provision for Welsh speaking patients

4.9

The Welsh Language (Wales) Measure 2011 has given the Welsh 
language official status in Wales by placing Welsh Language Standards 
on organisations – [insert link to the Health Board / Trust’s Welsh 
Language Standards Document]. The duties deriving from the 
standards mean that the Health Board / Trust and its staff should not 
treat the Welsh language less favourably than the English language.  In 
line with the Welsh Language Standards, the language preference of 
the patient must be offered, established, recorded, acted upon and 
relayed to others within the [Health Board / Trust]. Welsh speaking 
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and every effort must be made to accommodate such a request. 

Access to healthcare professionals between formal appointments

4.14 After an appointment with a healthcare professional, patients will often 
think of further questions which they would like answered before 
making a decision. Where possible, it will be much quicker and easier 
for the patient to contact the healthcare team by phone than to make 
another appointment or wait until the date of an elective procedure, by 
which time it is too late for the patient to reflect upon the information. 
Patients should be provided with appropriate contact details at the time 
of their appointment.

4.15 The provision of advice over the telephone needs to be undertaken by 
suitably qualified staff and must follow agreed guidelines, policies and 
procedures.  Advice given must be evidence based and up to date.  A 
record of the information given must be kept in the patient’s medical 
notes. Where advice deviates from accepted guidance, the advice 
given must be clearly documented and the reasons for such deviation 
stated.

Open access clinics

4.16 Where patients access clinics directly, it should not be assumed that 
their presence at the clinic implies consent to particular treatment. You 
should ensure that they have the information they need to give their 
consent before proceeding with an investigation or treatment. 

Consent and inpatients

4.17 Irrespective of whether the patient is an inpatient or outpatient, the 
process of seeking consent must be adhered to. Just because a patient 
is already in a hospital bed, consent for examination and treatment 
cannot be assumed. As stated previously, the patient needs to be 
provided with sufficient time and information to understand in broad 
terms the nature and purpose of the procedure. 
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Completing consent forms

5.7 The standard consent form provides space for a healthcare 
professional to provide information to patients and to sign confirming 
that they have done so. The healthcare professional providing the 
information must be competent to do so.

5.8 If the patient signs the form in advance of the procedure (for example in 
out-patients or at a pre-assessment clinic), a healthcare professional 
involved in their care on the day should sign ‘Confirmation of Consent’ 
section of the form to confirm that the patient still wishes to go ahead 
and has had any further questions answered. It will be appropriate for 
any member of the healthcare team (for example a nurse admitting the 
patient for an elective procedure) to provide the second signature, as 
long as they have access to appropriate colleagues to answer 
questions they cannot handle themselves.

Attendance by students and trainees (i.e. pre-registration clinicians from 
any discipline)

5.9 Where a student or trainee healthcare professional is undertaking 
examination or treatment of the patient where the procedure will further 
the patient’s care – for example taking a blood sample for testing – 
then, assuming the student is appropriately trained in the procedure, 
the fact that it is carried out by a student does not alter the nature and 
purpose of the procedure. It is therefore not a legal requirement to tell 
the patient that the healthcare professional is a student, although it 
would always be good practice to do so and consent in the usual way 
will still be required.

5.10 In contrast, where a student proposes to conduct a physical 
examination which is not part of the patient’s care, then it is essential to 
explain that the purpose of the examination is to further the student’s 
training and to seek consent for that to take place. Verbal consent must 
be obtained and a record made in the patient’s medical notes.

5.11 A patient's consent should be obtained when a student is going to be 
present during an examination or treatment purely as an observer. 
Patients have the right to refuse consent in these circumstances without 
any detrimental effect on their treatment. Written consent must be 
obtained if students or trainees are going to be present during 
examination or treatment using sedation or anaesthetic.

5.12 Patients must be informed that they have the right to refuse consent to 
being observed, attended to or examined by students without any 
detrimental effect on their treatment.
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5.13 It is essential that appropriate supervision of students is carried out in 
all of the above situations and that, where consent is required, the 
supervisor is reassured that valid consent has been obtained. 

Attendance by company representatives

5.14 On occasions when company representatives need to be present for a 
procedure/treatment (e.g. where equipment is being used for the first 
time and the representative is there to assist with its use), written 
consent from the patient must be obtained. 
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6. Adults with capacity – refusal of treatment
Right to refuse treatment

6.1 An adult patient who has capacity can refuse any treatment, except in 
certain circumstances governed by the Mental Health Act 1983 (see 
chapter 14 of this policy). The following paragraphs apply primarily to 
adults. In determining whether a patient has capacity to make this 
decision the MCA must be applied. See chapter 8 of this policy.

6.2 An adult with capacity may make a decision which is based on their 
religious belief (e.g. Jehovah’s Witnesses) or value system. Even if it is 
perceived by others that the decision is unwise or irrational, the patient 
may still make that decision if he or she has capacity to do so and it is 
a voluntary and informed decision.  Any attempt to treat that patient 
against his or her wishes could amount to a criminal offence. It is the 
right of an adult patient with capacity to refuse treatment even if that 
refusal might result in their death. However in cases of doubt, 
healthcare professionals should always seek legal advice.

6.3 If, after discussion of possible treatment options, a patient refuses 
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 healthcare professional (and where possible the patient) 
should note this on the ‘Patient has withdrawn consent’ section of the 
consent form.

6.4 Where a patient has refused a particular intervention, the healthcare 
professional must ensure that he or she continues to provide any other 
appropriate care to which they have consented. You should also 
ensure that the patient realises 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.

6.5 If a patient consents to a particular procedure but refuses certain 
aspects of the intervention, the healthcare professional must explain to 
the patient the possible consequences of their partial refusal. If the 
healthcare professional genuinely believes that the procedure cannot 
be safely carried out under the patient’s stipulated conditions, he or she 
is not obliged to perform it. They must, however, continue to provide 
any other appropriate care. Where another healthcare professional 
believes that the treatment can be safely carried out under the 
conditions specified by the patient, he or she must on request be 
prepared to transfer the patient’s care to that healthcare professional.

6.6 Whilst a patient has the right to refuse treatment this does not mean 
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that they have the right to require a particular course of treatment. 

Self harm and attempted suicide 

6.7 Cases of self harm present a particular difficulty for healthcare 
professionals but the same law and guidance, as set out above, applies 
to treatment of these cases. Where the patient is able to communicate, 
an assessment of their mental capacity should be made as a matter of 
urgency. 

6.8 If the patient is judged not to have capacity, decisions about their 
physical health treatment need to be made in accordance with the MCA 
(see chapter 8 of this policy). If treatment is required for their mental 
health, the MHA will apply. If a patient has attempted suicide and is 
unconscious, and there is insufficient time to undertake the usual best 
interests decision making process then he or she should be given 
emergency treatment unless the healthcare professional is satisfied that 
an advance decision to refuse treatment exists which is valid and 
applicable to the life-sustaining treatment in these circumstances. 

6.9 Adult patients with capacity do have the right to refuse life-sustaining 
treatment, both at the time it is offered and in the future even if the 
healthcare professional believes that the patient’s decision is unwise. If 
a patient with capacity has harmed themselves and refuses treatment, it 
may be appropriate to consider obtaining a psychiatric assessment. 
Unless the adult patient with capacity is detained under the Mental 
Health Act 1983 and the treatment is for, or a symptom of, a mental 
disorder, then their refusal must be respected although attempts should 
be made to encourage him or her to accept help and healthcare 
professionals should consult legal advisers. 

Patients who refuse blood or blood components (e.g. Jehovah’s 
Witnesses)

6.10 The same legal principles apply to any patient who refuses treatment 
whether they do so out of religious convictions or otherwise. No patient 
should be considered to be likely to refuse blood products merely on the 
basis of their religion. Every patient needs to be asked and informed 
individually.

Further information on Jehovah’s Witness Patients

6.11 It is important to remember that not all Jehovah’s Witnesses refuse 
blood products. Most practising Jehovah’s Witnesses who do will carry 
with them a clear, signed and witnessed advance decision card 
prohibiting blood transfusions and releasing clinicians from any liability 
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7. Treatment of children and young people
7.1 When treating or caring for children and young people, healthcare 

professionals should take account of chapter 5 of the Guide.

Children or young people with capacity to consent to treatment

7.2 When treating children and young people, healthcare professionals 
should take particular care to ensure that they are familiar with the 
relevant law. 

7.3 Careful consideration should be given to whether the child is 
competent to give his or her consent to the specified treatment. A child 
under the age of 16, who has sufficient maturity and intelligence to be 
capable of understanding the treatment and making a decision based 
on the information provided (Gillick competent) will have capacity to 
consent to treatment and care. If a competent child consents to 
treatment a parent cannot over-ride that consent. As with adults, 
consent will only be valid if it is given voluntarily by an appropriately 
informed patient who has capacity to consent to the particular 
treatment.

7.4 Young people aged 16 or 17 with capacity are assumed in law to be 
competent and can give consent for their own treatment. If a 16 or 17 
year old consents to treatment a parent cannot over-ride that consent. 
This applies equally to young people with capacity who are to be 
admitted (informally) to hospital for treatment for a mental disorder. 

7.5 It is not a legal requirement but it is advisable to include the child/young 
person’s family in discussions regarding treatment. However, this can 
only be done with the consent of the child/young person.

See Appendix D for guidance on assessing whether a child is Gillick 
competent.

Children who are not competent to consent to treatment

7.6 If the child is not competent to give consent, then the healthcare 
professional may give treatment on the basis of parental consent. 
Parental consent may be given by any person who has parental 
responsibility for the child, provided that person has capacity to give 
such consent. This may not necessarily be the parents but, for 
convenience, “parents” in this policy means all persons with parental 
responsibility.

7.7 Healthcare professionals need to make reasonable enquiries as to who 
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will be necessary, and, if it is not practicable to seek consent for every 
intervention, they may ask the parents if they are content to give their 
consent in advance for these routine procedures. If the parents are not 
content to give their consent, then consent should be obtained on 
every occasion. The parents may specify that they wish to be asked 
before particular procedures are initiated. You must then do so, unless 
the delay involved in contacting them would put the child’s health at 
risk.

7.14 It is important to be aware that neither an Emergency Protection Order 
(EPO) nor a Police Protection Order (PPO) confers the consent for 
examination.  If the person who has parental responsibility is not 
available, consent with directions, must be obtained from the Family 
Division of the High Court.

7.15 A healthcare professional must not rely on the consent of a parent if he 
or she has any doubts about whether the parent is acting in the best 
interests of the child. In order to consent on behalf of a child, the 
person with parental responsibility must also have mental capacity 
themselves.

7.16 For forensic examinations different rules may apply. 

Young people (age 16 and 17 years) without capacity to consent to 
treatment

7.17 Healthcare professionals must follow the Mental Capacity Act when the 
young person lacks capacity to decide about treatment.

Children who are competent or young people (aged 16 or 17) with 
capacity who refuse treatment

7.18 Healthcare professionals should be very careful in cases where a 
young person or child refuses treatment. Such cases can be 
controversial and raise complex legal issues. Healthcare professionals 
should have particular regard to chapter 3 of the Guide. Please contact 
the Mental Capacity Act Manager/Patient Safety Team in the first 
instance. 

7.19 Where a young person of 16 or 17 who has capacity, or a child under 
16 who has been assessed as Gillick competent, refuses treatment, a 
person with parental responsibility for the child / young person or the 
Courts can be used as alternative sources of consent. In such 
circumstances legal advice should be sought7. See Appendix C.

7 NHS Trust v X (In the matter of X (A Child) (No 2)) [2021] EWHC 65 (Fam) (18 January 2021) (bailii.org)
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7.20 Where a child has refused treatment, and a decision is made to give 
treatment on the basis of parental consent, it must be exercised on the 
grounds that the welfare of the child is paramount.  The psychological 
effect on the child of having their decision over-ruled must also be 
considered.  

7.21 Where a young person aged 16-17 who has capacity is to be admitted 
to hospital for treatment for a mental disorder, the MHA provides that 
where that person refuses to be admitted to hospital for treatment for a 
mental disorder, a person with parental responsibility for that person 
cannot overrule that refusal.  The MHA should be used where 
appropriate.

Person with parental responsibility refusing treatment

7.22 If consent for treatment is refused by one or more of those with 
parental responsibility, or where an agreement cannot be reached 
between the persons with parental responsibility, seek legal advice. 
See Appendix C.

Young people aged 16 and 17 who refuse life-sustaining treatment

7.23 Where a young person aged 16 or 17 refuses life-sustaining treatment 
(e.g. a blood transfusion on the basis of their religious conviction) 
healthcare professionals should exercise extreme caution.  In these 
circumstances, legal advice should be sought and, if necessary, the 
matter should be referred to the court. See Appendix C

7.24 The management of a young person in an emergency situation, who is 
likely to die or suffer serious permanent harm without immediate 
treatment, is viewed in law in a different light.  There may not even be 
time for emergency application to the court.  Senior clinicians may 
decide to treat without consulting the court.  Parents may not prevent 
clinicians from administering treatment to their children if their child’s 
life or health is in imminent danger. This includes cases where the 
parents wish to refuse blood products for their child on religious 
grounds. Staff may rely on the support of the courts to endorse 
decisions that are taken in good faith and in the best interests of the 
young person concerned.  It is important, however that two doctors of 
consultant status should make an unambiguous, signed and dated 
entry in the patient’s medical notes that the treatment is essential to 
save life or prevent serious permanent harm.  The doctor who stands 
by and allows a ‘minor’ patient to die in circumstances where treatment 
might have avoided death may be vulnerable to criminal prosecution.

7.25 The courts have often commented that such a situation does not 
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detract from the loving and responsible reputation of the parents 
involved, and they have stressed the need for parents to be fully 
informed of the clinical developments regarding their child and of the 
intended action by clinicians.

7.26 When treating children or young people in these circumstances, 
healthcare professionals should consider carefully the guidance in 
chapter 5 of the Guide.

Parents refusing life-sustaining treatment for a child 

7.27 Where a parent or parents intend to refuse life-sustaining treatment for 
a child under the age of 16, staff must always seek legal advice (see 
Appendix C). The well-being of the child is paramount and, if the 
parents refuse to give permission for the treatment, it may be 
necessary to apply for a court order to administer the treatment 
lawfully. Healthcare professionals should note that a court order can be 
obtained out of hours when necessary.

Emergency treatment 

7.28 A life threatening emergency may arise in connection with a child when 
consultation with either a person with parental responsibility or the 
court is impossible, or the persons with parental responsibility refuse 
consent despite such emergency treatment appearing to be in the best 
interests of that child.  In such cases the courts have stated that doubt 
should be resolved in favour of the preservation of life and it will be 
acceptable to undertake treatment to preserve life or prevent serious 
damage to health.
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8. Patients who lack capacity to give or withhold 
consent 

8.1 In determining whether a patient aged 16 years and over lacks the 
mental capacity - either temporarily or permanently - to give or withhold 
consent for themselves, healthcare professionals must act in 
accordance with the Mental Capacity Act 2005. A patient who lacks 
capacity can be given treatment if it is in their best interests, as long as 
the patient (when aged 18 years and over) has not made a valid and 
applicable advance decision refusing that specific treatment. 

8.2 When treating patients who may lack capacity, healthcare 
professionals must have due regard for the MCA Code of Practice.

Does the patient have capacity? 

8.3 The MCA applies in relation to determining whether a patient has 
capacity to give their consent. It is a key principle of the MCA that a 
patient is assumed to have capacity to make decisions for themselves 
unless it is established on the balance of probabilities that they do not. 

8.4 In ascertaining a patient’s capacity, the healthcare professional must 
not make a judgment on the basis of the patient’s age, appearance, 
assumptions about their condition or any other aspect of his or her 
behaviour. It is important to take all possible steps to try and help the 
patient make a decision for themselves (see chapter 3 of the MCA 
Code of Practice). Where there is doubt about a patient’s capacity, an 
assessment must be carried out and the healthcare professional must 
be able to justify their conclusions.

8.5 It is the healthcare professional proposing treatment or examination 
who should assess the patient’s capacity to consent. More complex 
decisions are likely to need more formal assessments, which may 
include a professional opinion (for example from a speech and 
language therapist/psychologist), but the final decision about the 
patient’s capacity must be made by the person intending to carry out 
the action.  

8.6 Healthcare professionals who carry out actions related to the care and 
treatment of patients who lack capacity to consent to them at that time 
may be protected from liability if they reasonably believe (having 
assessed the patient’s capacity where there is doubt) that the patient 
lacks capacity to make that particular decision at the time it needs to be 
made and the action is in the patient’s best interests. (For further 
guidance see chapter 6 of the MCA Code of Practice and note that the 
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MCA imposes limitations on acts which can be carried out with 
protection from liability – including where there is inappropriate use of 
restraint or where the patient who lacks capacity is deprived of their 
liberty).

8.7 A patient lacks capacity if he or she is unable to make a specific 
decision for themselves in relation to a matter at the time it needs to be 
made because they have an impairment or disturbance of the mind or 
brain. This impairment or disturbance can either be temporary or 
permanent.

8.8 The MCA provides that a patient with an “impairment or disturbance” is 
unable to make a decision if they are unable to do one or more of the 
following: 

a) understand the information relevant to the decision; or
b) retain that information; or
c) use or weigh that information as part of the process of 

making the decision; or
d) communicate his or her decision, whether by talking, using 

sign language or any other means

8.9 If a patient cannot do one or more of these as a result of their 
impairment they will be treated as being unable to make the decision. 
Point d) only applies in situations where the patient cannot 
communicate their decisions in any way. 

8.10 The British Medical Association has published advice on the 
assessment of capacity - www.bma.org.uk/

8.11 Capacity should not be confused with a healthcare professional’s 
assessment of the reasonableness of the patient’s decision. The 
patient is entitled to make a decision which is based on their own 
religious belief or value system, even if it is perceived by others to be 
unwise or irrational.

8.12 Where there is any doubt about a patient’s capacity to make a 
particular decision, after support has been provided without success, 
an assessment must be carried out.  This should be done in 
accordance with the requirements of the MCA and the assessment 
must be recorded e.g. using Form 4. 

8.13 An apparent lack of capacity to give or withhold consent may in fact be 
the result of communication difficulties rather than genuine incapacity. 
The healthcare professional undertaking the assessment of capacity is 
required by the MCA to take all practicable steps to help the patient 
make the decision, therefore they should involve appropriate 

���������� ��������������

http://www.bma.org.uk/


Document Title: Consent to 
Examination or Treatment Policy

47 of 92 Approval Date: dd mmm yyyy

Reference Number: UHB100 Next Review Date: dd mmm yyyy
Version Number: 3 Date of Publication: dd mmm yyyy
Approved By: QSE Committee

colleagues, such as specialist learning disability teams and speech and 
language therapists, unless the urgency of the patient’s situation 
prevents this.  If at all possible, the patient should be assisted to make 
and communicate their own decision, for example by providing 
information in non-verbal formats where appropriate.

Advance decisions to refuse treatment (ADRT)

8.14 In accordance with the MCA, a person who is 18 or over and has 
capacity can make an ADRT.  An ADRT may be withdrawn or altered 
at any time whilst the person has capacity.

8.15 Any ADRT that is valid and applicable to the treatment that is proposed 
is legally binding. A healthcare professional must follow a valid and 
applicable ADRT. If they do not, they could face criminal prosecution 
and or civil liability.

8.16 A valid and applicable ADRT that is made after a Health and Welfare 
LPA overrules the decision of any Attorney.

8.17 If a patient has made a valid and applicable ADRT but that treatment is 
for a mental disorder, a healthcare professional may still give that 
treatment to the patient if he or she has authority to do so under Part 4 
and 4A of the MHA and consent is not required.  Informal patients are 
not covered by Part 4 of the MHA and their advance decisions refusing 
treatment are enforceable if valid and applicable.

Validity of an ADRT

8.18 An ADRT is valid if made voluntarily by an appropriately informed adult 
(aged 18 years or over) with capacity.

8.19 An ADRT is not valid if the individual:

a) was under 18 years of age when it was drawn up; or
b) did not have capacity when the decision was made; or
c) was acting under duress; or
d) has withdrawn the advance decision (verbally or in writing) at a 

time when he/she had capacity to do so; or
e) has done anything else clearly inconsistent with the ADRT 

remaining his fixed decision; or
f) creates a LPA after the date when the ADRT was made, 

conferring authority on the attorney to give or refuse consent to 
the treatment to which the ADRT relates.
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8.20 Healthcare professionals should ensure that the ADRT that is being 
considered has been regularly reviewed and updated.  However, 
ADRTs made long in advance of incapacity are not necessarily invalid 
unless, for example, there are reasonable grounds for believing that 
circumstances have since arisen which mean the patient would have 
changed their mind if they still had capacity.  For example, there may 
be a medical advancement which the patient was unaware of at the 
time he or she made the advance decision, which could significantly 
improve their condition.

8.21 There are no specific legal requirements concerning the format of an 
ADRT (unless it involves life-sustaining treatment – see below).  It may 
be a written document, a witnessed verbal statement, a signed printed 
card, a smart card, or a note of discussion recorded in a patient’s 
health record.  Although there is no legal requirement, if possible 
patients should be encouraged to put their ADRT in writing so that 
there is a clear record of their wishes.

8.22 If an ADRT relates to refusal of life-sustaining treatment, it will only be 
valid if it is in writing, contains the words ‘even if life is at risk’ (or words 
to that effect) and is signed, dated and witnessed.

Applicability of an ADRT

8.23 An ADRT must clearly specify the treatment that is being refused and 
in what specific circumstances it applies.  It must be unambiguous and 
applicable to present circumstances.  If the decision to be made falls 
outside of the scope of the ADRT, it will not be applicable.

8.24 An ADRT cannot authorize anyone to do anything which is unlawful (for 
example assist an individual in committing suicide), or make anyone 
carry out a particular treatment.

Responsibility of healthcare professionals

8.25 It is the responsibility of the person making the ADRT to ensure that it 
will be drawn to the attention of healthcare professionals when it is 
needed.  However, healthcare professionals are also responsible for 
asking patients or their representatives about the existence of ADRT.

8.26 If a healthcare professional knows or has reasonable grounds to 
believe that an ADRT exists, and time permits, then they should make 
reasonable enquiries regarding its existence and content.  Emergency 
treatment should not be delayed in order to look for an ADRT if there is 
no clear indication that one exists.

���������� ��������������



Document Title: Consent to 
Examination or Treatment Policy

49 of 92 Approval Date: dd mmm yyyy

Reference Number: UHB100 Next Review Date: dd mmm yyyy
Version Number: 3 Date of Publication: dd mmm yyyy
Approved By: QSE Committee

8.27 If an ADRT relates to refusal of life-sustaining treatment, then the 
healthcare professional must see a written, signed and witnessed 
ADRT which contains the words ‘even if life is at risk’ (or similar).

8.28 A healthcare professional will not be acting unlawfully if he or she 
treats a patient and is genuinely unaware of the existence of an ADRT.  
Similarly they will not act unlawfully if they act in accordance with an 
ADRT that they believe is valid and applicable at the time but is later 
proved to be invalid/ not applicable.

8.29 If there is any doubt about the validity or applicability of an ADRT it 
may be necessary to refer the matter to the Court of Protection (CoP).  
In this situation, healthcare professionals may provide life-sustaining 
treatment or treatment that prevents serious deterioration in the 
patient’s condition whilst the decision of the court is awaited.

8.30 If an ADRT is not valid and applicable, it should still be noted as an 
expression of the patient’s feelings and wishes about what should 
happen to them, and should be taken into account in deciding what is 
in their best interests.

Advance statements

8.31 An advance statement is different to an advance decision to refuse 
treatment in that it generally outlines a patient’s wishes or preferences 
in relation to care or treatment that they want to have, as opposed to 
being a refusal of treatment. Although an advance statement is not 
legally binding it should be noted as an expression of the patient’s 
feelings and wishes about what should happen to them if they lack 
capacity to decide for themselves, and should be taken into account in 
deciding what is in their best interests. 

8.32 Some advance statements will express the patient’s wishes that a 
particular course of action should be taken or that they should receive 
a particular type of treatment in the event that they no longer have 
capacity. The healthcare professional is not under a legal obligation to 
provide treatment because the patient demands it. The decision to treat 
is ultimately a matter for his or her professional judgment acting in the 
context of a best interests decision. In making that decision the 
healthcare professional will, however, be required to take into account 
the patient’s wishes as expressed in determining what is in his or her 
best interests. 

8.33 Further information about ADRT is available in chapter 9 of the MCA 
Code of Practice. 
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8.39 If a patient has no one who can be consulted, healthcare professionals 
must consider whether the circumstances are such that an 
Independent Mental Capacity Advocate (IMCA) should be instructed 
(see below).

8.40 If the patient has made an advance statement (other than a valid and 
applicable ADRT), then the healthcare professional should still take 
that statement into account in deciding what is in the patient’s best 
interests, as it is a reflection of the patient’s wishes and feelings. 
However, if it is the healthcare professional’s judgment that to act in 
accordance with the advance statement would not be appropriate and 
not in the patient’s best interests, he or she is not bound to do so.

Temporary incapacity 

8.41 Patients may suffer a temporary loss of capacity, for example, where 
they are under a general anaesthetic or sedation, or unconscious after 
a road accident. As with any other situation, an assessment of that 
patient’s capacity must only examine their capacity to make a particular 
decision when it needs to be made.  Unless the patient has made a 
valid and applicable ADRT of which you are aware, then they may be 
treated insofar as is reasonably required in their best interests pending 
recovery of capacity. This will include, but is not limited to, routine 
procedures such as washing and assistance with feeding. If a medical 
intervention is thought to be in the patient’s best interests but can be 
delayed until the patient recovers capacity and is able to consent to (or 
refuse) the intervention, it must be delayed. 

Fluctuating capacity

8.42 It is possible for a patient’s capacity to fluctuate. In such cases, it is 
good practice to establish whilst the patient has capacity their views 
about any clinical intervention that may be necessary during a period of 
incapacity and to record these views. The patient may wish to make an 
advance decision to refuse certain types of treatment (see paragraphs 
8.14 to 8.30). If the person does not make a relevant ADRT, the 
patient’s treatment when incapacitated should accord with the 
principles for treating the temporarily incapacitated (see above).

Lasting Power of Attorney (LPA)

8.43 LPA was introduced by the MCA. An LPA may be executed by any 
person of 18 years or over whilst they have capacity and takes effect 
when they no longer have capacity. A Health and Welfare LPA 
appoints a person to act as an attorney to make decisions about a 
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person’s welfare and medical treatment when that person lacks the 
capacity to make that particular decision. The attorney acting under a 
Health and Welfare LPA must make the decision in the person’s best 
interests. The LPA must be registered with the Office of the Public 
Guardian (OPG) before it can be used and it is essential that 
healthcare professionals see the sealed (OPG stamp) LPA document 
to confirm that it has been registered, and to assure themselves of the 
authority that it confers on Attorney(s). An LPA does not authorise an 
attorney to refuse or give consent to life-sustaining treatment unless 
this is explicitly stated in the LPA. If two or more people have been 
appointed as attorneys, they may either be appointed to act jointly or 
jointly and severally. If they are acting jointly, any decision must be 
made by consensus. However if they are acting jointly or severally, 
then either of the attorneys can make a decision independently of the 
other. 

8.44 If the patient has made a valid and applicable ADRT to refuse 
treatment, then this can be overridden by an attorney providing that the 
LPA was made after the advance decision and his or her authority 
under the LPA extends to making decisions about treatment that is the 
subject of the advance decision. An attorney, like any person who is 
making a decision on behalf of a patient who lacks capacity, must act 
in accordance with the MCA and must have regard to the MCA Code of 
Practice. 

8.45 When acting on the basis of a decision by an attorney, a healthcare 
professional should, so far as is reasonable, try to ensure that the 
attorney is acting within their authority. Any disputes between a 
healthcare professional and an attorney that cannot be resolved, or 
cases where there are grounds for believing that the attorney is not 
making decisions that are in the best interests of the patient, should be 
referred to the CoP.

Court Appointed Deputies (CAD)

8.46 Whilst a decision made by the Court is always preferred, the MCA now 
provides that the Court can appoint deputies to make decisions on its 
behalf. This may be necessary if there are a number of difficult 
decisions to be made in relation to the patient. The CAD will normally 
be a family member, partner, friend or person who is well known to the 
patient. Healthcare professionals must always ensure that they see a 
sealed (CoP stamp) copy of the deputyship order so that they are clear 
what authority the CAD holds.

8.47 As with attorneys appointed under a LPA, a CAD may only make 
decisions where they have reasonable grounds to believe that the 
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person they are acting for does not have capacity, and any decisions 
they take will be strictly limited to the terms specified by the Court and 
in accordance with the MCA. A CAD is also subject to a number of 
restrictions in the exercising of their powers. For example, a CAD 
cannot refuse consent to the carrying out or continuation of life-
sustaining treatment for the patient, nor can he or she direct a person 
responsible for the patient’s healthcare to allow a different person to 
take over that responsibility. A deputy cannot restrict a named person 
from having access to the patient. 

8.48 Healthcare professionals should co-operate with the CAD with the aim 
of doing what is best for the patient. Where a CAD acting within their 
authority makes a decision that a treatment (that is not life-sustaining) 
should be withheld or withdrawn the healthcare professional must act 
in accordance with those instructions. However a CAD cannot require a 
healthcare professional to give a particular type of treatment, as this is 
a matter of clinical judgement. In such cases where a healthcare 
professional has declined to give treatment, then it is good practice to 
seek a second opinion, although the CAD cannot insist that the 
healthcare professional steps aside to allow another professional to 
take over the case. A CAD is supervised by the OPG, and where a 
healthcare professional suspects that a deputy is not acting in the best 
interests of the patient, he or she should refer the matter to the Public 
Guardian. 

8.49 A valid and applicable ADRT overrules the decision of the CAD.
 
Independent Mental Capacity Advocates (IMCA)

8.50 If a patient aged 16 years or older who lacks capacity is to receive 
serious medical treatment, and that patient has no one else to consult 
and support them other than paid or professional staff, then unless a 
decision has to be made urgently (e.g. to save the person’s life), an 
IMCA must be instructed. The duty to instruct rests with the Health 
Board in the case of treatment provided in hospital. (Note that there are 
other situations when an IMCA must be instructed – e.g. decisions 
about whether to place people into accommodation (for example, a 
care home or a long stay hospital and under the Deprivation of Liberty 
Safeguards.)

8.51 The role of the IMCA is to represent and support the patient. They will 
not make decisions on the patient’s behalf.  Such decisions will still be 
made by the healthcare professional on the basis of what is in the 
patient’s best interests. However the IMCA will speak to the patient 
and, so far as possible, try to engage them in the decision process. 
They will assist in determining what is in the patient’s best interests and 
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although such procedures can give rise to special concern about the 
best interests and rights of a patient who lacks capacity. In the case of 
a patient with learning disabilities, it is good practice to involve a 
learning disability consultant psychiatrist, the multidisciplinary team and 
the patient’s family/partner as part of the decision-making process and 
to document their involvement. Less invasive or reversible options 
should always be considered before permanent sterilisation. 

8.59 Appendix C provides advice for healthcare professionals who need 
legal advice when they are faced with a situation that may require the 
intervention of the Court of Protection. Guidance on referring matters to 
the Court of Protection has also been issued by the General Medical 
Council and the BMA.

http://www.gmc-
uk.org/guidance/ethical_guidance/consent_guidance_index.asp
https://www.bma.org.uk/advice/employment/ethics/mental-
capacity/mental-capacity-toolkit/12-court-of-protection-and-court-
appointed-deputies

8.60 Where an adult or young person has been assessed to lack the 
capacity to give or withhold consent to a significant intervention, this 
fact should be documented on Form 4: Treatment in best interests (see 
chapter 2 of this policy) along with full details of the assessment of 
capacity and best interests.
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and body fluids, please seek advice from the pathologist.

Transplantation - living Donation

9.14 The HTA is responsible for the regulation, through a system of 
approvals, of the donation from living people of solid organs, bone 
marrow and peripheral stem cells for transplantation into others.  
Information on the legal requirements is available - 
https://www.hta.gov.uk/

Transplantation - deceased organ donation

9.15 Consent to organ donation in Wales is governed by the Human 
Transplantation (Wales) Act 2013.  There is an associated Code of 
Practice -
https://bts.org.uk/wp-
content/uploads/2018/01/HTA_CoP_on_Human_Transplantation_Wale
s_Act_2013_-_Final_-_May_2014.pdf.

  This system operates on the basis of deemed consent; it is assumed that the 
individual had no objection to organ donation unless they have 
registered or expressed a decision not to donate their organs following 
their death.  Patient representatives should be consulted to obtain any 
evidence that a patient did not wish to be an organ donor.

9.16 Express consent to organ donation is required where a patient has not 
been an ordinary resident in Wales for more than 12 months before 
dying.

���������� ��������������

https://www.hta.gov.uk/
https://bts.org.uk/wp-content/uploads/2018/01/HTA_CoP_on_Human_Transplantation_Wales_Act_2013_-_Final_-_May_2014.pdf
https://bts.org.uk/wp-content/uploads/2018/01/HTA_CoP_on_Human_Transplantation_Wales_Act_2013_-_Final_-_May_2014.pdf
https://bts.org.uk/wp-content/uploads/2018/01/HTA_CoP_on_Human_Transplantation_Wales_Act_2013_-_Final_-_May_2014.pdf








Document Title: Consent to 
Examination or Treatment Policy

63 of 92 Approval Date: dd mmm yyyy

Reference Number: UHB100 Next Review Date: dd mmm yyyy
Version Number: 3 Date of Publication: dd mmm yyyy
Approved By: QSE Committee

professionals should make a note of the factors taken into account in 
assessing the child's competence.  Young people are assumed in law 
to be competent and can give permission to recordings themselves, 
unless they lack capacity.

10.11 In cases of suspected non-accidental injury of a child, photographs 
may be taken without parental consent if necessary.  However, these 
photographs must only be used as part of the clinical record, or as 
potential evidence.  They must not be used for education, publication 
or research without written consent.  If written consent is given for use 
in education, publication or research, it is recommended that images 
are not used for these purposes before or during likely legal 
proceedings.

Vulnerable adults

10.12 In the case of suspected non-accidental injury of a vulnerable adult, 
efforts should be made to obtain written consent to the taking and use 
of photographs as potential evidence.  

10.13 If the patient is unwilling for recordings to be made for evidential 
purposes, then the patient should still be asked for consent to 
photographs being taken for their clinical record, if it is a valid addition 
to the record, or if it is not appropriate to seek their consent for 
evidential purposes at that time e.g. if the alleged perpetrator is 
present.  Photographs taken for the clinical record cannot be used as 
evidence, unless, at a later date, the patient changes their mind.  In this 
case the consent form can be modified at this later date, and these 
modifications must be signed and dated by the patient.

Foetal loss, stillbirth and neonatal death

10.14 Photographs taken solely for the purpose of giving them to the 
bereaved parents do not qualify as clinical photographs and therefore 
do not come under the auspices of this policy.  Photographs taken on 
behalf of the bereaved must not be used for any other purpose without 
written consent from the person with parental responsibility.

10.15 If photographs are required for any other purpose (except during the 
course of a post mortem examination) the written consent of those with 
parental responsibility must be obtained.

���������� ��������������



Document Title: Consent to 
Examination or Treatment Policy

64 of 92 Approval Date: dd mmm yyyy

Reference Number: UHB100 Next Review Date: dd mmm yyyy
Version Number: 3 Date of Publication: dd mmm yyyy
Approved By: QSE Committee

Adults and young people who lack the capacity to consent for 
themselves

10.16 When adults or young people lack capacity to make a decision about 
an audio or visual recording for themselves, any decision must be 
made in accordance with the MCA.  

10.17 As a general principle you should not make, or use, any such recording 
if the purpose of the recording could equally well be met by recording 
patients who are able to give or withhold consent.

10.18 The situation may sometimes arise where the patient is temporarily 
unable to give or withhold consent because, for example, they are 
unconscious.  In such cases, you may make such a recording, but you 
must seek consent as soon as the patient regains capacity.  You must 
not use the recording until you have received consent for its use, and if 
the patient does not consent to any form of use, the recording must be 
destroyed.

Adults and young people who lack capacity - recordings made as part of 
clinical care, or as potential evidence

10.19 If it can be demonstrated that it is in the patient’s best interests, then 
photographs, video and audio recordings can be made as part of the 
patient’s clinical care, or as potential evidence.  If someone holds a 
Health and Welfare LPA or is a CAD, they should be asked to consent 
on behalf of the patient.  Otherwise the healthcare professional making 
the recording must confirm that they have assessed capacity and are 
acting in the patient’s best interests.

Adults and young people who lack capacity - recordings made for 
education and publication

10.20 If adults or young people lack capacity to make a decision about 
photographs, video or audio recordings for themselves, then recordings 
can only be taken and used for education or publication if it has been 
determined to be in the patient’s best interests.

Patients who have capacity but are unable to sign the consent form

10.21 Physical inability to sign a consent form does not detract from an 
individual’s ability to give consent.  Patients can indicate their consent 
verbally or non-verbally, in the presence of a witness, who should then 
sign the consent form to confirm that the patient’s consent was given.  
Recordings can then be used in the same way as if the patient had 
signed the consent form.
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13. Withholding or withdrawing life – sustaining 
treatment 
General

13.1 The GMC guidance Treatment and care towards the end of life: good 
practice in decision making (2010) provides detailed guidance on 
withdrawing and withholding life - sustaining treatment.

13.2    A competent patient should always be consulted when making a 
decision to withhold or withdraw life-sustaining treatment unless the 
healthcare professional forms a view that involvement will actually 
‘harm’ the patient.  Recent case law has underlined the extent of the 
duty of the healthcare professionals to consult a competent patient8 or 
those with an interest in the welfare of the patient, where that patient 
lacks mental capacity9 to be involved in the decision.  

13.3 Any valid and applicable ADRT is legally binding and must be 
respected unless a patient has subsequently made a Health and 
Welfare LPA giving the attorney authority to make decisions regarding 
the provision of life-sustaining treatment. 

13.4 Where the patient lacks capacity to be involved in the decisions, and 
the patient has not made a Health and Welfare LPA giving an attorney 
appropriate authority, the healthcare professional must consult the 
patient’s relatives, friends, or carers and other professionals involved in 
their care when making a best interests decision about the withholding 
or withdrawal of life-sustaining treatment.  If there is no-one other than 
paid staff to consult with, an IMCA must be instructed.  Where an 
urgent decision is required and a patient’s representatives cannot be 
contacted, the reasons for this must be carefully recorded in the 
patient’s medical notes. See paragraphs 8.34 – 8.40 above. 

13.5 There is an important distinction between withdrawing or withholding 
treatment which is of no clinical benefit to the patient or is not in the 
patient’s best interests, and taking a deliberate action to end the 
patient’s life.  A deliberate action which is intended to cause death is 
unlawful.  Equally, there is no lawful justification for continuing 
treatment which is not in a patient’s best interests.

13.6 Once a decision has been reached to withhold or withdraw life-
prolonging treatment, the basis of the decision and the details of any 
discussions with the patient and/or their representatives must be 

8 Tracey v Cambridge University Hospital NHS FoundationTrust & Ors
9 Elaine Winspear v City Hospitals Sunderland NHS Foundation Trust
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b. Informal patients who possess capacity to consent to treatment

14.11 Where informal patients possess the required capacity to give valid 
consent to medical treatment for mental disorder or to a plan of 
treatment, then their consent must be obtained.  Where appropriate, 
this should be written consent. Where informal patients with capacity 
refuse treatment for their mental disorder consideration may be given 
to detaining the patient under the provisions of the MHA.

 c. Informal patients who lack the capacity to consent to treatment

14.12 An assessment of capacity should be undertaken in accordance with 
the MCA.  If a patient is found to lack capacity to consent to treatment 
then a determination of their best interests must be undertaken before 
any treatment is provided.  In assessing someone’s best interests it is 
essential to consult people who are close to the patient.  

14.13 Section 5 of the Mental Capacity Act 2005 (MCA) provides that 
treatment may be given to a patient who lacks capacity to consent 
provided that it is in his or her best interests to do so.  Section 6 of the 
MCA provides that a patient may only be restrained to give care or 
treatment if it is necessary to prevent harm and it is a proportionate 
response to the likelihood and severity of that harm – provided that it in 
in his/her best interests.

14.14 If a patient who lacks capacity to consent to treatment appears to be 
objecting to treatment, then consideration should be given to detaining 
the patient under the MHA.

Patients detained under the Mental Health Act 1983 requiring treatment 
for a physical disorder

14.15 Part IV of the MHA is concerned with medical treatment for mental 
disorder.  The MHA cannot be used to enforce treatment for a physical 
disorder, which is unrelated to a mental disorder, where a patient 
refuses consent. For patients who lack capacity to consent to medical 
treatment for a physical illness the provisions of the MCA would be 
engaged.

14.16 The patient’s mental disorder may affect their capacity to consent.  This 
should be assessed as a priority in line with the MCA, as treatment for 
the physical disorder might proceed in the patient’s best interests.  
However, it should not be assumed that the patient lacks capacity 
simply because they have a mental disorder.

14.17 Section 63 of the MHA may allow for the treatment of a physical 
disorder, without the patient’s consent, where it is ‘ancillary to the 
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15. Consent to research and innovative 
treatment 

Research

15.1 Any research undertaken within the Health Board must be registered 
with the Health Board’s Research & Development Office, from where 
additional advice can be obtained. All research and development must 
be approved before it can be commenced. Please visit the Research 
and Development Department’s intranet page 

15.2 Consent to clinical trials is covered by the Medicines for Human Use 
Regulations (2004)

15.3 The same legal principles apply when seeking consent from a patient 
for research purposes.  GMC guidance states that patients ‘should be 
told how the proposed treatment differs from usual methods, why it is 
being offered, and if there are any additional risks or uncertainties’.

15.4 Where the proposed treatment is of an experimental nature, but not 
part of a research trial, this fact must be clearly outlined to the patient 
along standard alternatives – including no treatment – during the 
consent process.

Patients who lack capacity to consent to being involved in research

15.5 There are strict rules within the MCA concerning the involvement of 
people who lack capacity in research.  (See MCA Code of Practice and 
Welsh Government’s Guide to Consent for Examination and 
Treatment). In determining whether the patient should participate in the 
proposed research, the patient’s wishes and feelings about being 
involved in research should be respected. It should be stressed that 
many research studies are non-therapeutic, i.e. they will not benefit the 
research participants personally. Carers or other persons who have an 
interest in the patient’s welfare must be consulted.  If there is no one 
who can be consulted, then a person who is unconnected with the 
research project must be appointed to advise on whether the patient 
should take part in the research.  If at any time during the research it 
appears that the patient is upset or unhappy, it must cease 
immediately. Please see the Research, Consent and Capacity: 
Standard operating procedure 

15.6 Where a patient lacks capacity, experimental/innovative treatment 
cannot be given unless it is in their best interests.  Where there is no 
alternative treatment available, it may be reasonable to consider an 
experimental treatment, with unknown risks and benefits, where 
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treatment may benefit the patient.

Consent to research and innovative treatment in children

15.7 The legal approach to consent to therapeutic research in children is 
similar to any other proposed examination or treatment: the treatment 
must be in the child’s best interests.  

15.8 UHB staff should contact the R&D Department for further advice on 
obtaining consent for children aged under 16 years.  The approach will 
differ depending on whether the study is a clinical trial or not, and 
whether or not the proposed research will take place in an emergency 
setting.
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17. Consent in obstetrics and gynaecology 
Pregnant women 

17.1 A pregnant woman with capacity may refuse any treatment, even if this 
would be detrimental to herself and/or her foetus(es). Any treatment 
involving the foetus will require maternal consent. However, it should 
be stressed that maternal refusal of treatment thought to benefit one or 
both parties is a rarity. 

Caesarean section (including refusal)

17.2 If a caesarean birth is required, the standard Consent Form 1 must be 
used.  Women in labour can consent to a caesarean birth even if they 
have received sedation.

17.3 It is important to ensure that all pregnant women have a good 
understanding of the different ways in which they may give birth and 
the associated benefits and material risks. This will include information 
about the circumstances in which a caesarean birth will be offered. A 
pregnant woman with capacity may refuse a caesarean birth, even if 
“the consequence may be the death or serious handicap of the child 
she bears, or her own death” (Court of Appeal Re MB).  In other words 
a mentally competent woman in labour has the same right under 
common law to consent to or refuse consent to treatment as any other 
patient.  United Kingdom law does not currently grant the foetus any 
legal rights, therefore a caesarean birth cannot be authorised by a 
Court against a competent woman’s will and action cannot be taken in 
the best interests of the pregnant woman or the foetus.  In this situation 
all advice given to the woman should be recorded in her notes.  
Unequivocal assurances should be obtained from the woman (and 
recorded in writing) that the refusal represents an informed decision: 
that is, that she understands the nature of and reasons for the 
proposed treatment and the risks and the likely prognosis involved in 
the decision to refuse or accept it. It is good practice to ask the woman  
to sign the written indication of her refusal.  It is also good practice to 
involve another senior colleague to indicate that a body of senior 
medical opinion considers caesarean birth to be the most appropriate 
course and that the patient has refused consent for a caesarean birth. 

17.4 If the woman is unwilling to sign a written indication of this refusal, this 
too should be recorded in the notes.  Such a written indication is 
merely a record for evidential purposes.  It should not be confused with 
or regarded as a disclaimer.

17.5 There have been a number of cases where doubts have arisen, for 
various reasons, as to a woman’s capacity to make a valid decision 
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about a caesarean birth.  Temporary factors such as fear, shock, 
fatigue, pain or drugs may affect capacity. If there is reason to doubt 
capacity, support should be provided to help the woman make a 
decision. If that fails, a capacity assessment must be undertaken.

17.6 Where there is any doubt about a woman’s capacity and/or where a 
refusal would lead to serious consequences for the pregnant woman or 
her unborn child, then legal advice should be obtained.  If a pregnant 
woman refuses a caesarean birth (or any other intervention) and it has 
been demonstrated (in line with the MCA) that she lacks the capacity to 
make such a decision, an application to the CoP will be required to 
decide whether or not such treatment can be carried out Please see 
Appendix C for details of how to obtain legal advice. In the case of Re 
S, the Court of Appeal laid down general principles that should be 
applied in future cases. If the mother lacks capacity, avoiding the 
foetus’ death may be seen by the Court as being in the best interests of 
the mother.

17.7 Where a pregnant woman lacks capacity due to unconsciousness and 
so is incapable of giving consent, the caesarean birth may be carried 
out if it is in her best interests, unless a valid and applicable advance 
decision to refuse treatment exists.  The most usual form of advance 
decision used by pregnant women is the birth plan.  However, if there 
is reason to doubt the reliability of the advance decision (e.g. it might 
sensibly be thought not to apply to the circumstances which have 
arisen – see chapter 8 of this policy) then legal advice should be 
sought. See Appendix C.

Sterilisation

17.8 Men and women requesting sterilisation should be given information 
about alternative long-term reversible methods of contraception.  This 
should include information on the risks, benefits and relative failure 
rates of each method.  Non-operative methods of long-term 
contraception should have been specifically rejected by the patient 
before a decision is taken to proceed with sterilisation.

17.9 Both vasectomy and tubal occlusion should be discussed with all men 
and women requesting sterilisation.  Women in particular should be 
informed that vasectomy carries a lower failure rate in terms of post-
procedure pregnancy and there is less risk related to the procedure 
when compared with female sterilisation.

17.10 Patients should be told that the procedure is intended to be permanent, 
but should also be given the success rates of reversal procedures.  
They should be informed that the reversal operations of in vitro 
fertilisation (IVF) and intracytoplasmic sperm injection (ICSI) are rarely 
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provided by the NHS.

17.11 People requesting sterilisation should be informed that tubal occlusion 
and vasectomy can be unsuccessful and that pregnancies can occur 
several years after the procedure.

17.12 Written consent must be obtained for vasectomy, and the man should 
be advised to take other contraceptive precautions until there have 
been two consecutive negative semen analyses. It is important that the 
possibility of late failure is explained to the patient and his partner 
before vasectomy, so they can make informed decision about 
additional contraceptive methods.

.

17.13 Non therapeutic sterilisation of someone who lacks the capacity to give 
their consent must be referred to the Court of Protection.  The 
individual’s capacity and best interests must be thoroughly assessed in 
line with the Mental Capacity Act and legal advice should be sought at 
all times. (See chapter 8 and Appendix C).

Fertility

17.14 It is a legal requirement under the HFEA 1990, as amended,  that 
consent to the storage and use of gametes must be given in writing 
after the patient has received such relevant information as is proper 
and had an opportunity to receive counselling. Where these 
requirements are not satisfied, it is unlawful to store or use the patient’s 
gametes. Healthcare professionals should ensure that written consent 
to storage exists before retrieving gametes.

17.15 Outside specialist infertility practice, these requirements may be 
relevant to healthcare professionals whose patients are about to 
undergo treatment which may render them sterile (such as 
chemotherapy or radiotherapy) where a patient may wish to have 
gametes, or ovarian or testicular tissue, stored prior to the procedure. 
Healthcare professionals may also receive requests to remove 
gametes from a patient unable to give consent. 

17.16 The HFEA 1990, as amended, makes provision to address cases 
where the taking of gametes is in the patient’s best interests but the 
patient is unable to give written consent or lacks capacity to consent to 
the storage of the gametes. 

17.17 Further guidance is available from the Human Fertilisation and 
Embryology Authority.
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Appendix A - Link to current consent forms in 
use in this organisation – Link update

Copies of the All-Wales consent forms can be found here – All Wales Consent 
Forms: Patient Consent to Examination or Treatment - NHS Wales Shared 
Services Partnership
The forms must be purchased through the ORACLE system.

The forms are – 

Form 1 for patients aged 16 years and over with mental capacity and 
also for Gillick competent children

Form 2 for parental consent for a child who is not competent

Form 4 for patients aged 16 years and over who lack capacity to 
consent to examination or treatment
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Appendix B - Useful contact / link details
Mental Capacity Team (for both consent and MCA queries), Tel. 029 2183 
2001

Head of Risk and Regulation, Tel. 029 2183 6012 (for accessing legal 
advice)

Executive Medical Director, Tel. 029 2183 6001 (Executive Lead)

Out of hours advice/guidance in emergencies, via the on-call Senior Manager 
rota, including obtaining legal advice
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Appendix C – How to obtain legal advice 
If you need advice about a consent/capacity issue and/or you think a court 
application may be required, you should in the first instance contact the 
Mental Capacity Team/Head of Risk and Regulation who will be able to 
advise whether you need to access a Solicitor. 

The UHB’s How to access Legal Advice Procedure can be found here:
..\..\LPS\LPS Training\Email docs for Training\UHB 469 Accessing Legal 
Advice Procedure Clean (1).docx

If you need urgent legal advice out of hours, access to a Legal and Risk 
Solicitor can be obtained via the on-call Senior Manager rota. 

You should ensure that you have all the relevant information about the case 
to hand so that you can brief the MCA Team/ on-call Senior Manager/ 
Solicitor appropriately.  

You should keep a clear record of the legal advice you have been given by 
the Solicitor and you should follow that advice.

There may be occasions when the situation may be so urgent, and the 
consequences so desperate, that it is impractical to attempt to comply with 
these guidelines.  Where delay may itself cause serious damage to the 
patient’s health, or put their life at risk, then rigid compliance with these 
guidelines would be inappropriate.

The Court of Protection deals with serious decisions affecting personal 
welfare matters, including health care.  Cases involving any of the following 
decisions should be regarded as serious medical treatment, and should be 
brought to the court:

a) cases involving organ or bone marrow donation by a patient who 
lacks capacity to consent

b) cases involving non-therapeutic sterilisation of a patient who lacks 
capacity to consent

c) where it is proposed to withdraw / withhold nutrition and hydration 
from a patient with a prolonged disorder of consciousness (PDOC) 
and for example, the case seems ‘finely balanced’, or where there 
are differences of opinion between treating clinicians, or between 
treating clinicians and patients’ families as to whether ongoing 
treatment is in the patient’s best interests, or where a dispute has 
arisen and cannot be resolved. The term PDOC encompasses both 
persistent vegetative state (PVS) and minimally conscious state 
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(MCS)
d) all other cases where there is dispute about whether a particular 

treatment will be in a patient’s best interests (including cases 
involving ethical dilemmas in untested areas).
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Appendix E - About the consent form: 
information for patients 
Before a doctor or other healthcare professional examines or treats you, 
they need your consent – in other words, your agreement. Sometimes you 
can simply tell them whether you agree with their suggestions. However, 
sometimes a written record of your decision is helpful – for example, if your 
treatment involves sedation or general anaesthesia. In this case, you will be 
asked to sign a consent form. If you later change your mind about having the 
treatment, you are entitled to withdraw consent – even after signing the form. 

What should I know before deciding? 

Healthcare professionals must ensure you know enough to enable you to 
decide about treatment. They will write information on the consent form and 
offer you a copy to keep (in either Welsh, English or both languages) as well 
as discussing the choices of treatment with you. Although they may well 
recommend a particular option, you do not have to accept that option. 
People’s attitudes vary to things like the amount of risk or pain they are 
prepared to accept. That goes for the amount of information, too. The person 
who is treating you will encourage you to listen to all of the information about 
your treatment but if you would rather not know about certain aspects, 
discuss your worries with them.

Should I ask questions? 

Healthcare professionals will encourage you to ask questions and you should 
always ask anything you want. As a reminder, you can write your questions 
down. The person you ask should do his or her best to answer, but if they 
don’t know they should find someone else who is able to discuss your 
concerns. To support you and prompt questions, you might like to bring a 
friend or relative. Ask if you would like someone independent to speak up for 
you. 

Is there anything I should tell people? 

If there is any procedure or treatment you don’t want, you should tell the 
people treating you. It is also important for them to know about anything that 
is particularly important to you and any illnesses or allergies which you may 
have or have suffered from in the past. 

Who is treating me? 

Amongst the healthcare professionals treating you may be a “doctor in 
training” – medically qualified, but now doing more specialist training. They 
range from recently qualified doctors to doctors almost ready to be 
consultants. They will only carry out procedures for which they have been 
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appropriately trained. Someone senior will supervise – either in person 
accompanying a less experienced doctor in training or available to advise 
someone more experienced. Other healthcare professionals such as nurses 
and therapists may also provide you with treatment.

What about anaesthesia? 

If your treatment involves general or regional anaesthesia (where more than 
a small part of your body is being anaesthetised), you will be given general 
information about it in advance. You will also have an opportunity to talk with 
the anaesthetist when he or she assesses your state of health shortly before 
treatment. For some procedures, you will be invited to a pre-assessment 
clinic which will provide you with the chance to discuss things a few weeks 
earlier. 

Will samples be taken? 

Some kinds of operation involve removing a part of the body (such as a gall 
bladder or a tooth). You would always be told about this in advance. Other 
operations may mean taking samples as part of your care. These samples 
may be of blood or small sections of tissue, for example of an unexplained 
lump. Such samples may be further checked by other healthcare 
professionals to ensure the best possible standards. Again, you should be 
told in advance if samples are likely to be taken. 

Sometimes samples taken during operations may also be used for teaching, 
research or public health monitoring in the future interests of all NHS 
patients. If a healthcare professional wishes to use your samples for 
research purposes they will ask for your written consent. 

Students

One of the ways that student doctors, nurses or other healthcare 
professionals learn is by watching care or treatment being given. If the 
healthcare professional treating you would like a student to watch your 
examination or treatment, then they have to ask your permission first. If you 
are having sedation or an anaesthetic during your treatment, then they need 
your written consent for a student to watch your procedure. This is why there 
is a section on the consent form for you to say whether or not you agree to 
students being present. If you are happy for the student to be present, they 
will be supervised by a qualified member of staff at all times. Your care will 
not be affected in any way if you decide that you prefer not to have students 
in the room during your procedure. 

Advance decision to refuse treatment (ADRT)

Some people chose to make an ADRT refusing certain care or treatment 
(sometimes referred to as “living wills” or “advance directives”). If you have 
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made, or wish to make an advance decision refusing a treatment or 
procedure which may become necessary during the course of your care or 
treatment, then you must tell the healthcare professional caring for you. This 
will make sure that your decisions are followed, for example, whilst you are 
under anaesthetic. This is why there is a section on the consent form for you 
to say whether or not you have made a relevant advance decision. 

Photographs, videos and audio recordings

As part of your treatment it is sometimes helpful for a photographic, video or 
audio recording to be made – for example, to record changes to a skin 
lesion. You will always be told if this is going to happen. The use of 
photographs and recordings is also extremely important for other NHS work, 
such as teaching or medical research. If the healthcare professional would 
like to take photographs, video or audio recordings, then you will be asked to 
sign a consent form giving your permission. The photograph / video / audio 
recording will be kept with your notes and will be held in confidence as part 
of your medical record. This means that it will normally be seen only by 
those involved in providing you with care or those who need to check the 
quality of care you have received, unless you have given permission for it to 
be used in other ways e.g. teaching, publication, research. We will not use 
the photograph / recording in a way that might allow you to be identified or 
recognised without your express permission. 

What if things don’t go as expected? 

Amongst the 25,000 operations taking place every day, sometimes things 
don’t go as they should. Although the doctor involved should inform you and 
your family, often the patient is the first to notice something amiss. If you are 
worried – for example, about the after-effects of an operation continuing 
much longer than you were told to expect – tell a healthcare professional 
right away. Speak to your GP, or contact your clinic - the phone number 
should be on your appointment card, letter or consent form copy. 

What do I need to know?

You should be made aware of all of the significant risks (including important 
(material) risks to you), benefits and alternative treatments (including no 
treatment) of what is being proposed by the healthcare professional, so that 
you can make an informed decision

What are the key things to remember? 

It’s your decision! It is up to you to choose whether or not to consent to what 
is being proposed. Ask as many questions as you like, and remember to tell 
the team about anything that concerns you or about any medication, 
allergies or past history which might affect your general health. 
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Unacceptable behaviour

Our staff deserve the right to do their jobs without being verbally or 
physically abused. Most of our patients and visitors respect this right. Thank 
you for being one of them. We will work with the police to prosecute those 
who abuse our staff.

Complaints and compliments

We would like to hear your views about your experience of our services. Our 
aim is to provide you with the highest standards of care at all times, but we 
recognise that things can sometimes go wrong.  If you have any concerns, 
speak to the senior staff member on duty or the appropriate ward, hospital or 
community manager, who will be able to assist and, hopefully, resolve 
matters to your satisfaction.  Where this is not successful, ask for our leaflet 
Putting Things Right – Raising a concern about the NHS in Wales. This 
advises you how to make a formal complaint and the various stages of the 
procedure.

In making a complaint, advice and assistance is available to you from your 
local Community Health Council, which represents the interests of patients 
and the public in the NHS. The Community Health Councils are skilled in 
handling complaints. Their Complaints Advocates can provide a range of 
support during the process of your complaint.

Llais

Pro-Copy Business Centre (Rear)
Parc Ty Glas
Llanishen
CARDIFF
CF14 5DU

Tel. 029 2075 0112

Email. SouthGlam.chiefofficer@waleschc.org.uk

Data Protection Act/General Data Protection Regulations (2016) or any 
subsequent legislation having the same effect

Under current Data Protection legislation, we are committed to protecting the 
privacy of patient information. If you require an explanation of why 
information is needed, or how you can access information or your health 
records, please contact 

Health Records Manager
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Legal Services Section
Medical Records Department
University Hospital of Wales
Heath Park
CARDIFF
CF14 4XW

Tel. 029 2074 6500

You are entitled to see your health records but if you wish to receive a copy 
note that a charge will usually be made. You should also be aware that in 
certain circumstances your right to see some details in your health records 
may be limited in your own interest or for other reasons.
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or negative impacts Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate. 
Make reference to where 
the mitigation is included 
in the document, as 
appropriate

For treatment and care to be provided lawfully, it is 
essential that patients are able to both receive 
information and communicate in the medium of their 
choice, as the Consent Policy makes clear. So, for 
example, it is essential that UHB staff access BSL 
interpreters, where appropriate. 
The Mental Capacity Act 2005 has as one of its 
principles the provision of support to help people 
make their own decisions. The Consent Policy 
includes the need to provide information to patients in 
different languages and media and to comply with the 
Mental Capacity Act 2005 where appropriate. The 
Mental Capacity Act 2005 Code of Practice gives 
examples of the kinds of support that could be 
provided. 
The Policy therefore has a positive impact, because it 
sets out the legal requirements to provide patients 
with information that they can understand and to 
support them to make their own decisions.

6.3 People of different 
genders: 
Consider men, women, people 
undergoing gender 
reassignment

No evidence. All UHB patients must be treated in 
compliance with the law, regardless of their gender.
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or negative impacts Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate. 
Make reference to where 
the mitigation is included 
in the document, as 
appropriate

NB Gender-reassignment is 
anyone who proposes to, starts, 
is going through or who has 
completed a process to change 
his or her gender with or without 
going through any medical 
procedures. Sometimes 
referred to as Trans or 
Transgender  

6.4 People who are married or 
who have a civil partner.

No evidence. All UHB patients must be treated in 
compliance with the law, regardless of their marriage 
or civil partnership status.

6.5 Women who are expecting 
a baby, who are on a break 
from work after having a 
baby, or who are 
breastfeeding.  They are 
protected for 26 weeks after 
having a baby whether or not 
they are on maternity leave.

No evidence. All UHB patients must be treated in 
compliance with the law, regardless of whether or not 
they are pregnant or have just had a baby, or are 
breast-feeding.
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or negative impacts Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate. 
Make reference to where 
the mitigation is included 
in the document, as 
appropriate

6.6 People of a different race, 
nationality, colour, culture or 
ethnic origin including non-
English speakers, 
gypsies/travellers, migrant 
workers

All UHB patients must be treated in compliance with 
the law, regardless of their race. 
For treatment and care to be provided lawfully, it is 
essential that patients are able to both receive 
information and communicate in the language of their 
choice. If patients cannot understand the information 
about the treatment they are being offered, then any 
“consent” will be invalid and the treatment will be 
unlawful. The Policy reflects that patients must be 
given information and communicate in the 
language/method of their choice. The Policy may 
therefore have a positive impact.

6.7 People with a religion or 
belief or with no religion or 
belief.   
The term ‘religion’ includes a 
religious or philosophical belief

Whether patients have a religious faith or not, they 
cannot be treated without their consent, or outwith the 
Mental Capacity Act 2005 or the Mental Health Act 
1983. The law is clear that people who have the 
mental capacity to do so, may refuse any treatment 
on any grounds, including religious beliefs, or for no 
clear reason. The Policy, in setting out the law, may 
have a positive impact.

6.8 People who are attracted 
to other people of:

No evidence. All UHB patients must be treated in 
compliance with the law, regardless of their sexual 
orientation.
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or negative impacts Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate. 
Make reference to where 
the mitigation is included 
in the document, as 
appropriate

6.11 People according to 
where they live: Consider 
people living in areas known to 
exhibit poor economic and/or 
health indicators, people unable 
to access services and facilities

No evidence. All UHB patients must be treated in 
compliance with the law, regardless of where they 
live.

6.12 Consider any other 
groups and risk factors 
relevant to this strategy, 
policy, plan, procedure and/or 
service

No evidence.
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7. HIA / How will the strategy, policy, plan, procedure and/or service impact on the health and well-being of our population 
and help address inequalities in health?

Questions in this section relate to the impact on the overall health of individual people and on the impact on our population. Specific 
alignment with the 7 goals of the Well-being of Future Generations (Wales) Act 2015 is included against the relevant sections.

How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or 
negative impacts and any 
particular groups affected

Recommendations for 
improvement/ mitigation

Action taken by Clinical Board / 
Corporate Directorate
Make reference to where the 
mitigation is included in the 
document, as appropriate

7.1 People being able to 
access the service offered: 
Consider access for those living 
in areas of deprivation and/or 
those experiencing health 
inequalities

Well-being Goal - A more equal 
Wales

No impact

7.2 People being able to 
improve /maintain healthy 
lifestyles: 
Consider the impact on healthy 
lifestyles, including healthy 
eating, being active, no smoking 
/smoking cessation, reducing 
the harm caused by alcohol and 
/or non-prescribed drugs plus 
access to services that support 
disease prevention (eg 
immunisation and vaccination, 
falls prevention). Also consider 

No impact
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or 
negative impacts and any 
particular groups affected

Recommendations for 
improvement/ mitigation

Action taken by Clinical Board / 
Corporate Directorate
Make reference to where the 
mitigation is included in the 
document, as appropriate

impact on access to supportive 
services including smoking 
cessation services, weight 
management services etc

Well-being Goal – A healthier 
Wales

7.3 People in terms of their 
income and employment 
status: 
Consider the impact on the 
availability and accessibility of 
work, paid/ unpaid employment, 
wage levels, job security, 
working conditions

Well-being Goal – A prosperous 
Wales

No impact

7.4 People in terms of their 
use of the physical 
environment: 
Consider the impact on the 
availability and accessibility of 
transport, healthy food, leisure 
activities, green spaces; of the 
design of the built environment 
on the physical and mental 

No impact

���������� ��������������



11

How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or 
negative impacts and any 
particular groups affected

Recommendations for 
improvement/ mitigation

Action taken by Clinical Board / 
Corporate Directorate
Make reference to where the 
mitigation is included in the 
document, as appropriate

health of patients, staff and 
visitors; on air quality, exposure 
to pollutants; safety of 
neighbourhoods, exposure to 
crime; road safety and 
preventing injuries/accidents; 
quality and safety of play areas 
and open spaces

Well-being Goal – A resilient 
Wales

7.5 People in terms of social 
and community influences on 
their health: 
Consider the impact on family 
organisation and roles; social 
support and social networks; 
neighbourliness and sense of 
belonging; social isolation; peer 
pressure; community identity; 
cultural and spiritual ethos

Well-being Goal – A Wales of 
cohesive communities

No impact
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How will the strategy, policy, 
plan, procedure and/or 
service impact on:-

Potential positive and/or 
negative impacts and any 
particular groups affected

Recommendations for 
improvement/ mitigation

Action taken by Clinical Board / 
Corporate Directorate
Make reference to where the 
mitigation is included in the 
document, as appropriate

7.6 People in terms of macro-
economic, environmental and 
sustainability factors: 
Consider the impact of 
government policies; gross 
domestic product; economic 
development; biological 
diversity; climate

Well-being Goal – A globally 
responsible Wales

No impact
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Please answer question 8.1 following the completion of the EHIA and complete the action plan

8.1Please summarise the potential positive 
and/or negative impacts of the strategy, 
policy, plan or service

The Policy applies to all of the UHB’s patients. It sets out the law regarding 
consent to treatment and mental capacity. If the Policy is not followed then the 
patient is at risk of unlawful treatment/care, regardless of whether or not they are 
protected by equalities legislation.

The policy may have a positive impact on the following equalities groups – age; 
disability; race; religion and Welsh language.
 
There is no evidence that the Consent Policy adversely affects any of the 
equalities groups and it is neither directly nor indirectly discriminatory under the 
equalities legislation. 

Action Plan for Mitigation / Improvement and Implementation 

Action Lead Timescale Action taken by Clinical Board 
/ Corporate Directorate

8.2  What are the key actions 
identified as a result of 
completing the EHIA? 

Remind Clinical Boards to report any 
Consent Policy Equality issues to Mental 
Capacity Team

LPS 
Project 
Lead

After 
adoption 
of updated 
Consent 
Policy
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Action Lead Timescale Action taken by Clinical Board 
/ Corporate Directorate

8.3Is a more comprehensive 
Equalities Impact 
Assessment or Health 
Impact Assessment 
required? 

This means thinking about 
relevance and proportionality to 
the Equality Act and asking: is the 
impact significant enough that a 
more formal and full consultation 
is required? 

No.
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5. Specific actions for ethnic minority communities should be locally designed according to need 
and insights, and multi-factorial, addressing accessibility, communication and education.

Current situation

Currently, the uptake of routine childhood vaccinations (4 in 1, Hib/MenC and MMR 2nd dose) by age 
4 in Cardiff and Vale is below the Welsh Government target of 95%, at 80.5% (for year 2022/23), 
and the lowest Health Board in Wales (Wales uptake rate was 84.5%). This is also a reduction from 
84.2% in the previous year (2021/22), according to COVER data. Over the same time period, Powys 
Health Board achieved 90.3% uptake, the highest uptake Health Board in Wales during 2022/23. 
The uptake of flu vaccine for 2 and 3 year old’s in 2022/23 ranged from 62.0% in Cardiff West cluster 
to 30.1% in Cardiff East.

Analysis by disadvantage shows that based on 2021/22 figures for Cardiff and Vale, being up-to-
date with vaccinations at age 4 has a lower uptake in the most deprived quintile at 77.0%; whereas 
the least deprived quintile achieved 89.8%; a difference of 12.8%. During 2022/23, uptake in City 
and South cluster was 63.3% for being up-to-date with age 4 vaccinations. This compares to 90.3% 
uptake in Eastern Vale (the highest uptake cluster), a difference of 27.0%. City and South cluster 
have a very ethnically diverse population, and is also an area with some of the highest levels 
disadvantage in Cardiff and Vale of Glamorgan.

A range of interventions and actions to reduce the inequities in vaccine uptake have been 
implemented by the UHB and partners including GP practices in the last year, utilising the 
recommendations from local and national research and evidence. This includes:

1. Work with primary care clusters in areas of lowest uptake, including development of quality 
improvement projects to assess effectiveness of invitation mechanisms for children missing 
vaccines; utilising call handlers to contact families of children missing vaccines to encourage 
them to attend appointments; offering support to practices in areas with high ethnic minority 
populations from the multi-cultural link workers and provision of templates and a range of 
communication materials to practices in key languages

2. Targeted communications campaigns in areas of low uptake, using social media channels, 
physical materials on buses and phone booths, and the creation of animations providing 
information about 3 vaccines, again in a range of languages.

3. Focused work to enable children missing school-based vaccines to catch up, through 
appointment-based clinics and walk-in sessions.

4. Immunisation Coordinators supporting individual GP practices to data cleanse records, and 
support practices with resources to help them encourage families to attend their 
appointments.

5. Work to enable refugees and asylum seekers to ensure children are up to date with 
vaccinations, through CAVHIS.

6. Initiating work with schools in areas of low uptake to pilot projects with parents around 
education, and develop teaching materials for teachers around vaccination in the new 
curriculum.

The Cardiff and Vale of Glamorgan Immunisation Action Plan aims to continue to work to improve 
uptake and reduce health inequities for vaccination in childhood, building upon previous 
improvement actions and insights work. It has 5 key themes:

1. A data-informed approach
2. A behavioural sciences approach
3. Stakeholder engagement
4. Communication
5. Evaluation and continuous improvement

The work will be overseen by the Childhood Immunisation Steering Group to drive forward the 
actions and implementation of innovative programmes.
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Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

1. The uptake for childhood vaccinations at age 4 (being up-to-date) is the lowest in Wales and 
is decreasing.

2. Health inequities exist in terms of uptake for childhood immunisations.

3. The Cardiff and Vale of Glamorgan Immunisation Action Plan aims to increase uptake and 
reduce health inequities.

Recommendation:

The Quality, Safety and Experience Committee are requested to:

1. NOTE the progress to date
2. ENDORSE AND SUPPORT the Childhood Immunisation Plan

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please tick as relevant
1. Reduce health inequalities X 6. Have a planned care system where 

demand and capacity are in balance X

2. Deliver outcomes that matter to 
people

X 7. Be a great place to work and learn X

3. All take responsibility for improving 
our health and wellbeing

X 8. Work better together with partners to 
deliver care and support across care 
sectors, making best use of our people 
and technology

X

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

X 9.    Reduce harm, waste and variation 
sustainably making best use of the 
resources available to us

X

5. Have an unplanned (emergency) 
care system that provides the right 
care, in the right place, first time

10.  Excel at teaching, research, innovation 
and improvement and provide an 
environment where innovation thrives

X

Five Ways of Working (Sustainable Development Principles) considered  
Please tick as relevant

Prevention X Long term X Integration X Collaboration X Involvement X

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: No 

Safety: No

Financial: No

Workforce: No

Legal: No

Reputational: No

Socio Economic: No

Equality and Health: No
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Decarbonisation: No

Approval/Scrutiny Route:
Committee/Group/Exec Date:
Strategic Leadership 
Board 26 July 2023

Quality, Safety and 
Experience 30 August 2023
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Report Title:
Cardiff and Vale of Glamorgan Vaccine 
Equity Strategic Plan

Agenda Item 
no.

3.3

Public X
Meeting:

Quality, Safety and 
Experience 
Committee Private

Meeting 
Date: 30 August 2023

Status 
(please tick one only): Assurance Approval X Information

Lead Executive: Executive Director of Public Health

Report Author 
(Title):

Consultant in Public Health Medicine/Principal Public Health Practitioner

Main Report
Background and current situation:

Background

Vaccination is a life-saving intervention, which prevents disease and outbreaks in our communities. 
Despite being an effective intervention, uptake of vaccinations is not equitable locally, nationally or 
globally. The reasons for this are multi-factorial and complex. Our Cardiff and Vale of Glamorgan 
Vaccine Equity Strategic Plan aims to redress this inequity locally.

Current situation

The National Immunisation Framework (NIF) for Wales (https://www.gov.wales/national-
immunisation-framework-wales) has six areas of focus for design arrangements, of which 
vaccination equity is one area. Our local Vaccine Equity Strategic Plan considers the findings from 
the NIF. Building equity into our vaccination programmes will ensure that unfair differences in 
vaccination uptake will decrease. For example, during 2022/23 uptake in City and South cluster was 
63.3% for being up-to-date with age 4 childhood vaccinations. This compares to 90.3% uptake in 
Eastern Vale (the highest uptake cluster), a difference of 27.0%. City and South cluster has a very 
ethnically diverse population, and is also an area of disadvantage. Based on 2021/22 figures for 
Cardiff and Vale, being up-to-date with vaccinations at age 4 has a lower uptake in the most 
deprived quintile at 77.0%; whereas the least deprived quintile achieved 89.8%; a difference of 
12.8%. Welsh data on COVID-19 Spring 2023 booster shows that as at 5 June 2023, the uptake in 
the eligible Black population was 21.8%; whereas it was 59.3% in the White population; a difference 
of 37.5%. 

The reasons for these differences include structural issues such as access and convenience of 
vaccination services, as well as vaccine hesitancy (the delay in acceptance or refusal to receive a 
vaccine). Vaccine hesitancy is bound in social and cultural norms as well as personal belief systems.

In order to redress these differences, the Cardiff and Vale of Glamorgan Vaccine Equity Strategic 
Plan sets out five strategic themes:

1. A data informed approach
2. A behavioural insights approach
3. Stakeholder engagement
4. Communication
5. Evaluation and continuous improvement

This then frames a ten-point action plan for 2023/24 to deliver equity in our communities (see 
Appendix). The approach requires a multi-agency response, and builds on the successful 
programme delivered during the COVID-19 pandemic.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:
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1. Unfair differences in vaccination uptake exist in our communities, particularly in our more 
disadvantaged and ethnically diverse communities.

2. We need to adopt a flexible, innovative and evidence-based approach to redress this need, 
working differently with some of our local communities to better meet their needs.

3. Our response needs to be multi-agency in nature, be data-driven, utilise a behavioural 
insights approach, engage stakeholders, create appropriate communications and 
continuously evaluate what is working.

Recommendation:

The Quality, Safety and Experience Committee are requested to:

1. NOTE the content of the Vaccine Equity Strategic Plan
2. APPROVE AND SUPPORT the Vaccine Equity Strategic Plan

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please tick as relevant
1. Reduce health inequalities X 6. Have a planned care system where 

demand and capacity are in balance X

2. Deliver outcomes that matter to 
people

X 7. Be a great place to work and learn X

3. All take responsibility for improving 
our health and wellbeing

X 8. Work better together with partners to 
deliver care and support across care 
sectors, making best use of our people 
and technology

X

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

X 9.    Reduce harm, waste and variation 
sustainably making best use of the 
resources available to us

X

5. Have an unplanned (emergency) 
care system that provides the right 
care, in the right place, first time

10.  Excel at teaching, research, innovation 
and improvement and provide an 
environment where innovation thrives

X

Five Ways of Working (Sustainable Development Principles) considered  
Please tick as relevant

Prevention X Long term X Integration X Collaboration X Involvement X

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: No 

Safety: No

Financial: No

Workforce: No

Legal: No

Reputational: No

Socio Economic: No

Equality and Health: No

Decarbonisation: No
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Approval/Scrutiny Route:
Committee/Group/Exec Date:
Strategic Leadership 
Board 26 July 2023

Quality, Safety and 
Experience 30 August 2023
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Minutes of the Clinical Diagnostics and Therapeutics Clinical Board
Quality, Safety and Patient Experience Sub-Committee

Held on 20th June 2023 Via MS Teams

Item No Agenda Item Action
PRELIMINARIES
CDTQSE 
23/151

Welcome & Introductions

HL welcomed everyone to the meeting.   

Present:
Helen Luton (Chair) Chair  Director of Nursing/Multi Professional Teams
Adam Christian AdC Interim Clinical Board Director
Sarah Lloyd SL Interim Director of Operations
Seetal Sall SS Point of Care Testing Manager
Sian Jones SJ Directorate Manager, Laboratory Services
Jonathan Davies JD Health and Safety Adviser
Robert Bracchi RB Medical Advisor to AWTTC
Jo Fleming JF Quality Lead, Radiology
Rhys Morris RM CD&T R&D Lead
Scott Gable SG Laboratory Service Manager, Cellular Pathology
Alun Roderick AR Laboratory Service Manager, Haematology
Tracy Wooster TW Sister, Outpatients
Meurig Francis MF Graduate Trainee
Becca Jos BJ Deputy Director of Operations
Kim Atkinson KA Clinical Director of Allied Health Professions
Paul Williams PW Clinical Scientist, Medical Physics
Nigel Roberts NR Laboratory Service Manager, Biochemistry
Elaine Lewis EL General Manager, Pharmacy
In Attendance:
Angela Hughes/ 
Rose Lewis

AH Patient Experience Team

Huw Davies HD AHP, Community Lead Rehab, Physiotherapy
Carol Evans CE Laboratory Director, Biochemistry
Secretariat:
Helen Jenkins HJ Business Support Manager
Apologies:
Sion O’Keefe SO Head of Business Development/ Directorate 

Manager of Outpatients/Patient Administration
Suzanne Rees SR Lead Nurse
Jenna Walker JW Quality Lead, Pharmacy
Alicia Christopher AC General Manager, Radiology & Medical Physics/ 

Clinical Engineering
Edward Chapman EC Head of Clinical Engineering/ Medical Devices 

Officer
Timothy Banner TB Clinical Director, Pharmacy
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Item 4

1

PCIC CLINICAL BOARD
MINUTES OF THE QUALITY, SAFETY & EXPERIENCE GROUP

HELD AT 11 AM ON 25TH JULY, 2023, 11 AM
Venue: MS TEAMS

Attendees

Anna Mogie (AM) Deputy Director of Nursing (Chair)

Helen Kemp (HK) Deputy Clinical Board Director (Chair)

Clare Evans (CE) Assistant Director Primary Care

Sarah Griffiths (SG) Head of Primary Care

Gneeta Joshi (GJ) Community Director of Clinical Governance

Rachel Armitage (RA) Quality and Safety Manager

Lisa Waters (LW) Senior Nurse for Quality and Education

Clare Clement (CC) Head of Medicines Management

Helen Donovan (HD) Locality Lead Nurse, North & West Locality

Neil Morgan (NM) Vale Locality Manager

Kate Roberts (KR) Vale Interim Lead Nurse

Carol Preece (CP) Lead Nurse, South & East Locality

Helen Earland (HE) Clinical Operational Lead, GP Out of Hours

Andrea Rich (AR) Lead Nurse, Palliative Care

Ruth Cann (RC)  Consultant Nurse Older Vulnerable Adults

Sian Griffiths (SGri) Consultant in Public Health Medicine

Victoria Whitchurch (VW) Head of Operations, Mass Imms

Lorna McCourt (LMc) Staff Side Trade Union Representative

Ellen Davies (ED) Clinical Nurse Specialist in Infection Prevention & Control

Nicola Robinson (NR) Head of People and Culture

Robert Parr (RP) PCIC Organisational Development Manager
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