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Dementia Policy  
 
 
Introduction  
It is a general legal and ethical principle that valid consent must be obtained before 
starting treatment or physical investigation, or providing personal care, for a person.  
 

Legislation 
The Human Rights Act 1998 and The Mental Capacity Act 2005, states where a person 
lacks the capacity to make a decision around a specific issue, such as: 

 Consent to personal care 

 Consent to taking  medication 

 Agreeing not to leave the building unescorted 

 Allowing staff to assist them is unable to or refuses to give consent, then a 
mental capacity assessment should be undertaken  

 

Aims and Objectives 
To give clear and understandable guidelines so all staff have a clear understanding of 
the principles of consent, the legal aspects of consent and any restrictions of consent.  
 

 
Responsibilities 
The Nominated Individual is responsible for ensuring that this policy is implemented 
in its entirety, and the Service Users rights are protected at all times. 
 
The Registered Manager must ensure: 

 All staff have read and understood this policy 

 All staff have received training in understanding consent, the Mental Capacity 
Act and what is a deprivation of liberty 

 That staff adhere to this policy at all times 

 Senior staff understand their responsibilities and duties  

 Appropriate recording of any refusal to consent is recorded 

 Mental capacity assessments are carried out and where appropriate referrals are 
made for a deprivation of liberty assessment (DoLs) 

 When a DoLs is granted the conditions are implemented and a care plan is 
drafted 
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 Best interest meetings are arranged when decisions are being made on behalf of 
a person.  These meetings are minuted and recorded 

 
All Staff must; 

 Seek consent from all Service Users before attempting to assist them with any 
task 

 Attend appropriate training in all subjects areas relating to consent 

 Carry out their duties as per the training they have received 

 Familiarise themselves with this policy and  adhere to it at all times 

 Always gain consent before they interact with a Service Users or attempt to assist 
them in any way  

 Report any incident where a Service Users has refused consent to the person in 
charge 

 Record a refusal to consent in a Service Users file 

 Be aware of all care plans including those relating to conditions in the DoLs. 
 

 Consent  
It must be understood that  to lack mental capacity to make a decision (i.e.to 
consent) about one aspect of a person’s health and welfare (treatment), does not 
mean that they do not have capacity to make a decision (to consent) about another 
aspect of their health and welfare (treatment).  
There are no circumstances in which any member of staff should give formal consent 
for treatment of a person using the service.  
All staff must seek consent before attempting to assist a person with any task, this 
includes administering their medication.  A refusal must be respected and this 
incident would be reported to Head Office immediately. 
 

Assessing Capacity 
In most cases a persons ability to consent to assistance has been decided prior to the 
onset of the care package.  However if a person begins to deteriorate and there are 
concerns regarding  

 Their capacity to make decisions 

 Refusing assistance 

 Refusing medication 
 a mental capacity assessment should be carried out by the Registered Manager or 
Deputy. 
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The Assessment 
An assessment of a person’s capacity must be based on their ability to make a 
specific decision at the time it needs to be made, and not their ability to make 
decisions in general. A person is unable to make a decision if they cannot do one or 
more of the following things:  

 

 Understand the information given to them that is relevant to the decision  

 Retain that information long enough to be able to make the decision  

 Use or weigh up the information as part of the decision-making process  

 Communicate their decision – this could be by talking or using sign language and 
includes simple muscle movements such as blinking an eye or squeezing a hand.  

 
Outcome 
Where the assessment identifies a person lacks capacity the Registered Manager will 
arrange a Best Interest Meeting to discuss managing the persons care, including if an 
application for a Deprivation of Liberty Safeguarding (DOLS) assessment .  The 
following people should be invited or consulted; 

 The person if appropriate 

 Next of kin 

 GP 

 Social Worker 

 Nurse (DN, CPN etc) 

 Other relevant professionals 
 
The outcome of the meeting will determine future planning.   
 

Policy Reference 
Policy Reference Number Policy Name 

SC - 033 Dementia Policy  

 
  

Detail Date Signature 
Policy Authorised By: Nov 20 B S RANA 
Implementation Date: Nov 20  
1st Review Nov 21  
2nd Review   
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Appendix One - The Mental Capacity Act 
The 5 Principles 

Each staff member must be aware of legislation relating to capacity and consent – with 
specific reference to The Mental Capacity Act 2005 and its five main principles. They 
are:  

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

capacity.  
2) A person is not to be treated as unable to make a decision unless all practicable 

steps to help him to do so have been taken without success.  
3) A person is not to be treated as unable to make a decision merely because he 

makes an unwise decision.  
4) An act done, or decision made, under this Act for or on behalf of a person who 

lacks capacity must be done, or made, in his best interests.  
5) Before the act is done, or the decision is made, regard must be had to whether 

the purpose for which it is needed can be as effectively achieved in a way that is 
less restrictive of the person's rights and freedom of action.  

 
The Act also creates a new offence of ill treatment or wilful neglect of someone 
who lacks capacity by someone with responsibility for their care, or with decision-
making powers.  
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Appendix Two - Key Points On Consent 
 
When do health professionals need consent from people using the service?  

 Before you examine, treat or care for people you must obtain their consent.  

 Adults are always assumed to be competent unless demonstrated otherwise. If 
you there are doubts about their competence, the question to ask is: “Can this 
person understand and weigh up the information needed to make this decision?” 
Unexpected or “unwise” decisions do not prove the person is incompetent, but 
may indicate a need for further information or explanation. 

 People may be competent to make some health care decisions, even if they are 
not competent to make others.  

 Giving and obtaining consent is usually a process, not a one-off event. People can 
change their minds and withdraw consent at any time. If there is any doubt, you 
should always check that the individual still consents to your caring for, or 
treating of them.  

 
What information should be provided?  

 People need sufficient information before they can decide whether to give their 
consent. For example, information about the benefits and risks of the proposed 
treatment, and alternative treatments. If the person is not offered as much 
information as they reasonably need to make their decision, and in a form they 
can understand, their consent may not be valid.  

 Consent must be given voluntarily - without any form of duress or undue 
influence from health professionals, family or friends.  

 
Does it matter how the person gives consent?  

 No. Consent can be written, oral or non-verbal. A signature on a consent form 
does not itself prove the consent is valid. The point of the form is to record the 
person’s decision, and discussions that have taken place.  

 
Refusal of treatment. 

 Competent people are entitled to refuse treatment, even when this would clearly 
adversely affect their health and wellbeing.  

 
Adults who are not competent to give consent  

 No-one can give consent on behalf of an incompetent adult. However, you may 
still treat such a person if the treatment would be in their best interests. ‘Best 
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interests’ go wider than best medical interests to include factors such as the 
wishes and beliefs of the person when competent, their current wishes, their 
general wellbeing and their spiritual and religious welfare. People close to the 
individual may be able to give you information on some of these factors. Where 
the person has never been competent, relatives, carers and friends may be best 
placed to advise on the individual’s needs and preferences. 

 If an incompetent person has clearly indicated in the past, while competent, that 
they would refuse treatment in certain circumstances (an “Advance Directive”), 
and those circumstances arise, you must abide by that refusal.  

 
 
 
This Policy is designed to enable a permanent record to be provided of the service user’s 
consent for a plan of bespoke care and treatment services to be delivered by the 
Organisation’s appropriate care staff. 
 

 
1. For an appropriate plan of care and treatment to be delivered to the service 

user, it is critical that the service user (or  advocate where the service user 
lacks mental capacity) is involved at all stages of the service user Baseline 
Assessment  of Needs for Daily Living, This will result in an appropriate 
Care Plan,  which  the service user or advocate is required to sign as being 
acceptable, and will be supplemented by two additional Consent  Forms 
which will be included in the service user Care Plan records. 

 
 

2. Accordingly, records of Consent to Care and Treatment will be found in the 
following three documents in the service user records:   

 
  2.1  Care Plan - Service User: 
 

 2.1.1 The Care Plan is structured into the following 15 sections: 
 

1. Waking & Dressing 
2. Undressing, Retiring & Sleeping 
3. Food, Drink & Diets 
4. Medication 
5. Mobility 
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6. Health & Medical Care 
7. Personal Hygiene 
8. Daily Lifestyle & Activities 
9. Social Needs & Relationships 
10. Psychiatric & Mental History 
11. Communication Needs 
12. Religion, Culture & Beliefs 
13. Awareness & Reality Orientation 
14. Behaviour & Risks 
15. Money & Finance 

 
   2.1.2 For each section there is provision for the following signatories: 
 

 the service user or advocate signifying their consent to 
their care and treatment as set out in  their Individual 
Care Plan. 

 
 the authorised representative of the Organisation 

responsible for delivering the care as set  out in the 
Care Plan.  

 
  2.2  Consent to Care and Treatment  - Service User: 
    

  Additional consent will be required for the following situations 
relating to service user care: 

   
    Call for a GP to visit where required.  

 Administer First Aid. 
 Call for an ambulance / paramedics to visit where required. 
 Obtain prescriptions for the service user where necessary. 
 Arrange for the service user to be taken to a hospital A&E Unit 
where necessary. 
 Accessing the service user’s property, including in the event of 
non-response. 
 Using the Key Safe to access the service user’s keys, as 
appropriate. 
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  2.3  Consent to Administer Medication - Service User: 
 
   Additional consent will be required for the following situations 
relating to service user medication, where the medication is administered by 
appropriately trained staff.  Medication can be of the following types: 
  
    Oral (tablets, pills, capsules, liquids, suspensions, syrups). 
    Topical (creams, ointments, lotions, powders, plasters, 

transdermal patches). 
    Respiratory (oxygen, inhalers). 
    Rectal (suppositories). 
    Injections (intravenous, intramuscular). 
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