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G eneral Guidelines on Clinical Consent  
A cornerstone of the “Health Strategy for the People of the North East” is to place the people of the 

North East at the centre of all our planning and developing and delivering services to meet those 

needs.  People are entitled to be treated with dignity, respect and honesty and to be involved in decisions about 

their health and wellbeing. The strategy will require all of the Healthcare staff to become more flexible, 

adaptable and innovative in our approach.  The principles identified in the general guidelines on clinical 

consent will reflect the Health Service Executive’s (HSE) commitment to translating people centeredness into 

practical actions.  

 

1.0 INTRODUCTION 
Consent is one of the most important issues in clinical practice. If a clinician examines, treats or operates upon 

a person without that person’s consent in a situation where consent could and should have been obtained, 

then the Clinician is committing an unlawful act. For example where the nurse who catheterises a patient or 

changes a wound dressing without oral consent is committing an unlawful act.  The issue of consent in the 

context of medical care is highly complex and has been described as a "legal and practical minefield".   

 

There are three elements to consent and they must all be present for consent to be valid.  The consent must be 

voluntary, given by someone with the capacity and based on sufficient information (Valid Consent Pages 8-11).  

 

The argument for consent as an indispensable precursor to treatment is born out of the concept of patient 

autonomy, which in turn is based upon the rights of individual self- determination and of bodily integrity.  

 

Patients have an absolute right to decide what happens to them and Clinicians therefore have a corresponding 

legal obligation to provide sufficient information to ensure that such decisions are taken on an informed basis.  

Failure to discharge this obligation can result in civil actions and, in extreme cases, criminal  

 

proceedings for assault.  Equally it is important to remember that you have an obligation not to delegate 

responsibility for securing consent to someone you know or suspect to be under qualified for the task.  

 

If consent is not obtained from a patient, then the patient has one of two legal actions open to him: battery or 

negligence, although it is the latter that has come to predominate in the law courts of Ireland and other 

countries with similar legal systems. 

 

Informed consent is one element of valid consent. The Clinician simply has a general duty to the patient to 

disclose information. So, the phrase ‘duty of disclosure’ can be seen as another way of expressing the term 

‘informed consent’. 

 

It is important to appreciate that securing informed consent is a process - not an administrative task.   "Getting 

a consent form signed" is not what it is all about.  The consent form exists to demonstrate that a process of 
 
 
1 For the purpose of this document the term ‘Clinician’ relates not only to doctors but to all Health Care Professionals including Nurses and Allied 
Health Professionals 

1 
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communication has taken place during which the patient has learned about his/her illness and treatment options 

and reached a point where they can decide, on an -informed basis to proceed with, restrict, or decline the 

proposed intervention.   

 

Recent years have seen dramatic changes in people's ability to gather and process information.  Higher 

standards of education, improved economic conditions, e-mail and particularly the Internet mean that patients 

are now very capable of making choices about their treatment.  It is no longer appropriate for clinicians to take 

a wholly paternal approach to the issue of patient consent.   

 

2.0 THE SCOPE OF THESE GUIDELINES  
The scope of these guidelines extends to the healthcare staff to include; doctors, nurses and Allied Health 

Professionals who work within the Acute Hospital setting.  Consent to medical and surgical procedures must 

normally be obtained by a doctor who is experienced enough to be able to explain the procedure to the patients/

parents/guardians and answer their questions.  Likewise, consent to a nursing procedure must be obtained by a 

nurse who can advise the patient and answer all questions raised.  All clinical procedures require a level of 

consent and therefore, all clinicians will be involved at some stage in the consent process.   

 
The scope also extends to patients, clients and next of kin, parents/guardians as they should be empowered to 

make decisions on the basis of sufficient information provided in a way that they understand.  

 
3.0 PURPOSE OF THESE GUIDELINES  
 
In the absence of nationally agreed practice guidelines and against a backdrop of evolving law and increasing 

public interest it is essential that for all clinicians involved in securing patient consent examine their own 

practices.  The Irish Medical Council has produced a “Guide to Ethical Conduct and Behaviour” (2004) and 

Section E of the Guidelines “Confidentiality and Consent” outlines clearly the guiding principles of Informed 

Consent.  It is hoped that the information provided in this document together with the Medical Council 

Guidelines will assist professionals to understand more fully the issues relating to consent and thereby improve 

practices generally.  The guidelines on clinical consent in an Acute Hospital Setting in the HSE North East 

must be used in conjunction with other guidelines and policies in the HSE North East to include: 

 

♦ Transfusion Guidelines (2001) 

♦ Infection Control Policy (2003) 

♦ Needlestick Policy  
 

4.0 THE LEGAL CONSENT PROCESS 
There is some uncertainty about the Irish Courts’ approach to informed consent, which is unfortunate: even in 

those countries such as Australia where the courts are unambiguous about their approach to informed consent, 

Clinicians remain unclear about matters. There is a shift however; in Irish Courts from a clinician-centred test, 

to decisions recently hinting at the adoption of a patient-centred test.  There is also a shift away from the 

acceptance of authority to the rights of the individual and an insistence of openness and transparency.  

Reference  RM/001 2006 

                                              Version 1.0   5 



The doctrine of consent operates to best reflect the self-autonomy of the patient.  It is increasingly, in many 

jurisdictions, regarded now as a fundamental human right.  In Ireland, this fact is well established.  The 

Supreme Court has stated that: 

 

“The requirement of consent to medical treatment is an aspect of a person’s right to bodily integrity under 

Article 40.3 of the Constitution”. 

 

The Court has made it clear that: 

 

“If medical treatment is given without consent it may trespass against the person in civil law, a battery in 

criminal law and a breach of the individual’s constitutional rights”. 

 

Thus, before undertaking clinical treatment of any sorts whatsoever, a Clinician must obtain the consent of the 

patient. 

 

5.0 COMMON LAW 
It is a basic rule of common law that consent must be obtained for clinical examination, treatment or 

investigation.  The Irish Constitution reaffirms this rule, as does international law.  Therefore, any exceptions to 

the rule would be subjected to intense judicial scrutiny since the purpose of the rule is to uphold one of the 

most basic of all rights i.e. the right to bodily integrity. 

 

6.0 VALID CONSENT 
Consent can come in different guises; it maybe ‘expressed’, which is to say positively affirmed orally or in 

writing, or it maybe ‘implied’ by the conduct or silence of the person whose consent is required. Oral consent 

is usually used to obtain permission for less serious procedures.  Examples of oral consent are catheterisation, 

wound dressings, wound drain removals, suturing, and other invasive bedside procedures. 

 

Clinicians should be cautious about implied consent; a patient sitting up on a hospital bed does not 

automatically imply that the Clinician has carte blanche to treat the patient. In most situations the requisite 

information should be given to a patient and their expressed consent ought to be obtained.  Implied consent can 

be given, for example, when a patient extends an arm to have blood taken.  However, this gesture in itself does 

not eliminate the right of the patient to an explanation prior to taking blood.  Other examples include; the taking 

of routine observations and wound examinations.  Similarly, the fact that a patient lies down for an examination 

does not necessarily mean that the patient understands what you propose to do and why.  Likewise, the 

Clinician cannot assume because a patient has consulted him/her regarding a medical complaint or condition, 

the patient has implied consent to treatment. 

 

Patients must be allowed to decide whether they agree to a proposed treatment even if a refusal will lead to 

harm to them.   Similarly, patients must be allowed to withdraw consent to treatment at any time.   

There may be times when obtaining consent is not possible and therefore less necessary, such as in emergency 
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scenarios where the patient is in extremis or unconscious (please refer to page 11). There may also be times 

when consent, although actually given by the patient, was based on incomplete or inaccurate information, 

thereby raising the question, of whether consent in such circumstances is really consent at all? 

 

6.1 Requirements for Valid Consent   
The three ingredients of consent, all of which will be dealt with in greater detail below, are that: 

 

♦ It must be given (or withheld) voluntarily without any element of duress. 

♦ It must be given (or withheld) by an individual who has the legal capacity, in terms of age and mental 

competence, to do so; 

♦ Any decision relating to the giving or withholding of consent should be based on sufficient material. 

(Informed Consent).  The patient should be aware of the requisite information of risks, side effects and 

alternatives so that the patient is able to make an informed decision as to whether or not to proceed with 

treatment. 

 

This last ingredient – ‘sufficient material’ – is an especially vexed issue and one woven into the fabric of the 

rather abstract concept of ‘informed consent’.   

 

6.1.1 Voluntarily  

The patient / client must agree of their own free will or design to clinical treatment or clinical investigations 

and are not forced or compelled by any religious beliefs, by relatives, etc.  

 

6.1.2 Capacity 

To demonstrate capacity individuals should be able to: understand 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 

and retain the information for long enough to make an effective decision.  

 

6.1.3 Informed 

Informed consent is one element of valid consent. The Clinician simply has a general duty to the patient to 

disclose information. So, the phrase ‘duty of disclosure’ can be seen as another way of expressing the term 

‘informed consent’. 

 

Informed consent is when the clinician discloses information and when the patient (or parent/guardian) 

understands, as far as possible, the nature and purpose of the procedure. This includes; 

 

♦ uncertainties about diagnoses; 

♦ options for investigations prior to the procedure; 

♦ material or significant risks involved;  

♦ common or serious side-effects; 
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♦ expected outcome, including benefits and limitations of activities. 

♦ alternatives to the procedure; 

♦ consequences of not having the procedure; 

♦ procedure will be carried out by the patient’s consultant or a member of his/her team; 

 

7.0 EXCEPTIONS TO THE RULE FOR OBTAINING CONSENT 
It is generally acknowledged that there are two exceptions to the common law rule: 

♦ Therapeutic Privilege 

♦ Emergency 
 

7.1 The therapeutic privilege means that a Clinician can withhold information if she feels that it would be 

psychologically damaging to the patient to disclose. If a physician were conscious that an anxious man might 

refuse important treatment, if told of every single possible adverse outcome, the Clinician might – according to 

her therapeutic privilege – be justified in withholding certain facts. However, the therapeutic privilege does not 

extend to giving clinicians the right to lie to their patients; clinicians have an ethical duty to share information 

with their patients.  It is rare that a Clinician should rely on this particular privilege in justifying the reasons for 

not telling a patient certain facts in relation to the proposed treatment.  This privilege should very rarely, if 

ever, be exercised. 

 

7.2 In an emergency life-threatening situation where the patient is unable to consent or to appreciate what is 

required the Clinician may administer the necessary medical treatment in the absence of the expressed consent 

of the patient.  This is known as the Doctrine of necessity. This is a common law doctrine developed through 

case law. It applies to an emergency situation where the Clinician treats a patient, in the absence of consent, in 

the best interests of the patient, where the treatment is necessary to save the life or preserve the health of the 

patient. The Clinician must demonstrate that he attempted to ascertain whether or not an advance directive 

existed which may be indicative of the patient’s wishes/consent. 

 

There are two other reasons where the Clinician may retain information regarding a procedure from a patient: 

 

7.3 When the patient chooses not to hear all the information.  A patient may wish not to participate in 

the decision making process concerning their treatment or care.  The attending Clinician and other members of 

the clinical team will respect the wishes of the patient who is refusing detailed explanations, by withholding the 

information or discussing the procedure with the family.  If such a situation occurs the patient, if willing, 

should be asked to sign a waiver, stating that he does not wish to discuss the matter following advice being 

offered.  This should also be clearly recorded in the medical records.  

 

7.4 When the patient has prior knowledge.  Regardless of whether the patient has prior knowledge of the 

procedure, all risk and post-operative complications should be explained, discussed and clarified with the 

patient, even where it is considered to be common knowledge.  If the patient has undergone the procedure 

previously, a review of the procedure prior to signing of the consent form may be all that is required.  This 

largely depends on the length of time that has passed since the patient underwent the initial procedure.  The 
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patient’s condition may have changed somewhat between the two procedures, or new risks and complications 

may have come to light in the recent up-to-date literature, which should be known to the clinician and should 

be explained to the patient. 

 

8.0 WHO CAN OBTAIN CONSENT FROM PATIENTS OR GUARDIANS? 
It follows from the foregoing that consent can be secured only by someone suitably qualified or experienced 

enough to understand the proposed treatment and risks involved.  This individual must be in a position to 

respond to and answer any questions the patient may have, and give appropriate explanations regarding the 

procedure for example; Consultants should not delegate consent to junior colleagues who may not have the 

same or sufficient knowledge regarding the benefits or risks attached to certain procedures, especially in cases 

where the junior doctors may not have carried out the procedure in the past.   

 

Usually, consent for medical and surgical procedures normally is obtained by the doctor.  However, other 

clinical procedures do require a level of consent and therefore, other clinicians including nurses and allied 

health professionals should follow the same principle.  For example, a patient requiring physiotherapy, the 

physiotherapist treating the patient should advise on the safe use of equipment, the benefits and risks associated 

with the treatment.  

 

You should not seek to obtain consent in circumstances where you feel that you are not suitably qualified or 

experienced.  If you have concerns in this regard you should ask a colleague for help.   Failure to do this means 

that you are likely to be storing up problems for yourself, as the "consent" you secure from the patient may not, 

by definition, be fully informed. 

 

9.0 WHAT PATIENTS SHOULD BE TOLD 
It is clear that Irish Law on informed consent has shifted from a doctor-centred standpoint to that of the patient, 

therefore Clinicians must ensure that patients know enough to enable them to decide about treatment. The 

Clinician must disclose all ‘material risks’. The material risks are determined by the ‘prudent patient’ test. 

  

Before patients are asked for their consent to any treatment, investigation or examination, they should be given 

the information required for “informed” consent (see valid consent) and also: 

 

♦ be specifically told if the treatment is part of a clinical trial or is in any other way experimental; 

♦ be given the name of the Clinician who will have overall responsibility for the patient and have 

explained, where appropriate, that no guarantee about who will carry out the procedure has been given; 

♦ be reminded that they can withdraw consent at any time and that they always have the right to a second 

opinion.  

 

10.0 ELECTIVE AND NON-ELECTIVE TREATMENT 
In any proposed treatment, requisite information must be given to a patient to enable him/her to consent to or 

refuse consent to that treatment.  However, you  should be aware of the distinction, which the Courts have 
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made in recent years in elective and non-elective surgery. This is because, in general, the necessity for surgical 

treatment, and the risks of not having surgery, is less obvious than in an emergency case, and the decision for 

the patient will be more difficult. In the case of elective surgery the duty to disclose information to the patient 

is therefore much more onerous, particularly where there may be serious or material risks associated with the 

proposed procedure.  

 

There should be a distinction drawn between what a patient should be told before an elective operation and 

what he should be told before a non-elective operation. This was summed up by one Irish Judge: 

 

‘Where there is a question of elective surgery which is not essential to health or bodily well-being, if there is a 

risk – however exceptional or remote - of grave consequences involving severe pain stretching for an 

appreciable time into the future and involving the possibility of further operative procedures, the exercise of the 

duty of care owed by a clinician requires that such possible consequences should be explained to the plaintiff. 

 

11.0 TIMING OF CONSENT 
Consent should always be obtained prior to the proposed treatment or procedure.   Under no circumstances 

should consent be obtained from a patient who has been pre-medicated or sedated in preparation for a 

procedure or if the patient is in severe pain e.g. the patient in labour consenting to having an epidural for 

analgesia.  In the case of planned elective surgery where there is unlikely to be a change in the patient's 

condition, consent could be obtained from the patient during an outpatient consultation. The surroundings of an 

outpatient consulting room may reduce anxiousness and the patient is more likely to retain vital information.  

 

As can happen in today's climate, if a lengthy delay occurs between the outpatient consultation and admission 

to hospital to undergo the procedure then consent should be obtained again on admission. It is recommended 

that written consent must not be obtained more than three months before the expected procedure date.  In the 

event of this time frame having lapsed, the patient must be re-consented.  Likewise, if there is a change in the 

patient's condition between the consultation and admission resulting in a significant change in the nature, 

purpose or risks associated with the procedure consent must be obtained again.  

 

On admission to hospital for an elective procedure, the attending Clinician or designate must once again 

interview and inform the patient of possible risks associated with the procedure. Written information 

concerning the procedure must also be available to the patient on admission to refresh their memories. The 

above considerations must also be given to non-elective procedures as delays can often occur between 

outpatient consultation and the procedure itself. 

 

The scenario where a pregnant mother is adamant that she wants an elective caesarean section or an epidural 

for pain relief, the appropriate place and time for discussion is during the Ante Natal visits where an overall 

discussion on the proposed birth plan of her child should take place.  All discussions with the patient on the 

issue of consent should be clearly recorded in the Hospital Records.  Ideally, the risk should be mentioned 

together with the duration of the conversation between the Clinician and the patient. 
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12.0 WITHHOLDING CONSENT 
A patient does not have to consent if he does not want to. Flowing from the principles of autonomy and self 

determination is the intuitive corollary that a patient ‘of sound mind and adult years’ capable of giving consent to 

a given treatment is similarly free to refuse his consent to the same treatment. This is true even if the decision 

appears irrational to the onlooker. This applies even where such refusal is not considered by the Clinician to be 

in the patient’s best interests.  Where a decision to refuse treatment (for example on religious grounds) appears 

“irrational” the implications of this decisionshould be carefully explained.  The decision, however, ultimately 

rests with the patient in these circumstances.   

 

In Ireland, the right to refuse medical treatment is enshrined in the ‘unenumerated’ rights protected by the State 

under the Constitution and which have been held to include a right to bodily integrity. 

 

 Article 40.3 Bunreacht na hEireann (The Constitution of Ireland), the state guarantees in its laws to respect and 

as far as practicable, by its laws to defend and vindicate the personal rights of the citizen. The state shall, in 

particular, by its laws protect as best it may from unjust attack and in the case of injustice done, vindicate the 

life, person, good name and property rights of every citizen. 

 

The approach to consent in Ireland is similar to that adopted by English and Canadian law, and has been most 

clearly stated as follows: 

‘The consent which is given by an adult of full capacity is a matter of choice. It is not necessarily a decision 

based on medical considerations. Thus, medical treatment may be refused for other than medical reasons or 

reasons most citizens would not regard as rational but the person of full age and capacity may make the decision 

for their own reasons’. 

 

In such cases it is particularly important to accurately record the discussions with the patient, including the 

treatment that has been offered, the patient’s decision to decline and the fact that the implications of this decision 

have been fully outlined.   

 

The Clinician is obliged to disclose details of the alternative treatment, if available and perhaps offer an opinion 

that it may not be in the patient’s best interest, but nevertheless the patient should be informed of the alternatives 

and that the patient can then make up his/her mind whether or not he/she wishes to avail of the alternative 

treatment.  In such circumstances, it is strongly advised to obtain the opinion of a suitably qualified colleague 

and to carefully document their views/input and the decision taken.  It may also be appropriate to facilitate 

referral of the patient to another Clinician for a second opinion.  

 

Children may protest and clearly indicate that they do not want treatment.  This is often motivated by fear and 

anxiety.  It is important to listen to and acknowledge the child’s concerns.  It may be possible to change the 

treatment or delay the procedure, which may be more acceptable to the child.  It is essential at all times to work 

in close collaboration with the child’s parents/carers and/or those who have a close relationship with the child 

in addressing and overcoming any anxieties being expressed by the child.  The child’s welfare is paramount and 

it is the parent’s who must give consent to treatment for the child.  
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13.0 ADDITIONAL INFORMATION FOR SPECIFIC GROUPS 
13.1 Children 

Anyone over 18 years old is legally an adult. Anyone less than 18 years old is a minor / child. Minors between 

their 16th and 18th birthdays may give their own consent to medical, dental and surgical procedures (Non-Fatal 

Offences Against the Persons Act 1997  )This includes consent to an anaesthetic, which is ancillary to the 

treatment and also includes any procedure undertaken for the purpose of diagnosis. The minor must have the 

mental and intellectual capacity to understand the proposed treatment. 

 

Before examining, treating or caring for a child, the clinician must seek consent. Young people aged 16 and 17 

are presumed to have the competence to give consent for themselves. However, there may be circumstances 

where it is in the best interest of the minor, or where there is a doubt on the part of the Clinician as to the 

mental competency of the patient to give consent, to also obtain the consent of the minor's parent or guardian. 

Permission must be sought from the minor before approaching the parent or guardian.  Ultimately, this is a 

decision for the Clinician to make and should be documented.  The decision should be supported by 

another colleague. 

 

Younger children who understand fully what is involved in the proposed procedure can also give consent 

(although their parents should be involved). In other cases the parent or legal guardian must give consent on the 

child’s behalf, unless they cannot be reached in an emergency.  Legally, the consent of only one parent is 

necessary. The other parent does not have a veto, however best practice suggests the consent from both parents 

is preferred. Those giving consent on behalf of child patients must have the capacity to consent to the 

intervention in question, must be acting voluntarily, and must be appropriately informed.  Even when the child 

lacks capacity to consent on his/her own behalf, it is good practice to involve the child as much as possible in 

the decision-making process.  An older child may wish to co-sign a consent form with the parents.  Joint 

consent with the parents should be obtained in the interest of best practice.  
 
The Supreme Court in the case of the North Western Health Board versus HW in November, 2001 held by a 

4/1 majority, that essentially the court can only make an order contrary to the parents’ decision in exceptional 

circumstances e.g., an imminent threat to life or serious injury. 

 

Legal opinion is that it would be fair to conclude that the Irish Court would support the decision of an Under 16 

Year old teenager against the parents’ wishes especially if medical opinion was supportive of the minor’s 

decision.  It must be emphasised that a lot will depend on the capacity of such a teenager to understand the 

consequences of any medical decision particularly, if the teenager is a teenage mother or pregnant teenager.  

Furthermore, the younger the teenager the more likely that the Supreme Court will look favourably on the 

parents’ wishes. 

 

Unfortunately the Chief Justice did not actually comment on circumstances where a child might be a teenager 

and/or a pregnant teenager seeking certain medical treatment which might be in conflict with his/her parents’ 

wishes.  

 
 
2 “The consent of a minor who has attained the age of 16 years to any surgical, medical or dental treatment which, in the absence of  consent, would 
constitute a trespass to his or her person, shall be as effective as it would be if he or she were of full age; and where a  minor has by virtue of this sec-
tion given an effective consent to any treatment it shall not be necessary to obtain any consent for it from his or her parents or guardian” 

2 
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Legal advice would support that these guidelines should emphasise that at all stages there should be a full and 

meaningful consultation with the parents of the competent teenager regarding the medical decision to be made 

and its consequences.  This allows the parents of the teenager in question to discuss their concerns regarding 

the proposed medical treatment with the treating Clinician.   

 

If a competent child consents to treatment, a parent cannot over-ride that consent. Legally, a parent can consent 

if a competent child refuses, but it is likely that taking such a serious step will be rare. 

 

In practice, every member of the clinical team determines a patient’s level of competence in deciding whether a 

person’s presumption of self-determination is valid.  In a situation where a patient is undergoing a procedure, it 

is appropriate that the attending Clinician be the one to determine the level of competency.  It is important that 

both the child and the family are involved in every step of the consent process in order to make a rational and 

co-operative decision. Ideally, the person with parental responsibility should also give consent, and must 

always do so if the child does not have sufficient understanding or intelligence to comprehend the complexity 

of the proposed procedure. 

 

13.2 Foster Children 

The Childcare Policy Unit of the Department of Health and Children issued a circular dated 30th November 

1999 to all Health Boards and Voluntary Hospitals on consent to medical treatment for foster children. (See 

Appendix 1 Consent to Medical Treatment for Foster Children). 

 

13.3 Children of Legally Separated Parents 

If the parents of a child are legally separated, either parent can consent to medical treatment.   However, if the 

Court, in dealing with the legal separation conferred sole custody on one parent, a condition or direction would 

normally attach with regard to medical treatment for the child.  For instance, if the child required medical 

treatment while on an access visit to the other parent, the parent who had sole custody should be contacted. If 

the parents disagree on treatment, more time will be needed for explanations and discussion. 

 

13.4 Children of Unmarried Parents 

In the case of unmarried parents, it is the mother who is entitled to give consent to treatment, as the mother is 

usually the sole legal guardian.  The law, however, provides that where an unmarried father and an unmarried 

mother have jointly completed a Statutory Declaration pursuant to the Guardianship of Infants Act, 1964 as 

amended by the Children Act, 1997, there may be joint guardianship and both, in such circumstances, are 

eligible to give consent. Furthermore, where an unmarried father has, pursuant to an order of the Court, been 

granted guardianship rights in relation to his child under the Guardianship of Infants Act, 1964 as amended by 

the Status of Children Act 1987 and the Children Act, 1997 then he would be entitled to give consent to 

medical treatment of his child. 

 

13.5 Parental Refusal to Consent to Treatment of a Child 

Where parental consent is being withheld in circumstances where the Clinicians are of the opinion that the 

treatment is necessary to preserve the health and safety of the child, then immediate steps should be taken by 
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the hospital to notify the duty Social Worker of the HSE – North Eastern Area in which the hospital is 

located.  Where such a situation arises, the first step to be taken is the attempt to inform the parents of the 

necessity for the treatment and that when such attempts fail, then the second step is to utilise the provisions of 

the Child Care Act, 1991. 

 

An application for an Emergency Care Order will then be made by the Health Service Executive before a 

Judge. The Order may be temporary and limited specifically to the period required to administer the treatment 

to the child.  The Order may be made at any time, day or night, by a District Court Judge and at short notice.  

Hospitals and the Health Service Executive should ensure that some system to facilitate this is in place.  It 

should be remembered that parents do have the legal right to consent/refuse consent on behalf of their child and 

the courts will only override such a decision if regarded as unreasonable.  In times of necessity, parents will 

understandably be emotional and if parents are not calmly and properly informed of the treatment, they may 

decide not to give their consent.  Thus, the first step is, if possible and if time allows, to attempt to secure the 

consent from the parents. 

 

13.6 Unaccompanied children 

Children who arrive at the hospital without parents should not be examined except in an emergency. The 

parents should be contacted and asked to come to the hospital. In an emergency, the child should be examined 

and treated if delay would put the child in further danger. This should be recorded in writing, and there should 

always be a nurse or other appropriate healthcare professional present during the examination.  

 

A child may arrive with a teacher or group leader who is “in loco parentis” (in the place of a parent). This 

means that the adult has been given the legal right to give consent for emergency medical treatment. The adult 

should have a document, signed by a parent, to this effect. Even so, an attempt should be made to get in touch 

with the parents directly. 

 

13.7 Children in the care of the Health Service Executive  

If a child is under “Statutory Care”, an Order has been made by the Court under Section 18 of the Child Care 

Act 1991, and the Health Service Executive is entitled to give medical consent.  The child’s Social Worker is 

the appropriate person to give consent.  In general the child’s parent or guardian is still entitled to give consent 

where they are contactable and co-operative with medical personnel.  Best practice would be to try and include 

both parents when obtaining consent.  This is the procedure to follow for elective scheduled procedures. When 

a child is in voluntary care, the parent remains the medical guardian and responsible for giving medical 

consent.  If there is difficulty locating the parents or obtaining consent the child’s Social Worker should be 

notified.   

 

14.0 OLDER PEOPLE 
Older people, like any other adult have rights that are enshrined in the Constitution of Ireland, the European 

Convention of Human Rights and the UN Convention of Human Rights; this includes the right to make their 

own decisions. 
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The HSE North East stated principals in providing services to older people are; independence, provision of 

information, right to decide and to be involved in decision making regarding care options, empowerment, 

dignity, individualised client focused and accessibility to services. (Healthy Ageing 2001) 

 

In the majority of circumstance the application of these principals may be obvious and straightforward, their 

successful operation being dependent on the appropriate organisation of services and the appropriate 

understanding of staff involved in the delivery of the services.  However, it becomes more complex when 

certain other factors are taken into account.  For example, issues related to dementia and diminished capacity, 

or issues related to a persons social context. 

 

14.1 Older People and Consent  

For the majority of older people who come into contact with Acute Hospital Services have the same issues 

regarding consent as any other adult. These may usually be concerned with clinical treatment, and as such 

should be governed by the same procedures and guidance as for any adult.  However, for a minority of older 

people who require higher levels of support, there is a range of other circumstances where consent arises.  All 

aspects of consent can become more complex where there may be diminished capacity due to dementia. 

 

Older people come into contact with Acute Hospital Services in a variety of situations and circumstances to 

include: 

 

♦ In emergencies, a person may be admitted to Accident and Emergency, 

♦ They may be in need of clinical treatment requiring admission to a medical/surgical/orthopaedic 

ward, 

♦ They may be seen by specialist services on an out-patient basis or may require some ongoing 

nursing/medical treatment at home, which may be provided by a Public Health Nurse or visiting 

Registered General Nurse following their discharge from Hospital,  

♦ A person may be vulnerable and at risk and may require services to respond to protect and support 

them outside the Acute Hospital Setting.  

 

Regardless of the circumstances. older people must agree of their own free will or disagree to clinical treatment 

or clinical investigations and are not forced or compelled by any relatives, religious beliefs, etc.  

 

14.2 Dementia and Capacity to Consent 

It is a substantial principal that any adult has the right to make decisions about their care or to consent or not 

consent to any treatment offered.  Even though those subsequent decisions may be against the advice of their 

clinician.  Therefore the person has the right to refuse clinical treatment or any care plan offered by a clinician.  

However, careful consideration needs to be given to the ability of the person to make informed decisions and 

their capacity to give consent. 

 

It must be acknowledged that an elderly person’s mental capacity can fluctuate or change over a period of time, 

and that a person can be assessed to have capacity to take responsibility for some decisions but not others.  

Therefore, when decisions or consent is required it is necessary that the person’s capacity is assessed.  In 
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practice relatives and clinicians may make decisions on behalf of the person even though in law they are unable 

to make those decisions on behalf of that person.  This practice should cease.   

 

15.0 ADULTS WITH AN INTELLECTUAL DISABILITY  
(not necessarily of unsound mind or not detained under mental health legislation) 

In the absence of specific legislation to direct healthcare professionals, the position in Ireland with regard to 

consent to treatment of adults with intellectual disabilities is unclear, and is a matter of great concern to all 

involved in their care.  People with intellectual disability do not have clear rights to make decisions.  The law 

on deciding who has decision-making capacity is very inadequate and the arrangements for supported and 

substitute decision-making are non-existent.  This creates major practical difficulties for parents and service 

providers.  In general, in Ireland, an adult is a person who is aged over 18 years.  Adults have the right to make 

decision about their lives.  People with intellectual disabilities have the same rights to self-determination as 

everyone else.  However, they may not have the capacity to make certain decisions. 

 

In practice, decisions are made on behalf of adults with intellectual disability by parents or by service 

providers.  There is no formal system of assessment of the capacity of the person with intellectual disability to 

make decisions for him/herself (unless there is an application to have the person made a Ward of Court).  

Parents/carers and service providers effectively make the decisions that are needed.  These range from 

decisions about where a person is to live, what he/she is to wear to decisions about medical treatment and social 

relationships including intimate relationships.  The majority of decisions made are necessary, appropriate and 

in the best interest of the person but there is always the danger that they may infringe the rights of the person 

with the disability or may involve abuse, exploitation, or fraud. 

 

Parents and service providers have no legal authority to make such decisions.  They are left in a very 

unsatisfactory situation where decisions have to be made but there is nobody with authority to make them.  A 

person with an intellectual disability may be denied medical treatment, which would be beneficial but is not 

essential because there is nobody with authority to make a decision.  However, the following practices have 

evolved over the years: 
 

♦ If the person's mental condition is such that he/she is unable to consent to the proposed treatment/

procedure, then the practice in this country has been to obtain the consent of the next-of-kin.  However, 

while it may be the practice, there is in fact no legal or common law basis for it, and the practice is 

therefore open to challenge.  

♦ Where the patient lacks the capacity to give or withhold consent (as distinct from an inability to 

communicate their wishes) consideration should be given to whether the patient’s capacity is likely to 

return in the future (e.g. when the patient regains consciousness or becomes more lucid).  Where this is 

likely and the proposed treatment can safely be deferred until that time this should be the course 

followed.   

♦ Where capacity is not likely to return the treating clinician must act in the patient’s best interests.  In 

such situations it should be remembered that “best interests” might not be limited to medical 

considerations only.  Other issues such as the patient’s general well-being, wishes/views expressed prior 

to loss of capacity (if known) and religious convictions might also be taken into account. 
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Where a decision is being taken about treatment in the absence of consent due to a patient’s inability to make a 

decision for themselves it is important to remember that nobody (including spouse, siblings and children of the 

patient) can give or withhold consent.  The decision about treatment in these circumstances ultimately rests 

with the treating clinician.  However relatives should be included to the greatest extent possible in the decision 

making process and ideally decisions will reflect a consensus between the Clinician and those closest to the 

patient.  During this consultation with relatives it must be remembered that it is only the patient’s best 

interests that should be considered – it is not appropriate to balance these against anyone else’s interests.  If 

the need for the procedure is not life threatening; all possible measures must be taken to obtain consent from 

the patient.   

 

Where treatment is being given in the absence of the consent of a person with a learning disability, it is most 

important to carefully document the decisions taken.  Specifically it is important to record how it has been 

determined that the patient lacks capacity (e.g. patient’s condition, consultation with other professional’s etc.) It 

is also important to record the decision making process undertaken (including discussion with relatives and 

consultation with other healthcare professionals) and why it is considered that the treatment is in the patient’s 

best interests.  Consultation with colleagues (to include Psychiatrist, Psychologist and cross-care groups) in 

these circumstances in highly advisable and their views/input should also be recorded.  Any disagreement 

among healthcare professionals should also be documented. 

 

In circumstances where there is no known next-of-kin (and the person lacks comprehension), but the Clinician 

believes that the proposed treatment/procedures is necessary to save the person's life, or to ensure improvement 

or prevent deterioration in the person's condition, then the English case law suggests that the action of the 

Clinician in proceeding (with the treatment) is defensible.  It is difficult to predict what attitude the Irish courts 

would adopt in such circumstances.  In view of the uncertainty of the situation, it would be prudent for the 

treating Clinician to seek a second Clinical opinion (also consider Psychiatrist, Psychologist and cross-care 

groups) prior to proceeding with the treatment.  However, that said, it could still be challenged in a court of 

law, and the clinical rationale for proceeding ahead with treatment should therefore be well documented in the 

person's medical records.  

 

16.0 TREATMENT FOR MENTAL HEALTH CONDITIONS / DISORDERS 
Accordingly, Common Law principles apply i.e. to treat such adults for their mental disorder without obtaining 

their consent is unlawful unless it is an emergency, life-threatening situation.   

 

However, Clinicians should be aware that when asked to make decisions about the care and treatment of the 

above persons, they are bound not only by the law, but also by their professional code of ethics.  The 

profession's Code of Ethics demands that "doctors must do their best to preserve life and promote health".  (The 

Medical Council:  A Guide to Ethical Conduct and Behaviour - 6th Edition 2004).  When dealing with the 

above category of vulnerable persons, Clinicians must always be seen to have acted reasonably in the best 

interests of the patient.  This should include a consideration of alternative (if any) and/or less invasive 

procedures to the one proposed.  
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In any situation where a parent or next of kin is entitled to make a decision in relation to medical treatment on 

behalf of a minor, such a decision must be reasonable and in the best interests of the child, if it is not, the court 

has the power to override such a decision.   

 

Confidentiality of patient records and treatment must be safeguarded at all times regardless of their age, unless 

the practitioner has cause for concern for their well being. 

Mental Health legislation provides that Persons detained may under certain conditions have treatment for their 

mental illness not just without their consent, but against their wishes. Part 4 of The Mental Health Act 2001, 

enacted but not yet implemented, prescribes these conditions precisely. Best practice is that the same principles 

be adhered to in the meantime:- 

“Consent” in the Act means consent freely given without threat or inducement by an informed person. 

Medication may be prescribed by a consultant Psychiatrist without the patient’s consent up to a period of three 

months, but thereafter either consent must be given or a second consultant opinion obtained.  

Electroconvulsive Treatment may only be administered either with consent or with a second consultant 

recommendation. 

Psycho-surgery or other invasive treatments may only be administered with both consent and the approval of an 

independent tribunal. 

Persons detained under Mental Health legislation currently may appeal to the Minister of Health, President of 

the High Court, or Inspector of Mental Hospitals. The 2001 Act provides for automatic review of each 

detention by a Tribunal, and the patient has a right to appeal to the Circuit Court against the Tribunal’s 

decision. 

Persons detained under this legislation may still be competent to consent or otherwise to treatment for co-

morbid conditions, the same tests of competence applying as apply to all other patients. 

These restrictions on autonomy apply only to detained patients. Mentally ill persons receiving treatment in the 

community or in hospital on a Voluntary basis have precisely the same rights to autonomy as other members of 

the public. 

 

There is an expectation that the concept of capacity and guardianship will become an issue in the near future 

for the treatment of mental health conditions / disorders.   

 
17.0 LIVING WILLS OR ADVANCE DIRECTIVES 
Living wills allow a person to leave instructions about their possible medical treatment, in case they are no 

longer capable of making decisions or of communicating them.  It outlines in clearly defined circumstances, 

that they do not wish to receive treatments such as resuscitation, or being kept alive indefinitely on a ventilator.  

Hospital guidelines should include provision for the above. 
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An essential point to understand is that the person who wishes to give Advance Directives must be over 18 

years of age and must be of sound mind at the time of making the Advance Directives.  It would therefore be 

advisable that the Clinician prior to taking the details of the Advance Directives from the patients, should be 

satisfied that this patient is of sound mind and that the Advance Directives are given at his/her own free will 

and is not subject to any undue influence by any third party. 

 

Once a Clinician, ideally a Consultant, or if not possible an experienced Registrar is satisfied that the patient is 

competent to make their wishes known about future treatment of a condition that has not yet arisen, or a current 

condition that may deteriorate into the future, he should, ideally in the presence of a nurse, record the Advance 

Directives in the chart. 

 

The Clinician must be satisfied that the competent patient intends the Advance Directives to remain effective 

when, or if they become incompetent. 

 

The patient should be fully advised of the disadvantages and advantages of the implication of his/her Advance 

Directives, like for example not to resuscitate him/her if unconscious and the implications of same, or not to be 

kept alive indefinitely on a ventilator. 

 

Again ideally the next of kin, particularly partners of the patient, whether husband or wife, should be involved 

in this decision making process, but ultimately the final decision must of course rest with the patient in making 

his Advance Directives. 

 

It should also be recorded in the chart that the Consultant did discuss the advantages and disadvantages of the 

proposed Advance Directives. 

 

The Clinician must understand that the Advance Directives still continue to represent the wishes of the patient 

once communication becomes impossible, or the patient is not longer of sound mind.  However, a Clinician  

should check carefully the date upon which a Living Will or Advance Directives were recorded in the chart and 

if it was not done very recently, then there should be a full investigation of how long ago the Advance 

Directives were made, the knowledge the patient had when making the Directives and the circumstances 

surrounding the making of the Directives and especially whether or not the condition that the patient is now 

suffering from was specifically catered for by the patient in giving the Directives.  The Clinician should also 

consider if there is any evidence on the chart that the patient was contemplating changing his/her mind since 

either signing the Directives, or recording in the chart the patient’s specific wishes 

 

The essential criteria is that where a situation falls within the full terms of the Advance Directives, then the 

Clinical should treat it as the definitive and final wishes of the patient and act accordingly. 

 

Obviously in Ireland an Advance Directives refusing treatment where one’s life is being severely compromised 

does not prevent the health care professional from providing basic care, such as keeping the patient clean and 

warm and providing pain relief and this has been endorsed by the Supreme Court in the case of “Re  
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A Ward of Court” 1996.  Basic care also includes hydration and nutrition as per Medical Council Guidelines.  

Furthermore an Advance Directive cannot allow a Clinician to commit an act to end a patient’s life and if such 

a request is made then the entire Directives is ineffective.   

 

One note of caution and it can, but rarely happens, namely where partners, whether they are husband and wife 

or common law spouses, may both enter into such a document but that one party to the relationship may be 

dominant and the other party may not fully understand what the Living Wills/Advance Directives mean.  It is 

essential that the Clinical addresses both parties separately and ultimately is satisfied that one party is not 

unduly influenced by the other party. 

 
A point to understand about Living Wills and Advance Directives is that there is no law governing advance 

directives in Ireland and the courts here have not considered the matter explicitly, other than in cases involving 

Jehovah Witnesses.  

 
18.0 WHERE COMMUNICATION WITH THE PATIENT IS NOT POSSIBLE  
As a general rule it should never be assumed that a person does not have the capacity to give or withhold 

consent.  Difficulty communicating should not be confused with inability to make informed decisions.  Every 

effort should be made to facilitate communication with patients.  Unless the need for treatment is so urgent as 

to render it impossible it may be appropriate to use others in the communication process, such as colleagues 

with expertise in learning disabilities or speech and language.   

 

Where necessary or appropriate, consideration should also be given to the use of communication aides and 

other forms of non-verbal communication. 

 

Where, for example, a patient is having difficulty communicating following a stroke it may be that a family 

member is best equipped to interpret the patient’s wishes.  Whenever a third party is assisting with patient 

communication it is important that they understand their role as that of translating the patient’s wishes only and 

not attempting to themselves decide what might be best for the patient. 

 

This applies equally to circumstances where - due to a language barrier - an interpreter (whether related to the 

patient or not) is assisting in the communication process.  Whenever possible, information (both verbal and 

written), should be available to patients in their first language. 

 

Where the proposed treatment could safely be deferred and where communication might be easier in the future 

(e.g. when a particular communication aide becomes available or an interpreter can be accessed) the treatment 

should be postponed.   

 

In all circumstances where communication is not possible healthcare professionals must act in the best interests 

of the patient.    In such situations it should be remembered that “best interests” might not be limited to medical 

considerations only.  Other issues such as the patient’s general well-being, wishes/views previously expressed 

(if known) and religious convictions might also be taken into account. 
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Where a decision is being taken about treatment in the absence of consent due to an inability to communicate it 

is important to remember that nobody (including spouse, siblings and children of the patient) can give or 

withhold consent.  The decision about treatment in these circumstances ultimately rests with the treating 

clinician.  However relatives should be included to the greatest extent possible in the decision making process 

and ideally decisions will reflect a consensus between the Clinician and those closest to the patient.  During this 

consultation with relatives it must be remembered that it is only the patient’s best interests that should be 

considered – it is not appropriate to balance these against anyone else’s interests. 

 
Where treatment is being given in the absence of consent due to inability to communicate it is most important 

to carefully record the attempts that have been made to communicate, the decision making process undertaken 

(including discussion with relatives and consultation with other healthcare professionals) and the reasons for 

proceeding. Consultation with colleagues in these circumstances in highly advisable and their views/input 

should also be recorded.  Any disagreement among healthcare professionals should also be documented. 

 
19.0 WARD OF COURT 
The purpose of wardship is essentially protection of the interests of the ward. An application is often made by a 

family member, but it can be made by any interested party including a hospital in which the prospective ward is 

a patient. When a person (not a minor) has been taken into Wardship, it means that the President of the High 

Court has found, on the basis of medical evidence available to him, that the person is of unsound mind and 

incapable of managing his/her person or property.   

 

In circumstances where a person is a Ward of Court, the Wards of Court Office issues a Certificate of Consent 

for medical treatment of the Ward on the basis of a medical opinion provided to the Office outlining the need 

for treatment.  A certificate will normally issue if needed in a very short space of time. 

 

There are 2 categories of “Wards”.  The first and larger category comprises adults who have been brought into 

wardship because of mental incapacity.  The second and much smaller category comprises persons under 18 

years of age who are taken into wardship as minors for specified reasons and the question of their mental 

capacity is not relevant.  The warship of minors is not specifically relevant to the issue of clinical consent. 

 

In Ireland the High Court has exclusive jurisdiction to grant or withhold consent to the treatment of a Ward of 

Court and this was upheld by the Supreme Court in the case of “Re A Ward of Court (withholding of medical 

treatment) (2)” 1996. 

 

There was a more recent High Court decision in “Re M ex-parte”, which was unreported, but occurred in 

October 2003 whereby a hospital in Dublin made an emergency application to the Court to make an 

unconscious patient who had gone into a coma following the birth of her child, a Ward of Court in order that 

consent be given to a life-saving medical procedure.   

 

Previously the woman had given her consent and then withdrew it.  The President of the High Court heard the 

application ex-parte and made an Order to take the woman into wardship there and then, applying the parens 

patriae principle. 
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In other circumstances one must file a Petition to the High Court supplemented by a detailed medical Affidavit, 

ideally sworn by the Consultant in charge of the patient. The Registrar of the Ward of Court, subject to the 

directions of the President of the High Court, can then order for an independent medical examination by a 

medical visitor who will furnish a separate Affidavit to the Court giving an independent medical opinion to the 

Court.  Ideally in these circumstances the next of kin of the patient should be consulted and should effectively 

consent to the proposed application to make the patient a Ward of Court. 

 

Once the patient has been made a Ward of Court the Court will effectively step into the shoes of what a 

“responsible parent would do in the case of his/her own child”.  The Court will take into account the wishes of 

the next of kin of the Ward of Court, including the family and the evidence of the Clinician treating the patient. 

 

It is not necessary to apply in each case to the President of the High Court for consent to the carrying out of 

non-controversial procedures such as the treatment of fractures or lesions from an accident, or to operate on, or 

administer anaesthesia to a Ward of Court.  It is sufficient in these cases to furnish a request for consent to the 

Office of the Ward of Court, or to the Case Office delegated by the President of the High Court to deal with the 

Ward of Court and he will issue a Certificate of Consent. 

 

The President of the High Court will only personally intervene when dealing with cases of controversial 

procedures such as an amputation, or operation/procedure, which would involve significant risks, sterilisation, 

possible risk to the Ward of Court’s life or serious deterioration to the health of the Ward or where the Ward of 

Court’s next of kin opposed the treatment. 

 

At all times the primary concern will be “the best interests of the patient”.  It is difficult to define what is the 

patients’ “best interests”. The High Court in Ireland in trying to ascertain and protect the patient’s best interests 

in making a decision on health care would take into account the following considerations:- 

 

♦ The wishes of the patient, so far as they can be ascertained, if at all; 

 

♦ What would happen if the proposed treatment/procedure was not carried out; 

 

♦ What alternative reasonable medical treatment is available; 

 

♦ Whether it can be postponed because better treatment may become available. 

 

20.0 RESUSCITATION 
Under Article 2 of the European Convention on Human Rights, every person has the right to life.  A patient 

has the right to be resuscitated, if they have a reasonably good prognosis and if the procedure they are 

undergoing is reasonably probable to be a success.  If a patient was asked before a procedure what their 

wishes would be in the event of a cardiac arrest, and it was established that the patient would not like to be 

resuscitated, then their wishes would prevail.  
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It should also be established that the patient has the mental capacity to understand and make such a decision.  

Evidence of this should be entered into the patient’s medical record. Ideally, decisions about whether to attempt 

to resuscitate a particular patient should be made in advance, as part of the overall care planning for the patient 

and, as such, are discussed with the patient along with other aspects of future care. 

 

20.1 Incapacitated Adult: 

No person is legally entitled to give consent to medical treatment on behalf on an adult who lacks decision-

making capacity. Where the patient lacks capacity and has not previously expressed a wish the treating 

Clinician must act in the patient’s best interests.  The patient’s age alone should not be a determining factor in 

assessing their best interests.    

 

In such situations it should be remembered that “best interests” might not be limited to medical considerations 

only.  Other issues such as the patient’s general well-being, wishes/views expressed prior to loss of capacity (if 

known) and religious convictions might also be taken into account. 

 

Relatives and concerned others should be assured that their views on what the patient would want will be taken 

into account in the decision making process but they cannot insist on treatment or non-treatment.  Clinicians 

cannot be required to give medical treatment, which is contrary to their clinical judgement. 

 

20.2 Children and Young People: 

The views of children and young people must be taken into account in the decision making process about 

attempting CPR. Parents cannot expect Clinicians to provide treatment contrary to their professional 

judgement, but Clinicians can try and accommodate parent’s wishes while protecting the wishes and the best 

interests of the child.  If a disagreement regarding CPR arises between the Clinician and the parents of a child, 

despite numerous attempts to reach agreement, legal advice should be sought.  All communication regarding 

the issue of resuscitation must be documented in the medical notes. 

 

20.3 “Do Not Resuscitate” decisions 

The following points can lead to withholding cardiopulmonary resuscitation: 

 

♦ The refusal of the mentally competent patient to medical treatment 

♦ Patient’s known or ascertainable wishes 

♦ The likely event that CPR is likely to be succeeded by a poor quality of life, which would not be in the 

best interests of the patient 

♦ If treatment was not in accordance with the professional judgements of Clinical staff. 

 

Where a decision is being taken about withholding life-prolonging treatment (in the absence of expressed 

consent) it is important to remember that nobody (including spouse, siblings and children of the patient) 

can give or withhold consent.   
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The decision about treatment in these circumstances ultimately rests with the treating clinician.  However 

relatives should be included to the greatest extent possible in the decision making process and ideally decisions 

will reflect a consensus between the Clinician and those closest to the patient. During this consultation with 

relatives it must be remembered that it is only the patient’s best interests that should be considered – it is not 

appropriate to balance these against anyone else’s interests. 

 

A ‘not to resuscitate’ note should be written in the patient’s record.  This note should normally be signed by the 

patient’s Consultant/ Registrar, following an appropriate level of consultation with other healthcare 

professionals. 

 

Any decision not to administer resuscitation should be reviewed regularly in light of the patient’s progress and 

not seen as a “one-off” decision.   

 

21.0 BLOOD TRANSFUSIONS 
In a situation where a patient requires a blood transfusion as part of medical treatment, verbal consent must first 

be obtained in addition to written information on the procedure.  An accompanying information leaflet should 

contain the following: 

 

♦ What the procedure is and what it entails? 

♦ The purpose and the benefits associated with a blood transfusion 

♦ The risks associated with such a procedure 

♦ What are the safety measures to ensure uncontaminated blood? 

♦ The reactions that may be experienced while undergoing a transfusion and the  

            associated treatments 

♦ What are the alternatives to a blood transfusion? (Refer to Transfusion Policy 2001) 

 

22.0 UNLICENSED MEDICINAL PRODUCTS 
There is no obligation to obtain consent from the patients for the use of unlicensed medication. Experience has 

shown that many patients become worried when informed that they are being given an unlicensed medicine and 

require reassurance. The consultant has a clear obligation to advise the patient of the fact that an 

unlicensed medicine has been prescribed.  Informing patients of the “unlicensed status” and the reason why a 

given product is unlicensed; this should be done in such a way as to assuage concerns and facilitate patient 

adherence to treatment. 

 

23.0 CLINICAL PHOTOGRAPHY AND OTHER RECORDINGS 
Photographic or video recordings which have been made for the purpose of treating or assessing the patient, 

may not be used for any other purpose without the written consent of the patient.  All clinical photography and 

other recordings must comply with the Data Protection Act of 1988 and be stored in a secure manner.  Any 

person undertaking patient photography does so on the understanding that all images that are produced will be 
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regarded as medical records and are therefore protected in the same manner.  Each healthcare institution must 

have a policy dealing with this issue, which must be read and adhered to by all staff. 

 

A full and detailed explanation of the purpose of the photographs and how they will be used must be given to 

the patient, in addition to appropriate written consent being obtained before any photography takes place.  

There are special circumstances where the attending consultant may authorise consent.  Examples of these 

circumstances are the following; 

 

♦ Suspected non-accidental injury to a child 

♦ Visual evidence for legal reasons 

♦ Persons obtaining treatment under false pretences 

♦ Deceased patients whose next of kin is not known 

 

Written consent must also be obtained from a parent or guardian when undertaking clinical photography or 

recordings of a minor and must only be carried out by a senior member of medical or nursing staff.  If a child is 

not willing for a recording to be used, it must not be used, even if parental or guardian consent has been 

obtained. 

 

Consent must also be obtained in the case of an unconscious patient.  Photographs may be taken but should not 

be used until signed consent has been obtained. In the event of recovery the Clinician must inform the patient 

that photographs have already been taken and the reason why they were taken.  In the event of the patient 

refusing to sign a consent form for the release of the recordings, the images must be destroyed.  If the patient is 

likely to be permanently unable to give consent, agreement must be sought from the next of kin. No such 

recording must be made if the purpose of the recording could have equally been met by recording another 

patient who can give or withhold consent. In the event of the death of a patient, confidentiality must be 

maintained.  The next of kin of a deceased patient has the right to withdraw consent at any time regarding the 

use of these images.  It is also recommended that such images not be kept for longer than is necessary. 

 

It is not sufficient that black bands be used across the eyes in facial images to conceal identity.  Other such 

clues to the patient’s identity must also be removed, for example dates and times. Patients have the right to 

withdraw consent at any time during the recording, after which the images must be destroyed.  Patients must be 

made fully aware of the implications of the recording entering the public domain, including the fact that it may 

not be withdrawn. 

 

24.0 PROVISION FOR PATIENTS WHOSE FIRST LANGUAGE IS NOT  

         ENGLISH 
These patients must receive the appropriate written and oral information they need in order to make a rational 

decision.  Provision must also be made for staff to communicate appropriately with patients. It is 

recommended that relevant governing bodies or embassies be contacted to assist in organising an interpretation 

service to assist both the patient and staff.  It is advisable to discuss the importance of confidentiality with the 

interpreter. 

Reference  RM/001 2006 

                                              Version 1.0   25 



25.0 HEARING IMPAIRED PATIENTS 
Hearing impaired patients should expect to be provided with appropriate communication support in every 

consultation and at every stage of their treatment process.  The use of a properly trained interpreter is important 

in order to ensure the quality of the service. Such interpreters must adhere to a strict code of ethics and 

confidentiality. 

 

26.0 VISUALLY IMPAIRED PATIENTS 
Provision must also be made for visually impaired patients to communicate appropriately in order to obtain 

informed consent. This may take the form of a tape recorder to secure consent. This recording must accompany 

an additional consent form, which must be signed by the attending Clinician and a witness who may be a 

member of healthcare team involved in the delivery of the patients care. Information regarding proposed 

procedure must be given in audio form in order for the patient to make a rational decision.  The recording of the 

consent must be stored in a secure setting to protect patient confidentiality. Documentation of all 

communications between physician and patient must be entered into the medical record. 
 

27.0 NEEDLESTICK INJURY/ STAFF EXPOSURE TO BLOOD BORNE  

         VIRUSES 
In the event of a staff member sustaining an injury from a needle or similar exposure to blood or body fluids 

from a known patient, the hospital is faced with a situation where it has two sets of patients’ rights which need 

to be balanced, i.e. those of the “source patient” and those of the “employee patient”. 

 

Such an incident may result in the employee patient becoming infected with an illness such as HIV or 

Hepatitis, and can cause considerable anxiety to the employee. Testing the source patient’s blood enables us to 

assess whether there is a risk to the employee. If the result is positive, we can start treating the employee patient 

with appropriate medication if necessary. If the result is negative, we can then reassure the employee. 

 

In such circumstances the source patient will be asked to give consent to a sample of his/her blood being taken 

for the purposes of Hepatitis and HIV testing.  As part of this consent process the importance of the test from 

the employee patient’s perspective will be explained.  Careful consideration will also be given to the possible 

counselling or other support services that the source patient may need. 

 

If the source patient is not competent to give consent, his/her blood may be taken and/or tested and the results 

shared with the employee patient’s treating Consultant.  This exception to the normal rules on confidentiality is 

in place as the hospital considers that the employee patient’s right to the most appropriate medical treatment 

outweighs the source patient’s right to confidentiality, having particular regard to the limited breach of 

confidentiality that would take place in such circumstances.  It would be considered good practice for the next 

of kin of the source patient to be informed.  Although the hospital must give appropriate consideration to the 

source patient’s right to confidentiality, given the sensitivity to taking blood samples for the purpose of 

hepatitis and HIV testing.  A senior Clinician should record in the source patient’s records the circumstances in 

which the blood samples were taken.  If the source patient subsequently recovers competence a full explanation 

of what has taken place should be provided. 
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If the source patient is competent but withholds consent and a sample of his/her blood has already been taken 

for other purposes, it cannot be tested for hepatitis and HIV, as well as other procedures the blood cannot be 

tested for those specific purposes.  In these circumstances, it would be good practice for a Consultant or 

Registrar to record in the chart the circumstances surrounding the needle stick injury, that a sample of the 

source patient’s blood had already been taken for other purposes and the source patient’s has refused to allow 

his/her blood to be tested for Hepatitis and HIV.  It should also be recorded that there was a discussion with the 

source patient to explain to him/her the employee patient’s right to establish his/her medical condition and if 

necessary to seek appropriate medical treatment. 

 

Furthermore it would be appropriate for a second consultation to take place with the patient, this time with 

another Consultant or senior doctor and again if the source patient refuses to allow the testing of the blood then 

the hospital management must be informed immediately with a view of considering an Ex-Parte Application to 

the Court.   

 

If the source patient is competent but withholds consent for taking a blood sample, two independent consultants 

or senior doctors should discuss the issues with the source patient pointing out the plight of the employee 

patient and the possible need for medical treatment for the employee patient.  If the source patient continues to 

refuse to grant the consent then you have no option but to firstly inform the hospital management and secondly 

to make an application to the Court.  

 

Again in these circumstances both doctors should record clearly in the notes the reason why the blood sample is 

require setting out the circumstances of the needlestick injuries, the views expressed by the source patient 

refusing to grant consent, the advices given to the source patient by both doctors, including the risk (very little 

to the source patient) and benefits of the blood sample being given from both the source patient’s and the 

employee patient’s perspective.      

 

If the source patient is a minor i.e. under the age of 16 and there are possible indications from the hospital 

records that the minor may have hepatitis or HIV, the clinician should take into consideration the minor’s rights 

of confidentiality in not wanting the parents to know that he/she may possibly have hepatitis or HIV.  If a 

minor is competent and understands the nature of the blood sample and the reason for it being tested and gives 

consent to it, then it may not be necessary to seek specifically the consent of the parents, particularly in light of 

the involvement of the employee patient and the risks to his/her health.  This approach however, may create a 

dilemma if the blood test confirms the presence of hepatitis of HIV.   
 

In the case of a source patient who has died and a blood sample has not been taken, the consent of the next of 

kin may be required so as to allow a pathologist in the course of doing a post mortem examination to take 

blood.   
 

In any circumstance where blood is being tested or taken without consent careful consideration should be given 

to the possible counselling or other support services that the source patient may need. 
 

If possible, this element of the hospital’s policy on consent should be explained to all patients. 
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28.0 PATIENT INFORMATION SHEET 
On admission for elective procedures the patient should, where possible, be presented with an admission 

information sheet, which will be individualised for their particular procedure.  The language should be easy to 

understand and consist of ‘lay man’ terms.  The print should be large to aid those who are visually impaired.  

 

29.0 PROTECTION OF MEDICAL RECORDS 
Clinicians must ensure that their patients’ medical records are protected from improper disclosure while in their 

possession.  If a patient gives consent to the disclosure of records, the Clinician must ensure that the patient 

understands the consequences of such disclosure, what will be disclosed, the reasons for the disclosure and the 

consequences of having giving consent.  Medical information must only be disclosed in accordance with the 

conditions of the patient’s consent.  The patient is also owed a duty to be informed whenever confidential 

information will be disclosed to third parties.  By this we mean other healthcare professionals as part of multi-

disciplinary team.  The Clinician may not disclose any medical details concerning a patient’s condition to 

anyone else without the consent of the patient; for example, disclosing details to the patient’s family or 

preparing a medical report for a solicitor or an insurance company.   

 

In order to aid the development of trust in the doctor-patient relationship, it is preferable that the consent of the 

patient is obtained prior to disclosure of confidential information from medical records.  There are exceptions 

to the Medical Profession’s duty of confidentiality to the patient: 

 

♦ Where a patient gives consent to the disclosure of information to third parties 

♦ When disclosure is required by a judge in a court of law 

♦ When disclosure is necessary to protect the interests of the patient 

♦ When disclosure is necessary to protect the welfare of society 

♦ When disclosure is necessary to safeguard the welfare of another individual or patient. 

 

The Data Protection Act 1988 protects the individuals right to privacy. Doctors and other healthcare 

professionals holding data concerning patients must register with the Data Protection Commissioner. A person 

has the right under the Act to establish the existence of this information and also has the right of access to this 

information. This information must be provided to the individual within a specified time frame and in 

intelligible form.  The person can exercise the right to rectify or erase any information held that is incorrect or 

misleading.  Such information may not be disclosed to any third party without the prior consent of the 

individual unless it falls under the exceptions discussed above. 

 

The Data Protection Amendment Act, 2003 will amend the Data Protection Act, 1988, by extending data 

protection rules to certain manual data relating to living individuals which is recorded as part of a relevant 

filing system. It sets out conditions for processing personal data, including more stringent conditions in relation 

to sensitive personal data, and strengthens data subjects’ rights, in particular the right to be informed about the 

processing of data relating to them.  The new section 2A deals with the processing of personal data and takes 

account of the provisions of Article 7 of the Directive.  It provides that in addition to satisfying the conditions, 
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which must be complied with in section 2, consent has been obtained from the data subject or an appropriate 

person (e.g. where the data subject is under age or incompetent).  Other listed conditions are contained within 

the Act. The new section 2B relates to the processing of sensitive personal data and takes into account of 

Article 8 of the Directive.  It provides for a prohibition on the processing of sensitive personal data, unless in 

addition to satisfying the criteria set out in sections 2 and 2A.  Some of the additional listed conditions are as 

follows; 

 

♦ Where the data subject has given his/her consent to the processing unless prohibited by law 

(subsection 2B(1) (b) (I) 

♦ Where processing is neces sary to protect the vital interests of the data subject 

(subsection 2B (1) (b) (iii) 

♦ Where processing is necessary for the establishment, exercise or defence of legal claims 

(subsection 2B (1) (b) (vi) 

♦ Where processing is necessary for medical purposes and is undertaken by a health professional 

or another person subject to an obligation of professional secrecy (subsection 2B (1) (b) (vii). 

 

There are circumstances where Hospital Managers are entitled to disclose certain case files to a third party 

pursuant to Section 8 (d) of the Data Protection Amendment Act, 2003.  Two case studies of the Data 

Protection Commissioner have demonstrated this fact.  

 

Case Study I 

Drogheda Hospital: Investigation into a Consultant’s Practice – patient felt consent was necessary – 

balance to be struck with concerns for public health issues overall.  

Case Study II   

Referral of Medical Consultants’ clinical notes for review without his/her or the patient’s consent.  

 

The new Section 2C deals with security of processing and it provides, in accordance with Article 17 of the 

Directive, that data controllers must implement the most appropriate measures to protect personal data and that 

having regard to the cost of their implementation, such measures must ensure a level of security appropriate to 

the risks presented by the processing and the nature of the data to be protected.  The data controller must also 

ensure that anyone in his/her employment or anyone else who has access to the workplace is aware of and 

complies with such security measures. 

 

The Freedom of Information Act 1997 also enables individuals a general right of access to information in the 

possession of public bodies and to enable individuals access to and correction of personal information.  Public 

Bodies includes the Health Service Executive, public hospitals, the Department of Health, the Blood 

Transfusion Board and the Irish Medicines Board. The issue of third party access to publicly held records 

which contain personal information, such as clinical details in medical records, is also governed by the Act.  

The CEO shall refuse such a request if access would involve the disclosure of personal information.  The Act 

provides that the patient may access medical records through a healthcare professional that has relevant 

expertise in regard to the subject matter of the medical record. 
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The provisions of the legislation when finally enacted should be given careful consideration. 

 

The National Cancer Registry Board collects important data regarding the incidence and types of cancer 

diagnosed in Ireland.  Virtually all of this information is supplied by the hospitals which treat the patients 

concerned.  Clinicians are obliged to provide this information as it is very important for epidemiological and 

research purposes. 

 

Consent is not required for this data and the Health (Provision of Information) Act 1997 safeguards the position 

of hospitals supplying data of this kind to the National Cancer Registry Board. 

 

30.0 POST-MORTEMS 
In the case of a non-coroner post mortem, it is important to ensure that relatives understand what a post-mortem 

is and why it is undertaken.  The discussion should include details of what a post-mortem entails.  Information 

booklets should be available to assist relatives in making their decision to consent to a non-coroner’s post-

mortem. In the case of a coroner’s post-mortem, relatives need to be made aware that consent is not required 

for the post-mortem.  However, a good level of communication with families at the time of death and during 

the post-mortem process is required. The Faculty of Pathology of the Royal College of Physicians in Ireland 

has issued extensive guidelines for postmortem consent and retention of tissue.  These guidelines deal with all 

relevant issues and all clinicians should be familiar with them.     

 

31.0 RETENTION OF TISSUES 
Small pieces of tissue may be taken by biopsy for pathological examination and diagnosis, and larger amounts 

of tissue may be removed surgically during operations for malignant or other diseases.  This is usually 

discarded as clinical waste, but may alternatively be archived and made available for scientific research, 

medical training and audit of Laboratory procedures. It would seem appropriate that the lead clinician advises 

patients of this practice and obtains their consent.  

 

32.0 CONSENT FOR CLINICAL TRIALS AND RESEARCH 
Essentially, participants must be informed of the risks of the trial or research as well as the purpose of the trial 

and qualification of the healthcare professional and written consent must be obtained. All risks and discomforts 

must be explained to the patient.  Consent can be withdrawn at any time and there must be a strict cooling off 

period between the provision of the information and the commencement of the trial.  There is an absolute duty 

on the Clinician to disclose all known risks to the participant. This is governed by the two acts of the 

Oireachtas, Control of Clinical Trial Act, 1987 and the Clinical Trials and Drug Act, 1990 as well as by the 

Directive 2001 / 20 / EC Pursuant to Statutory Instruments Number 190 of 2004 entitled “European 

Communities (Clinical Trials of Medicinal Products for Human Use) Regulations 2004. 

 
33.0 JEHOVAH’S WITNESSES  
Most Jehovah’s Witnesses will not accept a transfusion of whole blood or its major derivatives.  This includes 

fresh frozen plasma (FFP), packed cells, white blood cells and platelets. Absolute rules regarding blood 
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products, however, do not exist and some Witnesses may accept the use of plasma protein fraction (PPF) or 

components such as albumin, immunoglobulins and haemophilic preparations with each Witness deciding 

individually whether to accept these.  Other clinical interventions may have to be dealt with on a personal 

basis: organ transplantation, for example, is not specifically forbidden for Jehovah’s Witnesses and each 

individual is expected to reach his/her own decision.  

 

Recent knowledge of the risk of transmission of disease and other complications of blood transfusion have in 

many cases been cited as further support for the Jehovah’s Witnesses’ refusal to accept blood transfusion. 

 

Jehovah’s Witnesses are generally well informed, both about their legal position and the options for treatment.  

Any competent adult is entitled to accept surgery but also to exclude specifically certain aspects of 

management such as the administration of a blood transfusion.  Most practising Jehovah’s Witnesses will carry 

with them a clear Advance Directive prohibiting blood transfusion.  Many have also executed a more detailed 

Healthcare Advance Directive (living will) with comprehensive personal instruction on a variety of matters and 

have lodged copies with their general practitioner as well as family and friends.  It is important to realise that 

individual Jehovah’s Witnesses may have different views and the doctor’s obligation is to respect the wishes of 

the individual patient. 

 

An advance medical directive by a competent adult, if properly signed and witnessed, must be respected unless 

there is some reason to suppose that the patient has changed their view since the directive was executed.  Each 

Jehovah’s Witness patient should be ascertained to find out which aspects of treatment are acceptable and 

which are not. 

 

To administer blood to a patient who has steadfastly refused to accept it either by the provision of an advance 

directive or by its exclusion in a consent form is unlawful, ethically unacceptable and may lead to criminal and/

or civil proceedings. 

 

In the management of trauma or when dealing with an unconscious patient whose status as a Jehovah’s Witness 

may be unknown, the doctor caring for the patient will be expected to perform to the best of his ability and this 

may include the administration of blood transfusion.  However, there may be opinions put forward by relatives 

or associates of the patient suggesting that the patient would not accept a blood transfusion even if that resulted 

in death.  Such relatives must be invited to produce evidence of the patient’s status as a Jehovah’s Witness.  It 

is not uncommon for Jehovah’s Witnesses to lodge a copy of their advance directives with their General 

Practitioner, who should be contacted. 
 

It is essential that clinicians who are aware that an elective patient is a Jehovah’s Witness should alert other 

colleagues as soon as possible in order to ensure that everybody is prepared to manage the patient’s care. 
 

The Jehovah’s Witnesses have established a number of Hospital Liaison Committees in key locations in Great 

Britain and Ireland (Dublin, Telephone No 01 840 3977).  Representatives of these Committees are available at 

any time to advise or assist with the management of individual Jehovah’s Witnesses. The Hospital Liaison 

Committees may have a schedule or physicians prepared to manage these patients. 
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Full pre-operative investigations and consultation with the patient should take place as early as possible, in 

order to ascertain the degree of limitation on intra-operative management. 

 

At the pre-operative visit it is very important to take the opportunity to see the patient without relatives or 

members of the local community who may influence and impede full and frank discussion on the acceptability 

of certain forms of treatment.  At this stage, treatments which are regarded as acceptable should be established 

and the patient made fully aware of the risk of non-acceptance of blood or blood products.  Agreed procedures 

and non-acceptable treatments should be entered into the clinical notes and signed as a record. 

 

At the patient’s request, members of the Hospital Liaison Committee for Jehovah’s Witnesses may be part of 

these discussions.  Their prime role should be to avoid confrontation and assist understanding on both sides. 

 

A Jehovah’s Witness patient has the right to grant or withhold consent prior to examination or treatment.  They 

should be given sufficient information in way they can understand about the proposed treatment and the 

possible alternatives.  The Jehovah’s patient’s beliefs must always be respected and they should be given the 

opportunity to decide whether they will agree to the treatment and they may refuse or withdraw consent to 

treatment at any time.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reference  RM/001 2006 

                                              Version 1.0   32 



BIBLIOGRAPHY  
 
AMNCH - Guidelines in relation to Obtaining Patient’s Consent, November, 2003. 
 
Bromwell, R., Harrington, F., Harris, J. (2000) Deaf women:  Informed choice, policy and legislation.  British 
Journal of Midwifery.  Vol 8, no. 9.  pp 545-548. 
 
Childcare Act (1991). 
 
Children Act (1997). 
 
Children First (1999) National Guidelines for the Protection and Welfare of Children.  DOHC. 
 
Consent: 12 Key Points on Consent: the law in England.  Department of Health.   www.doh.gov.uk/consent/
twelvekeypts.htm. 
 
Consent Policy – Digital Photography of Patients.  www.medgraphics.comac.uk/photo/dphotofp.html. 
 
Consultation Paper on Vulnerable Adults and the Law; Capacity (LRCCP 37-2005). The Law Reform Society.  
 
Cusack, D. No Medical Records, No Defence.  Pp 22-23. 
 
Data Protection Act (1998). 
 
Data Protection (Amendment) Bill, 2002  Department of Justice, Equality and Law Reform, Dublin 2.   
www.irlgov.ie/justice. 
 
Decisions Relating to Cardiopulmonary Resuscitation.  A joint statement from the British Medical Association, 
the Resuscitation Council (UK) and the Royal College of Nursing, February 2001. pp 1-26. 
 
Department of Health Good practice in Consent implementation guide : consent to examination or treatment.  
November 2001. 
 
Dimond, B. (2001) Legal aspects of consent 5:  How to judge mental capacity.  British Journal of Nursing.  
Vol. 10, no. 9 . pp 614-615. 
 
Dimond, B. (2001) Legal Aspects of Consent 17: not for Resuscitation instructions.  British Journal of Nursing. 
Vol 10, no. 21. pp 1392-1394. 
 
Doran K., Cusack, D. (1997) Access to Medical Records:  The Effect of the Freedom of Information Act 1997.  
Medico-Legal Journal of Ireland.  Pp 106-108. 
 
Doran, K. (1997) The Legal Position Governing Access to Medical Records.  Medico-Legal Journal of Ireland.  
pp 50-56. 
 
Doran, K. (1997) Medical Confidentiality:  The Role of the Doctrine of Confidentiality in the Doctor – Patient 
Relationship.  Medico-Legal Journal of Ireland.  pp 389-394. 
 
Dublin Hospital Group – RM Forum Guidelines in Relation to Obtaining Patients Consent  October 2002.  
 
Dunn, D. (1999) Exploring the grey areas of Informed Consent. Nursing.  pp 41-44.  www.springnet.com. 
 
Eastern Regional Health Authority: Protocol/Guidelines for Hospitals for Coroners and Non-Coroners Post-
Mortem Practises  December 2002.  
 
European Communities (Clinical Trials of Medicinal Products for Human Use) Regulations (2004) published 
by the Stationery Office. Dublin.  
 
Freedom of Information Act (1997).  
 
Guidelines for Jehovah’s Witnesses, James Connolly Memorial Hospital. 

Reference  RM/001 2006 

                                              Version 1.0   33 



Healthy Ageing (2001)  
 
Hirsch S.R., Harris J. (2003) Consent and the Incompetent Patient: Ethics, Law and Medicine.   
 
HSE –North East, Guidelines on the Protection from Abuse of Vulnerable Adults with a Disability October 
2005. 
 
Mc Parland et al, (2000) Autonomy and Clinical practice 3: issues of patient consent. British Journal of 
Nursing. vol 9, no. 10. 
 
Management of Anaesthesia for Jehovah’s Witnesses, The Association of Anaesthetists of Great Britain and 
Ireland, March 1999.  
 
Medical Council.  A Guide to Ethical Conduct and Behaviour 6th Edition 2004. 
 
Midland Health Board - Patient Consent Guidelines, November, 2004.  
 
Mills, S. (2002) Clinical Practice and the Law  1st Ed.  Buttersworths. 
 
Supreme Court Judgement of North Western Health Board v W(H) Dated 8 November, 2001. 
 
Who Decides and How? People with Intellectual Disabilities – Legal Capacity and Decision-Making. Nambi 
October 2003. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Reference  RM/001 2006 

                                              Version 1.0   34 



 
 
 
 
APPENDIX 1 
 

 

Reference  RM/001 2006 

                                              Version 1.0   35 



 

 

Reference  RM/001 2006 

                                              Version 1.0   36 


