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How to use this reading
This downloadable reading expands the browser module. It is intended for reflection, portfolio evidence and 
later reference. The browser module remains the interactive learning route; this PDF provides deeper 
explanation, practical tables, worked scenarios and the full official reference list.

Learning outcomes
 Apply a proportionate consent process in urgent care without treating urgency as blanket permission.
 Recognise when immediate treatment may proceed for a patient who cannot decide under the 

applicable framework.
 Respect a capacitous refusal even when treatment is urgent or potentially life-saving.
 Revisit decisions and explain what happened when the emergency passes or capacity returns.

A practical emergency consent framework
Start with three questions: What decision is required now? Can the patient make it? Can the decision safely 
wait? These questions prevent the common error of treating the entire encounter as one undifferentiated 
emergency.

If the patient can decide, provide a focused but real discussion and respect the decision. If the patient 
cannot decide and the intervention can safely wait, optimise the person and reassess. If the patient cannot 
decide and delay would create serious risk, use the applicable legal authority for necessary treatment and 
keep the intervention proportionate to the emergency.

Practice point
Ask "Can this decision safely wait?" before assuming urgency requires immediate action.

Focused information in time-critical care
In a time-critical discussion, prioritise the nature and purpose of the intervention, major benefits, material 
harms, realistic alternatives, and what is likely to happen without treatment. Avoid dumping an exhaustive 
list that obscures the decision. Ask one or two focused questions to check understanding and what matters 
most to the patient.

Pain, fear, hypoxia, delirium, medication and the speed of events can affect the process. These factors 
should trigger support and assessment, not automatic assumptions about capacity.

Safety point
Avoid the phrase "emergency = implied consent". Use precise reasoning about capacity, necessity, 
best interests/benefit and the correct jurisdiction.

Refusal in an emergency
A capacitous refusal remains significant even if the clinician believes the treatment is life-saving. Confirm 
that the patient understands the consequences, check voluntariness, and consider whether any reversible 
communication or clinical factor is interfering with the decision. Seek senior or legal advice when the stakes 
are high or the validity of refusal is uncertain, but do not redefine emergency as consent.
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Known advance refusals or legally authorised proxy decisions can also be relevant. Their detailed validity 
and scope are covered later in the Consent course; in an emergency, the immediate task is to identify 
whether reliable evidence exists and whether there is time to verify it safely.

Jurisdiction-specific authority when capacity is absent
England and Wales: treatment for an adult lacking capacity is governed by the Mental Capacity Act 2005 
and its best-interests principles. Scotland: the Adults with Incapacity (Scotland) Act 2000 provides the 
statutory framework for adults with incapacity, while Scottish professional guidance recognises common-
law emergency authority in immediate situations. Northern Ireland: the 2016 Act remains only partially 
commenced, so clinicians should follow current DoH NI and local Trust arrangements and seek expert 
advice when necessary.

The cross-UK principle is narrower than the legal mechanism: when the patient cannot decide and delay is 
dangerous, act only within lawful authority and only to the extent necessary for the emergency.

Timing and perioperative practice
RCoA GPAS guidance provides useful concrete examples. For elective and urgent perioperative pathways, 
consent discussions should occur early enough to allow reflection where possible, and a consent form is 
not a substitute for meaningful dialogue. For emergency surgery, the RCoA states that consent should be 
sought at the earliest possible opportunity and that discussions should be documented within the time 
constraints.

These principles generalise beyond anaesthesia: systems should not create avoidable last-minute consent 
simply because it is administratively convenient.

After the event
When emergency treatment was provided while the patient could not participate, restore participation as 
soon as possible. Explain what happened, why action was taken, what choices remain, and what ongoing 
treatment now requires consent. Document the explanation and any new decision. Emergency authority is 
a bridge through the immediate crisis, not a continuing substitute for patient involvement.

Using the emergency decision framework in practice
In the first minutes of an emergency, separate immediate stabilisation from decisions that can wait. A 
patient with haemorrhagic shock may need urgent intervention, while a non-urgent ancillary procedure can 
be deferred. A person with sepsis may temporarily lack capacity because of delirium; if a later decision can 
safely wait until physiology improves, delay may restore personal decision-making.

When there is no time for an ideal discussion, document the limiting circumstances rather than pretending 
the full process occurred. The record might state that the patient was conscious, had capacity and received 
a focused explanation of the immediate intervention, major risks and alternatives; or that the patient was 
unconscious, delay would have created serious risk, no reliable prior wishes were available in the time, and 
treatment was limited to what was necessary.

Preventing last-minute consent through system design
Consent quality is partly an organisational responsibility. Pathways should give patients information early, 
provide access to questions and ensure that significant decisions are not routinely deferred until the patient 
is distressed, sedated or immediately outside theatre. The RCoA guidance is particularly useful because it 
converts the principle into an operational expectation: discussion should occur before the day of surgery 
where feasible and ongoing agreement should be checked on the day.

For emergency pathways, "earliest possible opportunity" is the safer goal. This may mean beginning 
discussion in the emergency department, revisiting it after initial stabilisation, and updating it when 
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investigation changes the options. Repeated short conversations can be more realistic and more ethical 
than one overloaded discussion at the last moment.

Emergency decision matrix

Capacity Can decision wait? Approach

Can decide No
Focused consent discussion; respect 
acceptance or refusal

Can decide Yes
Allow time, fuller discussion and 
reflection where useful

Cannot decide Yes
Treat reversible factors/support 
communication; reassess when safe

Cannot decide No
Use applicable legal authority for 
necessary treatment; keep scope 
proportionate and document

Emergency documentation

Record Why it matters

Decision and urgency Shows why action was time-critical or why it could wait

Capacity/participation
Explains whether the patient could decide and what support 
was attempted

Information given
Shows what benefits, harms and alternatives were 
discussed in the available time

Refusal/prior wishes/proxy evidence Protects autonomy and clarifies authority

Reasoning and consultations Shows the lawful/clinical basis for action

Post-event explanation Restores participation after the immediate emergency

Worked scenarios

Scenario 1
A capacitous patient refuses emergency blood transfusion after a focused discussion of likely 
consequences. The refusal is not displaced simply because clinicians consider transfusion life-saving.

Application: Confirm understanding, capacity and voluntariness; a valid refusal remains significant despite 
urgency.
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Scenario 2
An unconscious patient requires immediate laparotomy and there is no time to locate relatives before life-
saving action. Use the applicable emergency/incapacity authority, limiting intervention to what is necessary.

Application: Act under the applicable emergency/incapacity authority, limiting treatment to what is 
necessary and documenting the reasoning.

Scenario 3
A planned high-risk procedure is discussed substantively for the first time after premedication. If 
foreseeable, that timing reflects a system problem rather than a justification for weaker consent.

Application: Where foreseeable, consent should be discussed earlier; avoid manufactured last-minute 
urgency.

Practice checklist
 Define the immediate decision and whether it can wait.
 Assess whether the patient can decide; do not equate distress or urgency with incapacity.
 If the patient can decide, provide focused material information and respect the choice.
 If the patient cannot decide and delay is dangerous, use the applicable legal framework for necessary 

treatment.
 Keep emergency intervention within the scope required by the immediate situation.
 Document reasoning and restore patient participation as soon as possible.

Official references
S001 - GMC: Decision making and consent. Scope: UK. 
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent

S006 - GMC: Circumstances that affect the decision-making process - part 1. Scope: UK. 
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent/
circumstances-that-affect-the-decision-making-process

S024 - UK legislation: Mental Capacity Act 2005. Scope: England and Wales. 
https://www.legislation.gov.uk/ukpga/2005/9/contents

S028 - Scottish legislation: Adults with Incapacity (Scotland) Act 2000. Scope: Scotland. 
https://www.legislation.gov.uk/asp/2000/4/contents

S029 - Scottish Government: Adults with incapacity: code of practice for medical practitioners. 
Scope: Scotland. https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-
edition-practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/

S030 - Department of Health NI: Mental Capacity Act (Northern Ireland) 2016 - topic hub. Scope: 
Northern Ireland. https://www.health-ni.gov.uk/topics/mental-capacity-act

S039 - Royal College of Anaesthetists: GPAS Chapter 2: Perioperative care of elective and urgent 
care patients. Scope: UK professional guidance. https://www.rcoa.ac.uk/gpas/chapter-2

S040 - Royal College of Anaesthetists: GPAS Chapter 5: Emergency anaesthesia. Scope: UK 
professional guidance. https://www.rcoa.ac.uk/safety-standards-quality/guidance-resources/guidelines-
provision-anaesthetic-services/chapter-5

Reference status: Links were verified in the Stage 2 dossier on 18 September 2026. Core high-risk pages 
were rechecked during Pass 2 on 19 September 2026. Recheck high/very-high update-risk sources 
immediately before publication.

https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent
https://www.rcoa.ac.uk/safety-standards-quality/guidance-resources/guidelines-provision-anaesthetic-services/chapter-5
https://www.rcoa.ac.uk/safety-standards-quality/guidance-resources/guidelines-provision-anaesthetic-services/chapter-5
https://www.rcoa.ac.uk/gpas/chapter-2
https://www.health-ni.gov.uk/topics/mental-capacity-act
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/
https://www.legislation.gov.uk/asp/2000/4/contents
https://www.legislation.gov.uk/ukpga/2005/9/contents
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent/circumstances-that-affect-the-decision-making-process
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent/circumstances-that-affect-the-decision-making-process
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Key takeaways
 Urgency changes what is practicable, not the underlying respect for autonomy.
 A capacitous refusal remains significant in an emergency.
 If capacity is absent and delay is dangerous, use the applicable lawful authority and limit treatment to 

what is necessary.
 Restore participation and explain what happened when the emergency passes.
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This appendix is the controlling source map for this module. Source IDs follow the Stage 2 Research
Dossier v1.0 (evidence reviewed through 18 September 2026). Any legacy shorthand labelled SUPP is
supplementary and is not a Stage 2 source ID.

S001 - GMC: Decision making and consent
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent

S006 - GMC: Circumstances that affect the decision-making process - part 1
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-
consent/circumstances-that-affect-the-decision-making-process

S024 - UK legislation: Mental Capacity Act 2005
https://www.legislation.gov.uk/ukpga/2005/9/contents

S028 - Scottish legislation: Adults with Incapacity (Scotland) Act 2000
https://www.legislation.gov.uk/asp/2000/4/contents

S029 - Scottish Government: Adults with incapacity: code of practice for medical practitioners
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-
practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/

S030 - Department of Health NI: Mental Capacity Act (Northern Ireland) 2016 - topic hub
https://www.health-ni.gov.uk/topics/mental-capacity-act

S039 - Royal College of Anaesthetists: GPAS Chapter 2: Guidelines for the Provision of Anaesthesia
Services for the Perioperative Care of Elective and Urgent Care Patients
https://www.rcoa.ac.uk/gpas/chapter-2

S040 - Royal College of Anaesthetists: GPAS Chapter 5: Emergency anaesthesia
https://www.rcoa.ac.uk/safety-standards-quality/guidance-resources/guidelines-provision-anaesthetic-
services/chapter-5

Publication control: recheck every high/very-high update-risk source immediately before publication. This
educational resource does not replace current law, national/local guidance or patient-specific clinical
judgement.
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