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Information, volition and capacity 
 

This online course is about learning exactly what ‘consent’ really is and 
understanding that even if a person says ‘yes’, it doesn’t necessarily mean they 
understand what they are consenting to, or if they are saying ‘yes’ under their own 
will, or indeed saying ‘no’ under pressure. 
 
Throughout the course I have tried to introduce the various version in law, England, 
Scotland, Wales and Ireland. Most laws are very similar, but Acts, titles and names 
often vary. 
 

Anybody with even the slightest connection to the medical profession knows that 
consent is required for every procedure undertaken, even an examination or a minor 
procedure.  

This consent may be oral or implied. However, it is the responsibility of every first 
responder, first aider or clinician to obtain informed consent – giving the patient all 
the available information, including risks and benefits of treatment along with any 
alternatives.  

Informed consent requires: 

• All relevant information to be given to the patient 

• The patient must be capable of making the decision 

• The decision must be voluntary. 

Capacity to consent is the duty of the first responder, first aider or clinician and 
he/she must ensure that the patient has the relevant capability. It is a part of the first 
responder’s, first aider’s or clinicians’ duty of care to the patient and a failure to do so 
could equate to being negligent. 

There are robust legal rules concerning the capacity to consent and they protect 
those persons who, for whatever reason, are unable to give informed, legal consent.  

Capacity refers to the ability of a person to perform a given task.  

In the main, parents have joint legal guardianship of a child while they are under the 
age of 18 and have the legal entitlement to make decisions concerning the minor’s 
welfare.  



When a person has reached the age of 18 years, parents or guardians cease to 
have a legal right to make decisions on their behalf unless legal powers are 
arranged.  

This is where we need to be very clear that the law operates with a presumption of 
capacity unless this is refuted.  
 
So, if an 18-year-old patient presents themselves for treatment, it is fair to assume 
that they have the capacity to give consent unless proven otherwise.  

Mental illness isn’t always obvious; indeed, some adults can suffer from a temporary 
or permanent impairment of their decision-making capacity – those with an 
intellectual disability, even a UTI (Urinary Tract Infection), dementia, psychiatric 
illness, acquired brain injury or inability to communicate their decision, PTSD and 
many other causes that affect an individual’s decision-making capacity.  

These adults will be referred to as vulnerable, for the purpose of this course. 

A vulnerable adult may be able to consent to a minor act such as taking a pulse but 
not to an examination procedure with more wide-ranging connotations on or close to 
intimate areas.  

Assessment of capacity 

The merit of a patient’s agreement to treatment is that it recognises his or her 
entitlement to make his or her own decision. For a person’s consent to be valid, he 
or she must be:  

• Capable of taking that particular decision (competent) 

• Taking the decision in a voluntary capacity 

• Provided with the necessary information to enable them to make the decision 
(informed consent. 



In the case of first aid, it can be argued that consent is implied in many cases by the 
fact that the patient has come to first aider for treatment. It could also be argued that 
if a person calls for an ambulance, consent is implied, however, until they are 
provided with the necessary information in relation to examination or treatment, they 
cannot understand what they are consenting to. 

Patient consent is required on every occasion the first responder or first aider wishes 

to initiate an assessment or treatment or any other intervention, except in 

emergencies or where the law prescribes otherwise (such as where compulsory 

treatment is authorised by mental health legislation). Consent may be explicit or 

implied.  

Consent is a process, not a one-off event, and it is important that there is 

continuing discussion to reflect the evolving nature of assessment or 

treatment. 

Patients can change their minds about a decision at any time, if they have the 

capacity to do so. 

Can a 15-year-old give you consent? 

Where the patient is under 18 years old in England, Wales and Northern Ireland and 

under 16 in Scotland and is unable to consent, either because of lack of capacity or 

because of illness, anyone with parental responsibility can provide consent.  

If, however, treatment is required urgently and nobody with parental responsibility is 

available, first aiders can proceed with treatment that is in the young person’s best 

interest. 

Are children and young people presumed to be competent to give 

consent?  

No. There is no presumption of competence for people under 16 and those under 
this age must demonstrate their competence by meeting certain standards set by the 
Courts.  

In England, Wales and Northern Ireland, the central test is whether the young person 
has sufficient understanding and intelligence to understand fully what is proposed. 

In Scotland, a young person is considered competent to make treatment decisions if 
he or she can understand the nature and possible consequences of the procedure or 
treatment.  

 

 

 



 

What factors should be considered when assessing competence to 

consent to treatment?  

The assessment of a patient’s capacity to decide about medical treatment is a matter 
for clinical judgement guided by professional practice and subject to legal 
requirements. To demonstrate capacity individuals should be able to: 

• understand (with the use of communication aids, if appropriate) in simple 
language what the medical treatment is, its purpose and nature and why it is 
being proposed 

• understand its principal benefits, risks and alternatives 
• understand in broad terms what will be the consequences of not receiving the 

proposed treatment  
• retain the information for long enough to use it and weigh it in the balance to 

arrive at a decision  
• communicate the decision (by any means). 

For the consent to be valid the patient must be able to make a free choice (i.e. free 
from pressure). 

Look at the bullet points above and consider the scenario’ risks, benefits and 
alternatives. 

Who can consent to treatment where the patient is under 18? 

A young person of any age can give valid consent to treatment or examination 
provided he or she is competent to make the decision. 

At the age of 16 there is a presumption that the patient is competent to give valid 
consent. Up to the age of 18 in England, Wales and Northern Ireland and up to the 
age of 16 in Scotland, where the person lacks capacity, a person or local authority 
with parental responsibility can give consent on behalf of the patient. In some 
circumstances, the courts will give consent to treatment and/ or examination.  

When is a minor competent to give valid consent? 

There is no presumption of competence for those under the age of 16 and those 
under this age must demonstrate their competence.  

A young person under 16 can consent to treatment provided he or she is competent 
to understand the nature, purpose and possible consequences of the treatment 
proposed 

Parental involvement should be encouraged, particularly for important or life-changing 
decisions, but a competent young person’s request for confidentiality should be 
respected. 
  



 
 

Can a competent minor refuse treatment? 
 
In England, Wales and Northern Ireland, refusal of treatment by competent young 
people under the age of 18 is not necessarily binding upon doctors since the courts 
have ruled that consent from people with parental responsibility, or a court, still allows 
doctors to provide treatment.  Be aware that this rule relates to medical professionals 
and not necessarily first aiders.  It is important to call in the clinical lead and/or control 
for instructions – do not attempt to treat the patient under these circumstances. 
 
Where a competent young person refuses treatment, the harm caused by violating a 
young person’s choice must be balanced against the harm caused by failing to treat.  
 
In these cases, the courts have said that children and young people have a right to 
consent to what is being proposed, but not to refuse it if this would put their health in 
serious jeopardy.  
 
In Scotland, it is likely that neither parents nor the courts are entitled to override a 
competent young patient’s decision, although this matter cannot be considered settled.  
  

Where a minor lacks capacity is it necessary to obtain the consent 
of both parents? 
 
Anyone with parental responsibility can consent to treatment on behalf of a minor who 
lacks capacity.  
 
The BMA have provided a tool kit that prompts you when you need to seek consent 
by giving answers to commonly asked questions. It has 13 cards that cover specific 
areas of consent such as providing treatment to children, adults with special needs 
etc – click the link below. 
 
https://www.bma.org.uk/advice/employment/ethics/consent/consent-tool-kit 

 

The British Medical Association has published this Consent Tool Kit to help with 
these decisions. To show capacity, the patient should be able to: 

• Understand in simple language what the medical assessment or treatment is, its 
purpose and nature, and why it is being proposed 

• Understand its principal benefits, risks and alternatives 

• Understand in broad terms what will be the consequences of not receiving the 
proposed treatment 

• Retain the information for long enough to use it and weigh it in the balance in order 
to arrive at a decision. 

https://www.bma.org.uk/advice/employment/ethics/consent/consent-tool-kit


Scotland’s Adults with Incapacity Act 2000 resulted in the setting up of a code of 
practice on medical treatment that assists medical practitioners to assess an adult’s 
capacity to make a healthcare decision. A wide range of factors are considered, 
including whether the person:  

• Is capable of making and communicating their choice 

• Understands the nature of what is being asked and why 

• Has memory abilities that allow the retention of information 

• Is aware of the alternatives 

• Has knowledge of the risks and benefits involved 

• Is aware that such information is of personal relevance to them 

• Is aware of the right to, and how to, refuse, as well as the consequences of refusal 

• Has ever expressed their wishes relevant to the issue where greater capacity 
existed 

• Is expressing views consistent with their previously preferred moral, cultural, family 
and experiential background.  

“The endeavour to find a functioning standard of competency has been portrayed as 

‘a search for the holy grail’ (Roth et al, 1977). Wong and Clare investigated three 

approaches to determining capacity: status, outcome and functional (Wong et al, 

1999).” An Exploration of the Law Relating to Treatment Refusal. Mary Donnelly BCL, 

MA, M.Litt, Solicitor 

 

There are a number of approaches to assess capacity: 

• The Status Approach 

• The Outcome Approach 

• The Functional Approach 

• The Integration Approach 

 

The status approach 

The status approach is a generalised approach to capacity that assesses the patient 
by his/her disability rather than taking into the account the seriousness of the 
decision to be made. This approach defines capacity using the membership of a 
specific group or population, or through the possession of certain distinct 
characteristics. Thus, all adults are presumed to have capacity while children do not. 

../Event%20Medic/U584889(1).pdf


Historically, the medical profession, along with society in general, has regarded 
those with a mental illness as deficient in the necessary decision-making power to 
give informed consent and this view is still widely held. This puts the responsibility on 
the patient with a mental illness to establish his/her capacity rather than enjoying the 
presumption of capability. It has the capability of operating in a prejudicial manner in 
respect of those with a varying capacity, such as those with long periods of capacity 
interspersed with periods where rational thought is impaired by mental illness. 
However, critics of this approach are reminded that there are cases where capacity 
is seen to be permanently absent such as in the case of PVS (persistent vegetative 
state) or advanced dementia, and it would be unnecessary to reassess the capacity 
of these patients every time consent is necessary (Law Reform Commission 
Consultation Paper, 2005). 

The principal problem with the status approach is that it assumes uniformity within a 
particular group and this approach has been rejected in case law (Scottish 
Executive, 2000). www.dentistry.co.uk 

The outcome approach 

Outcome as a measure of capacity makes an assessment based on the 
repercussions of the patient’s decision. The result of this decision is taken as an 
indicator of the patient’s capacity. This approach holds the patient’s choice up to 
conventional wisdom and the greater the deviation, the higher the probability of a 
finding of incapacity. This restricts individuality and there is a greater danger of a 
finding of incapacity if a patient rejects a doctor’s advice.  

Lack of capacity is just one explanation of a patient’s dismissal of advice: they might 
not want the treatment, be poorly informed or be unable to make a decision because 
of anxiety (Bellhouse J et al, 2001). The courts have found that a patient’s decision 
may well reflect the presence or absence of understanding but is not an automatic 
indication of capacity (Law Reform Commission Consultation Paper, 2005). 
www.dentistry.co.uk 

 

The functional approach 

This is the most widely respected model of capacity and is based on demonstrating 
the extent to which the patient’s competence meets the requirements involved in 
making the decision.  

This involves an assessment of their level of comprehension and communication 
ability, and relating these to the particular task, thus making the notion of capacity 
both time and situation specific (Scottish Executive, 2000).  

Capacity is seen to be specific to each decision and although some people will lack 
the capacity for all decisions, for example those in a coma, others suffer from a more 
limited impairment and will be capable of making certain decisions. Therefore, it is 
not appropriate to undertake a standardised assessment but rather to narrow an 
individual judgement to the decision to be made.  

http://www.dentistry.co.uk/
http://www.dentistry.co.uk/


When an individual is found to lack competence, this approach allows an attempt to 
improve capacity through education, changing the format of the information 
presented – i.e. in pictures rather than words – or treating the underlying condition. 
The irony of this can sometimes be found in that treating the condition may well be 
the issue requiring consent. The functional model of capacity is in direct contrast to 
the all-or-nothing approach employed under the status approach. www.dentistry.co.uk 

 

Integration of approaches 

The functional and outcome approaches may be combined to form a sliding scale, 
the limit depending on the significance of the decision. Another arrangement 
combines status and function so that capacity is questioned only in certain groups – 
although this can be seen as discriminatory against these groups. It is, however, the 
approach suggested by The Law Commission in England and Wales and in Scotland 
(Scottish Executive, 2000) www.dentistry.co.uk 

 

 

 

As of 2017, the main legal framework governing mental capacity in adults is set out 
in the Mental Capacity Act 2005. The key principles are:- 

1. A person must be assumed to have capacity unless it is established that he/she 
lacks capacity. 

2. A person is not to be treated as unable to make a decision unless all practicable 
steps to help him/her to do so have been taken without success. 

3. A person is not to be treated as unable to make a decision merely because he/she 
makes an unwise decision. 

4. An act done, or decision made, under this Act for or on behalf of a person who 
lacks capacity must be done, or made, in his/ her best interests. 

5. Before the act is done, or the decision is made, regard must be had to whether the 
purpose for which it is needed can be as effectively achieved in a way that is less 
restrictive of the person’s rights and freedom of action.  

 

 

 

 

http://www.dentistry.co.uk/
http://www.dentistry.co.uk/


Mechanisms to address loss of capacity 

The existing legal regimes to deal with an adult who lacks capacity are wardship and 
enduring powers of attorney.  

The ward of court regime is a substitute decision-making system for adults under 
Irish law, with a paternalistic approach to consent. The President of the High Court 
has responsibility for the system and can delegate to the registrar and staff of the 
Office of Wards of Court. The procedure for bringing a patient into wardship is 
accessible in the Lunacy Regulation Act 1871.  

Wardship proceedings are usually carried out in respect of people who have a 
significant loss of capacity and who have an estate that requires protection and use 
in the best interests of that patient. The patient must be declared to be of ‘unsound 
mind and incapable of managing his person or property’. This must be supported by 
two medical doctors and the term ‘unsound mind’ is necessary for the matter to 
proceed. Capacity is assessed on an all-or-nothing basis. An inquiry order is made, 
and a consultant psychiatrist will examine the person. Notice is served on the 
patient, who has the right to submit any objections in writing to the Registrar.  

Declaring a person, a ward of court results in a substantial loss of decision-making 
capacity, and it is significant that a ward of court is not entitled to consent to medical 
treatment.  

 

The Law Reform Commission has identified a number of problems with the wardship 
regime: ‘The wards of court system are cumbersome and outdated; the language is 
inappropriate, and the procedures involved are lengthy. Legislation does not deal 
with how decisions about the person of the ward are to be made.’  

An adult who is a ward of court can apply to the President of the High Court to be 
discharged from wardship. If medical proof of a restoration in the patient’s legal 
capacity is adequate, control of their person and property will be returned to the 
patient.  

An Enduring Power of Attorney (EPA) allows an adult with sufficient capacity to plan 
for a future loss of capability under the Powers of Attorney Act 1996. This will allow 
another adult or a solicitor to make decisions on behalf of the patient if they 
experience a substantial loss of the requisite capacity, thus avoiding the necessity 
for them to be made a ward of court at a later date and retaining as much autonomy 
as possible for the patient. However, an EPA can only be executed by an adult with 
the appropriate mental capacity and may be unsuitable for adults with an intellectual 
disability.  

 

 



The EPA can vary, with the patient in a position to give the appointed person power 
over property, financial and personal care decisions, or a combination of the above. 
Personal care decisions do not include decisions on medical and surgical treatment. 
The Law Reform Commission has recommended that persons appointed under an 
EPA have the same power as those proposed for personal guardians i.e. minor or 
emergency healthcare decisions, unless specifically withheld by the patient (Law 
Reform Commission Report, 2006). 

If the EPA does not give sufficient powers, wardship proceedings may still be 
necessary, and the courts have the power to invalidate any EPA in that case.  

Recommendations have been made by the Law Reform Commission regarding the 
current wards of court system and its replacement by the guardianship system 
involving two proposed orders: intervention and guardianship orders.  

An intervention order would become relevant where a person has some capacity but 
requires intervention in a minimal way. A guardianship order would be relevant 
where a person lacks capacity and requires the help of another person to make 
decisions. A guardianship board rather than a court should make decisions regarding 
an individual’s capacity, with appeals directed to the High Court. This board should 
be multi-disciplinary including doctors, psychiatrists, psychologists, social workers, 
lawyers and lay persons.  

The establishment of a new, independent Office of Public Guardian is 
recommended, which would organise substitute and assisted decision-making on 
behalf of vulnerable adults. This office would take over most but not all of the 
functions currently carried out by the Registrar of Wards of Court. The Office should 
be separate to the courts and headed by the Public Guardian, who would be an 
independent office holder.  

A guardianship order would involve the appointment of a Personal Guardian to make 
decisions on behalf of an adult who lacks capacity. It is recommended by the Law 
Reform Commission that this should be a spouse or family member who should 
consider first and foremost the best interests of the vulnerable adult.  

The Personal Guardian should have the power to give consent to any necessary 
routine medical treatment. Certain major healthcare decisions such as non-
therapeutic sterilisation would not fall within the remit of the Guardianship Board and 
would be reserved for the High Court (Law Reform Commission Report, 2006). 

Previously, legal precedent regarding emergency treatments has been laid down 
according to the common law doctrine of consent. It does not replace informed 
consent but rather provides a defence for the clinician.  

 

 

 



The Council of Europe lays down four principles: 

1. Intervention on a person who is unable to consent should only be carried out for 
his/her direct benefit 

2. Intervention must be authorised by their ‘representative’ or a body provided for by 
law 

3. The previously expressed wishes of the person must be taken into account 

4. When, because of an emergency situation, the appropriate consent cannot be 
obtained, any medically necessary intervention may be carried out immediately for 
the benefit of the individual involved (Council of Europe, 1997). 

Under the law of torts, treatment without consent may lead to a claim for trespass to 
the person, while under the Non-Fatal Offences Against the Person Act 1997 it may 
constitute an assault.  

Role of the family 

It is a widespread practice among medical professionals that an adult who lacks the 
capacity to consent will have a consent form signed by a next of kin as a risk 
management strategy. It is legally binding that a person under the age of 16 must 
have a parent or legal guardian consent on his/her behalf. However, when an adult 
lacks the capacity to make healthcare decisions, no other adult is legally entitled to 
consent on their behalf. It is considered good practice to involve next of kin in any 
healthcare decisions and to have an assent form signed, but this is more a public 
relations exercise than any legal safeguard.  

Problems will arise when there is a disagreement between relatives as to whether or 
not to consent, or if relatives disagree with the clinician regarding the best interests 
of the patient. It has been shown that relatives consistently choose a lower level of 
intervention than the patients would themselves (O’Neill D, 1997). 

The Irish Medical Council states that: ‘A wide ranging consultation involving 
parents/guardians and appropriate carers should occur. Where necessary, a second 
opinion should be considered before decisions on complex issues are made.’ 

As most vulnerable adults in Ireland are not wards of court, they are treated by most 
doctors and dentists on the basis of consulting widely. However, this practice is 
divergent with the law.  

 

 

 

 



Conclusion 

This review has discussed in depth the situation in Ireland regarding informed 
consent in relation to adults with a limited decision-making capacity.  

The Law Reform Commission would prefer to define capacity with a view to people 
as individuals and not on the basis of labels such as mental disorder (Law Reform 
Commission Report, 2006).  

It is obvious that anomalies exist in the law and at the moment clinicians are relying 
on a number of measures – i.e. widespread consultation and the signing of consent 
forms by next of kin – to overcome these problems. However, it has become clear 
that these procedures, while considered good practice, would not provide legal 
justification if a treatment was to be challenged in court (Dickenson D, 2001). 

Decisions regarding treatment are usually based on issues of quality of life and 
technical futility. Technical futility is important, as every patient deserves the 
opportunity of specialist referral (O’Neill D, 1997).  

The only safe ground for the clinician is within the wardship of court system, where 
the courts will make healthcare decisions for the patient. 

The doctrine of necessity is also heavily relied on to provide a defence in relation to 
the carrying out of procedures on vulnerable adults. Irish law does not clearly lay out 
the concept of necessity, but it is often taken in the broad sense – e.g. if an adult 
who is unable to consent to treatment requires a filling and is likely to experience 
pain in the tooth if the restoration is not placed, this could be seen as a necessity. 
Therefore, routine treatment can be considered a necessity, as well as emergency 
treatment for trauma, sepsis or pain. 

The doctrine was tested in the Irish law Courts in 1937 in the case of Holmes v 
Heatley. In this case a young boy had a local anaesthetic administered to allow for a 
minor operation. Consent was taken from his parents. The boy became unco-
operative before the end of the procedure and a GA had to be administered to 
complete the suturing. The patient died under GA. A claim was brought by the 
parents on the basis that a GA without consent amounts to assault and battery. The 
High Court decided that the GA was necessary in an emergency situation and the 
surgeon had a legal defence. 

It is obvious that reform is necessary in Irish law and the healthcare professions 
need to be taken out of the legal limbo they face when dealing with consent and the 
vulnerable adult. As the Law Reform Commission has decided, a uniform, statutory 
definition of capacity is necessary.  

A functional approach to capacity is recommended with appropriate terminology that 
recognises the dignity of all human beings. Capacity should be based on an adult’s 
ability to understand the nature and consequences of a decision in the context of 
available choices at the time the decision is to be made. The paternalistic approach 
so favoured by Hippocrates is now obsolete, and it is not the duty of the medical 
professional to protect the patient from information (Jones B, 2000).  



The Commission recommends that a person will lack capacity if they are unable to 
communicate in any way with a third person, when this is necessary to implement 
the decision. It would be appropriate to enact legislation to provide a substitute 
decision-maker who could, among other roles, make healthcare decisions. The 
Commission also recommends that this new legislation should give powers to the 
Minister for Health to appoint a working group that would lay down a code of practice 
for healthcare professionals.  

It would resolve the present situation where some medical professionals will only 
carry out procedures relating to the life or death of the patient, and others rely on the 
doctrine of necessity to carry out all routine treatment (Law Reform Commission 
Consultation Paper, 2005).  

It would benefit both the patient and the clinician if there was a clear procedure for 
consent in relation to the vulnerable adult, and this reform is long overdue in Ireland. 
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One Woman Forced the Change of Consent Laws. 
 

 
In 1983, Victoria Gillick, a mother of 10, failed in the High Court to prevent doctors 
prescribing contraception to under-16s without parental consent.  

She was seeking a declaration that none of her five daughters - aged 1 to 13 - could 
be prescribed or advised on birth control until they are 16.  

http://news.bbc.co.uk/onthisday/hi/dates/stories/july/26/newsid_2499000/2499583.stm 

Mrs Gillick began a nationwide petition against the DHSS ruling and claimed to have 
attracted between 250,000 and 500,000 names altogether.  

By November 1983 200 MPs were supporting Mrs Gillick's demands.  

After securing legal aid Mrs Gillick took the case to the Appeal Court in December 
1984 and the decisions made in July 1983 were overturned.  

The issue was settled in October 1985 when the Law Lords ruled it was lawful for 
doctors to put under-16s on the pill without parental consent in exceptional 
circumstances.  

In 2002 Mrs Gillick was working as a voluntary pregnancy advisory councillor in the 
UK - the country with the highest rate of teenage pregnancy in Europe.  

At the end of 2002 Victoria Gillick won £5,000 damages against a sexual health 
charity which alleged she was responsible for a rise in teenage pregnancies.  

 

©BBC 

What has this got to do with ‘consent’? 

Today, healthcare professionals frequently discuss whether a child is 'Gillick 
competent' or whether they meet the 'Fraser guidelines' when they are going through 
the process of deciding whether a child has the ability to make decisions. 

http://news.bbc.co.uk/onthisday/hi/dates/stories/july/26/newsid_2499000/2499583.stm


“The Gillick competency and Fraser guidelines help us all to balance children’s 
rights and wishes with our responsibility to keep children safe from harm.” 
NSPCC 

‘Gillick competence’ is a term used to describe when a minor possesses the 

intelligence and understanding to consent to his or her own medical treatment 

despite young age, without the need for parental permission or indeed knowledge. 

The standard is based on the 1985 decision of the House of Lords in Gillick v West 

Norfolk and Wisbech Area Health Authority.  

 

The case is binding in England and Wales, and has been adopted to varying extents 

in Australia, Canada and New Zealand. It is on often mentioned in USA legal 

platforms due to the lack of consensus among U.S. laws regarding the age at which 

minors may consent to confidential treatment. 

Similar provision is made in Scotland by the Age of Legal Capacity (Scotland) Act 

1991. In Northern Ireland, although separate legislation applies, the then Department 

of Health and Social Services stated that there was no reason to suppose that the 

House of Lords' decision would not be followed by the Northern Ireland Courts. 

 

Understanding basic signing from people with special 

needs 

Makaton 

Makaton is a type of sign language widely used by carers and individuals with 
special needs. For medics who have experienced the frustration of being unable to 
communicate effectively with an individually who hasn’t the ability to understand or 
communicate in a mainstream manner, Makaton really can help.  

Makaton takes away that frustration and enables medics to connect. 

Makaton uses signs, symbols and speech to help people communicate. Signs are 
used, with speech, in spoken word order. This helps provide extra clues about what 
someone is saying. Using signs can help people who have no speech or whose 
speech is unclear. Using symbols can help people who have limited speech and 
those who cannot or prefer not to sign. 

Be mindful that because a person uses Makaton, it doesn’t mean they have mental 
health issues, they be unable to verbally communicate. Makaton is not necessarily a 
sign language for the hearing and verbally challenged like BSL (British Sign 
Language). 

http://www.e-lawresources.co.uk/cases/Gillick-v-West-Norfolk.php
http://www.e-lawresources.co.uk/cases/Gillick-v-West-Norfolk.php


Makaton is extremely flexible as it can be personalised to an individual's needs and 
used at a level suitable for them. It can be used to share thoughts, choices and 
emotions. 

 

Today over 100,000 children 
and adults, use Makaton 
symbols and signs.  

Most people start using 
Makaton as children then 
naturally stop using the signs 
and symbols as they no longer 
need them.  

However, some people will 
need to use Makaton for their 
whole lives. 

https://www.makaton.org/training/makatonForProfessionals/ 

 

Mencap produced ‘The Hospital Communication Book’ - Helping to make sure 

people who have difficulties understanding and /or communicating get an 

equal service in hospital. 

 

Click here to download your copy. 

 Here’s a scenario: 

You are called to an equestrian event; a young girl has been kicked in the chest by a horse.  

https://www.makaton.org/training/makatonForProfessionals/
../Event%20Medic/hospitalcommunicationbook.pdf
../Event%20Medic/hospitalcommunicationbook.pdf
https://www.youtube.com/watch?v=7RAm9OsL1g4


She is 15 years old, her parents are at 

the venue somewhere.  

 

She describes her pain score as 8 and 

painful from her sternum across her left 

ribs, under her breast and upwards to 

below her armpit. 

Your concern is broken ribs.  

Do you have the skillset to feel for broken 

ribs? 

 

Do you need consent? 

Can a 15-year-old give you consent? 

 

Why do you need to feel her ribs? 

The consequences of feeling her ribs is 

that you may touch or move her beasts … do you need to inform her of this?  

 

Do you need to touch or move her breast? Are there other lines of action you could take 

such asking her to lift and hold, thereby shielding. 

 

Lift only her top to see the examination area and ask her to hold it there.  

 

A horse kick can result in shattered bones and soft tissue damage. Emergency medical 

personnel have compared horse kick injuries to the impact of car. 

A kick to the chest can even cause a person to go into cardiac arrest.  

There is no question that consent is required. She a vulnerable young adult and her 
parents are elsewhere at the moment. 
 
Even if she gives you permission, is the consent given compliant? 
 
Let’s take a different approach. 

As a first responder or first aider and you do take the decision to feel for broken ribs, 
what action do you need to take? – you can’t fix them! 
 
Could feeling about the area cause further damage or increase the pain? Yes, it is 
possible. 
 
With this in mind, would it be more prudent to make her comfortable and provide 
constant reassurance until the ambulance arrives? 

 



Food for thought…. 

Possible consequences in this scenario: Let’s not skirt around the situation that a first aider/first 

responder is examining extremely close to a young adult’s breast. Is it necessary to touch her breast? 

At a later date could charges be brought on for indecent assault? 

Even though examination gloves are worn and afford some sort of barrier, privacy and dignity is 

crucial. 

Is a female first aider available? 

Is a female chaperone available to witness the examination? 

Can the patient lift and cover her breast whilst still being covered by her top, so only the injured part 

exposed. 

 

Can privacy screens or other shields be used to prevent public gaze? 

 

What other safeguarding measures can be taken for privacy, dignity and decency 

The reason why this scenario has been raised is because it highlights that we can spend a lot of time 

gaining consent in the correct manner and format so that we explain what we are about to do and 

why we are doing it. We can explain what the consequences are of us doing it and the consequences 

if we don’t. 

One of the really important aspects here is; does the patient feel pressured, under duress? Is she 

saying “yes” but really wants to say “no” (“I don’t want you touching my breast). – This is not 

consent. 

British Sign Language - First Aid. 

Within Britain the most common form of Sign Language is called British Sign 

Language (BSL). BSL has its own grammatical structure and syntax, as a language 

it is not dependant nor is it strongly related to spoken English.  

 

 

https://www.british-sign.co.uk/what-is-british-sign-language/
https://www.british-sign.co.uk/what-is-british-sign-language/
https://www.youtube.com/watch?v=zqxCr917VFg


The above video demonstrates some keyword signs in relation to not being well. 

Below, the video demonstrates medical related signs. 

 

 

The following video demonstrates health (or more particularly, ill health!) is the focus 

of today's health care British Sign Language tutorial: 

 

 

https://www.youtube.com/watch?v=qIrHeS1uNzY
https://www.youtube.com/watch?v=IjLOJr4ztiM


Hopefully, with the combination of video demonstrations, you will be able recognise 

or even participate in some basic medical related signs. 

 Another form of sign language used in Britain is known as Sign Supported English 

(SSE).  

SSE is not a language in itself. SSE uses the same signs as BSL, but they are used 

in the same order as spoken English. SSE is used to support spoken English, 

especially within schools where children with hearing impairments are learning 

English grammar alongside their signing, or by people who mix mainly with hearing 

people. 

This concludes the online course on 

Understanding the Principals of 

Consent Before Treating Patients with 

Special Needs. 

 

Some participants may wish to test their 

knowledge; When you have studied your 

online course, you may do so and receive a 

certificate of understanding. 

To do this, we ask for a nominal fee of just 

£5.50 to send you a question sheet for 

multiple option answers. 

You simply choose the answer you believe 

to be correct and when you have answered 

all the questions, return the document to 

the email address provided and you will 

receive a certificate in PDF format via 

email. 

You may save it on your system and also 

print it. 

This format is ideal for sending your certificate to anyone interested. 

To request your question sheet, please click the link below. 

http://1staiders.com/understanding-consent-certification/ 

 

http://1staiders.com/understanding-consent-certification/

