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National decision-making and consent principles

Using the GIRFT/NHS England standardised consent forms
for elective surgery
1. Purpose and context

This document provides a unified national narrative to support translating regulatory
standards into practical steps that make conversations safer, clearer, and more

achievable in busy services. It translates the requirements of the GMC Decision-

making and Consent (2024) and the RCS Consent: Supported Decision-Making
(2018) guides into practical steps for use with the GIRFT/NHS England standardised
consent forms in partnership with respective Royal Colleges and national specialty

societies. This guidance is focused on elective procedures and shared decision-
making and consent for a patient with capacity who is older than 16 years. If a child
under the age of 16 has ‘sufficient understanding and intelligence’ to enable them to

have capacity then this guidance would also apply.

Its purpose is not to create new guidance but to help teams implement existing
standards efficiently in a time and resource-constrained NHS. Decision-making and
consent discussion are both a legal safeguard and a clinical opportunity, a moment
to build partnership, clarify expectations, and improve outcomes through better

communication.
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2. Core principles

1.

Equal and Informed partners: Consent is given by patients, not taken by
clinicians. The duty of the clinician is to inform a patient of the reasonable
treatment options that are available and the risks and benefits of each.
Patients must be made aware that it's their choice whether or not to have

treatment and that they can change their mind at any time.

2. Start with shared decision-making:

a. Share relevant information’' — specific to the individual patient —

about the available options — including doing nothing. This should

start at time of diagnosis either in primary or secondary care

. Find out what matters to the patient?, so you can identify and share

information that might influence their choice between the available

options.

. Include risk assessment: discuss potential benefits, risks of harm,

uncertainties about and likelihood of success for each option

including the option to take no action. Share all 5 categories of risk
information? including the impact of related co-morbidities as well as

what the patient could do to minimise risk before the procedure.

. Support the patient* to understand, retain the information, make

sense of the information and to use it to make a decision. Check the
patient understands the information they’ve been given. Try to
reach a shared understanding of the expectations and limitations of

the available options. Use of NHS England's decision support tools

accessible materials and GIRFT standardised consent forms is

recommended where available.

General Medical Council, Professional Standards: Decision-making and consent, https://www.gmc-
uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent

" Paragraph 10.
2 Paragraphs 16-20.

3 Paragraphs 21-24; paragraph 23 lists the 5 categories of risk information.
4 Paragraphs 27-30 and paragraph 24.
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https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent/the-dialogue-leading-to-a-decision#the-information-you-give-patients-6A5F020E1A524BD5A13B9A8DC1DBB750
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent/the-dialogue-leading-to-a-decision#finding-out-what-matters-to-a-patient-FBB5539AE62E440891AE5F62B73EFA78
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent/the-dialogue-leading-to-a-decision#discussing-benefits-and-harms-0DCBD8D1205E4039B60D906EB1342939
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent/the-dialogue-leading-to-a-decision#discussing-benefits-and-harms-0DCBD8D1205E4039B60D906EB1342939
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent/the-dialogue-leading-to-a-decision-continued-1#supporting-patients-decision-making-57A7355EA2A2444AB54A831927E6D29C
https://www.england.nhs.uk/personalisedcare/shared-decision-making/decision-support-tools/
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/decision-making-and-consent
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3. An ongoing process: Information exchange can take place over several
appointments with different professionals. It should be tracked so that the
person carrying out the procedure can be confident that the patient has had
opportunity to consider all relevant information, has made an informed
decision and is giving their informed consent.

4. No assumed conclusions: You might recommend a particular option for
someone in the patient’s clinical situation, but your discussion with the patient
could reveal wishes, fears, values or priorities that mean another option is
preferable to them. When recommending an option explain your reasons, so

you can unearth any incorrect assumptions (see paragraphs 11 and 12).

5. Period of reflection: Patients should be given the information they need as
early as possible in the process, so that they have time to consider it and
make an informed decision. There should be a period of reflection (‘cooling
off’) purposefully built into the decision-making and consent process. This can
occur once all relevant risks and benefits have been explained. The point in
care pathway and the amount of time given for reflection will be dependent on
the type of procedure and the patient-specific risks. This could be between the
provision of options (shared decision-making) and a minor procedure and
between first stage when information is given and second stage consent when
the decision to consent is confirmed for major procedures.

6. No surprises: Other than in an emergency, patients having a consent
discussion should already have been appraised of the risks of the treatment
under consideration. If new information is presented to the patient at a late
stage (e.g. on the day of surgery) and this information tips the balance in
favour of another option (including the option to do nothing) it must be made

clear to the patient that they are free to change their mind or defer treatment.

These principles apply across all surgical settings and must be proportionate to the

complexity, risk, and nature of the decision.
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3. The two-stage consent process

Stage 1: Shared decision-making

Explain the diagnosis and natural history of the condition.

Present the full range of options, including no intervention, outlining benefits,

risks, and uncertainties.

Explore what matters most to the patient - function, independence, return to

work, pain relief, quality of life, whatever it may be, it is critical to know.
Provide written or digital resources early and encourage time for reflection.
Document the discussion in the clinical record.

Provide access to decision support tools, where available. (NHS England

Decision support tools)

Stage 2: Confirmation of consent

Revisit the decision after an appropriate reflection period.
Check for new information or health changes.
Confirm understanding and willingness to proceed.

Complete or update the consent form, ensuring patient-specific risks and

concerns are recorded.

Reconfirm on the day of surgery that consent remains valid.

Why this process is important: Montgomery judgment: discussions must be

personalised and evidenced (Montgomery v Lanarkshire Health Board, 2015).

Clinicians should provide clinical judgement, which is supported by a body of medical

opinion, present and discuss the reasonable (rather than necessarily all) treatment

options with the patient. The clinician does not need to discuss doubtful fringe

options, so avoiding patients being inundated with options which could be

unreasonable in the circumstances (McCulloch V Forth Valley Health Board, 2023).

The depth of discussion should reflect clinical equipoise, some decisions are clear-

cut, others need fuller dialogue where benefit needs to be agreed with the patient.

Page 5 of 15


https://www.england.nhs.uk/personalisedcare/shared-decision-making/decision-support-tools/
https://www.england.nhs.uk/personalisedcare/shared-decision-making/decision-support-tools/

National decision-making and consent principles

4. Using the GIRFT/NHS England standardised consent

forms

Completing the form

Procedure and indication: Use plain language describing the aim and likely

benefit.

Alternatives: Include all reasonable options, not only surgical, including doing

nothing.

Risks: List expected, common, and rare risks, with emphasis on material
relevant to this individual including patient-specific risks and asking the patient

about their specific concerns.

Anaesthetic information: Record any separate discussion and the

confirming clinician’s signature.

Patient statement: Ensure the patient’s understanding and voluntary

agreement are documented.

Clinician statement: Confirm the discussion was proportionate and

conducted by a suitably trained professional.

Integrating into care pathways

Provide the form and decision-support material early, ideally after the first

clinic appointment.

Incorporate digital copies within the electronic patient record to avoid

duplication.

Ensure continuity so each clinician builds on the previous discussion rather

than restarting it.

The form should prompt discussion, not replace it. Its strength lies in standardisation

combined with personalisation of risk.
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5. Delivering consent in a time and resource-constrained

service

Practical enablers

1.

All clinicians involved in the decision-making and consent process should be

skilled in shared decision-making.

All clinicians involved in the decision-making and consent process should be
aware of the challenges patients can face in understanding health information

and be skilled in health literate communication techniques.

Resources to support patients in making decisions should be provided to
patients throughout the process and as early as possible. This should include

decisions support tools where available.

All stages of the decision-making and consent process should be documented
in such a way that allows other professionals to build on and complement

what has already been discussed.

Written communications (e.g. clinic letters, decision-making discussion,
consent form) should where possible include individualised risks and benefits
and factors involved in the decisions to support deliberation in the ‘cooling off’
period.

All resources should be available in the chosen language of the patient and
interpretation service provided as needed.

System supports

Allocate protected time for complex or high-risk discussions.
Train teams in health-literate communication.

Audit performance using measures such as reflection period achieved,

patient-specific risks documented, and on-the-day reversals.
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6. Multidisciplinary collaboration

Surgeons should actively consider patients holistically. Frailty and other
perioperative risk factors affect outcomes. Discussing with anaesthetists,
geriatricians, and perioperative care teams to optimise risks is integral before

confirming consent.

Although the surgeon leads, the decision making process may be strengthened by

the wider team when appropriate:

o Anaesthetists and perioperative assessment teams explain anaesthetic

and peri-operative risk.

« Geriatricians help assess frailty and functional outcomes for older or complex

patients.
« Nurses and AHPs reinforce understanding and check ongoing questions.
o Smoking or alcohol cessation teams,
o dietitian,
o physiotherapy teams,
o psychologists.

The responsible consultant retains accountability for ensuring consent is informed,

voluntary, and current at the time of surgery.

7. Documentation and record-keeping

Every consent episode should include:

o Written record of the discussion (letter, clinic note, or digital template).

o A completed consent form given to the patient.

o Copies of written or digital information shared.

o Documentation of capacity assessment where relevant.

o Confirmation that consent remains valid immediately before the procedure.

A signed form alone is not proof of valid consent; contemporaneous notes and

evidence of discussion are essential.
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8. Practical checklists

Decision-making checklist

1.

2.

Have all reasonable options, including no treatment been discussed?

Have benéefits, risks, and uncertainties been clearly explained, including the

outcome of a full peri-operative risk assessment?

Has the patient’s perspective on what matters most been explored and

rationale for choosing a particular option based of this been recorded?
Has a reflection period been provided?

Has capacity been confirmed and understanding checked?

Has a decision support tool been used (where available)?

Has the decision been documented using the GIRFT form and clinical record?

Communication checklist

o

Use clear, jargon-free language and diagrams where helpful.

Offer interpreter, translated and accessible materials where needed.
Confirm understanding through teach-back.

Provide written information for later reference.

Respect the patient’s right to defer or decline treatment.
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9. Decision-making and consent pathways

Major procedure®

AL

Confirmation of

' Initial shared

isi i iti ‘Cooling off
decision making of Initial consent g

consent on day of

treatment options EEEUESEN Period’ surgery
\ J o\ J
Y Y
Decision support tools Consent forms

Where available NHS England Decision support tools and NHS England/GIRFT

standardised consent forms should be used.

Moderate or high perioperative risk
Complex or high-risk procedures e.g. anterior spinal surgery/revision total knee
replacement/elective AAA repair.

Significant co-morbidities which affect mortality risk and outcomes of surgery e.g.
ischaemic heart disease, renal failure, poorly controlled diabetes, dementia, frailty
and risk of post-operative delirium.

Moderate to high peri-op risk — need consent clinic for further discussion after
perioperative risk assessed and protected decision-making time including

anaesthetic risks.

5 Defined by NatSSIPs 2 https://cpoc.org.uk/sites/cpoc/files/documents/2023-
02/1.%20CPOC NatSSIPs_FullVersion 2023 0.pdf
Decision support tools and Standardised consent forms are subject to availability
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Low peri-op risk

Initial SDM (Shared
Decision Making)
discussion re: all EB 2-stage consent
(Evidence Based)
options

Moderate to high peri-op risk

SDM
discussion re:
Peri-op a) optimise
assessment / and proceed
consent clinic b) alternative
course of
action

| S

Provisional
Initial SDM decision to
discussion re: proceed with 2-stage

consent

all EB options surgery
Primary care Outpatients
review
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Day case/high efficiency procedures

Simple high volume elective procedures in outpatients/treatment room/theatres —
may not require a separate consent clinic e.g. cataract surgery, carpal tunnel

release
They must have low perioperative risk.

The decision-making and consent process may be completed in outpatients and
confirmed on the day of surgery with a period for reflection in between as long as
a healthcare professional has provided information in advance of the day of
procedure and documented a discussion.

Example of steps

1.

Patient referred by optometrist (informs GP, obtains medical history and begins
SDM).

Provider/optometrist sends Information leaflets/e-consent links/other patient
information/copy of standardised consent form resources to the patient.
Telephone triage with nurse - evaluate co-morbidities and suitability for HVLC list
— virtual pre-op assessment, SDM discussion (alternatives, risks and benefits).
One-stop clinic with ophthalmic surgeon (or suitably trained HCP if low risk) for in
person assessment to determine risk stratification/cataract complexity, biometry
for lens selection and first stage consent.

5. Provision of pre-operative eye drops and post-op care explained.

6. Confirmation of consent on the day of surgery by nurse trained to obtain consent

7.

and mark.

Escalation to surgeon if any concerns.

Minor procedures®

Example: Ultrasound guided injection or other radiological procedures.

e The patient has been referred by another clinician booking the investigation or

procedure.

6 Defined by NatSSIPs 2 https://cpoc.org.uk/sites/cpoc/files/documents/2023-
02/1.%20CPOC NatSSIPs FullVersion 2023 0.pdf

Decision support tools and Standardised consent forms are subject to availability
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e |t would be expected that any relevant information resources will have been
provided by the referring clinician.

e These procedures should be documented on a consent form and the patient
should be marked in accordance with the recommendations under minor
procedures in NatSSIPs 2.

e A cooling off period whilst treatment options are considered has been

achieved even though the consent is signed on the day of the procedure.

Very minor procedures without written consent forms

Example: A clinician carrying out a non-radiologically guided injection in outpatients.

e There should be an explanation of how it may help a patient as part of the
decision-making discussion of options including no treatment.

¢ Risks and benefits should be discussed.

e |If the patient is willing and consent is given the procedure can go ahead.

e The above should be recorded in the patient letter that there had been a
discussion of the treatment options, benefits, risks and any relevant patient-

specific concerns.

10. Continuous consent

Consent is dynamic. It continues through every stage of the patient’s journey: clinic,
pre-assessment, theatre, and follow-up. Any new diagnosis, risk, or preference
requires reconfirmation. Embedding this approach reduces cancellations, improves

satisfaction, and ensures legal compliance.

11. Summary

Good decision-making and consent is good care. It depends less on paperwork and

more on honest dialogue, clear communication, and shared understanding.
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