
ABSTRACT
Background 

Patients’ valid consent to treatment must be gathered 
prior to providing treatment to ensure the protec-
tion of a person’s rights. This article discusses the 
key components of a valid consent to treatment, as 
well as different forms of consent. Two case scenar-
ios also consider pertinent consent issues related to 
wound care provision. Using a human-rights-based 
approach1, the Fairness, Respect, Equality, Dignity 
and Autonomy (FREDA) principles2, linked to the 
Convention of the Rights of People with Disabilities 
(2006)3, provide a useful guiding framework and re-
source for clinical decision-making.

Key messages
1.  Gaining valid consent to treatment and respecting 
 a person’s right to self-determination.

2.  Ensuring consent is not devalued by the routinised 
 provision of care procedures.

3. The value of consent is more than gaining per-
 mission to carry out a procedure. It is a process 
 that respects a person’s autonomy and rights. This 
 process is person-centred and includes service 
 users as active participants in their own health care 
 decision-making.

Is gaining consent a tick box exercise?
Seeking a person’s consent to treatment is, not only 
a legal obligation, but also enmeshed with respecting 
the person’s autonomy and dignity for self-determina-
tion. On the 72nd anniversary of the United Nations 
Universal Declaration of Human Rights (UDHR) 
(1948)4, it is useful to consider the basic ethical and 
legal principle of ‘consent to treatment’ and its impli-
cations for clinical practice. Associated with both civil 
and criminal law, consent is acknowledged by the 
United Nations Committee on Economic, Social and 
Cultural Rights (CESCR)5 as a core concept, obliging 
states to support ‘people to make informed choices 
about their health’.1 Using case scenarios, this article 
discusses the evolving concept of consent among pa-
tients requiring wound care. This population may be 
considered vulnerable due to comorbidities, such as 
frailty and advanced age. Additionally, the procedure 
of gaining patient consent could be devalued or nul-
lified because of the frequency or routinised provi-
sion of wound care.6 Therefore, gaining consent for 
a wound care procedure could become a perfunctory, 
bureaucratic matter, conducted as a ‘tick box’ exercise. 

The Fairness, Respect, Equality, Dignity and Au-
tonomy (FREDA) principles1 provide a human-
rights-based approach and guiding framework for 
clinical care. These principles are linked to human 
rights legislation, including the European Union’s 
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Seeking a person’s consent to treatment is, not only a legal obligation, 
but also enmeshed with respecting the person’s autonomy and 

dignity for self-determination. This article discusses the evolving concept 
of consent among patients requiring wound care. 
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Charter of Fundamental Rights (CFR) (2000)7 and 
the United Nation’s Convention on the Rights of 
Persons with Disabilities (UN CRPD) (2006).3 In 
the case scenarios it examines, this research will use 
the FREDA principles to provide a useful aid and 
resource for considering whether elements of con-
sent are met.2 There are three key elements to valid 
consent to treatment. Consent must be voluntary; 
it must be informed; and the person giving consent 
must have the mental capacity to do so.8

Consent must be voluntary
People must give their consent of their own free 
will, without duress, coercion or undue influence. 
Consent is specific to the particular procedure being 
planned, and any information given by the clinician 
relates to that procedure.8 

The Right to Refuse Treatment: If people voluntarily 
give consent, they also have the right to voluntarily 
refuse to consent, withdraw their consent and change 
their minds. Refusing treatment may appear unusual, 
or even peculiar, to others, and, in some cases, it may 
lead to death. However, if the three components of a 
valid consent have been met, people reserve the right 
to make their own decisions regarding treatment.

Consent must be informed
To give a valid consent, people must have the perti-
nent information to make informed decisions. When 
sufficient information is provided in an accessible, 
unbiased manner, clinicians have discharged their du-
ties to disclose. However, difficulties can arise when 
clinicians are unsure of what is appropriate, pertinent 
information. Insufficient information provided in an 
inaccessible manner could be considered negligence 
and a failure of the clinicians to discharge their du-
ties.9 In some extreme situations, this could give rise 
to a claim for battery. In recent years, the legal prin-
ciple has evolved into the ‘reasonably prudent patient 
or patient-centred test.II This test is based on what a 
patient considers to be relevant, pertinent informa-
tion, not merely on the information the clinician 
provides. However, an exception to this is ‘therapeutic 
privilege’.III In these circumstances, the clinician may 
not disclose information to a patient if it is believed 
that serious psychological harm would be incurred 
by that disclosure.

In a claim for negligence or battery, the people mak-
ing the claim (plaintiffs) must prove that the informa-
tion provided to them was insufficient or irrelevant 

and that the warnings given were inadequate, thereby 
damaging them.

Forms of consent
Consent may be given in many forms, including 
orally or in writing. It can also be implied or explicit. 
Both oral and written methods are valid for gaining 
consent. However, it may not always be straight-
forward to prove that oral consent was given. With 
written consent, there is a record of consent being 
gained.8

Implied Consent: If people visit a clinician, it could 
be implied that, in so doing, they consent to the 
clinician’s examination.8

Necessary consent: In urgent circumstances, where 
it may be impossible to gain consent prior to giv-
ing treatment, the courts will accept that, due to the 
urgent necessity of treatment, consent was implied.

Express consent: In this situation, people have ex-
pressed their consent to treatment in writing. This 
consent is clear, transparent and unambiguous. How-
ever, the consent given is explicit and limited to a 
particular treatment or intervention, and, if the three 
key elements of consent are not met, the consent 
is invalid. Express consent must be voluntary and 
informed, and the people must have the capacity to 
give their consent.8

Withdrawal of consent: Having once given consent, 
a person reserves the right to withdraw that consent 
at any stage of an intervention or procedure.8  

Decision-making capacity
Adults are presumed to have mental capacity, un-
less proven otherwise, and legal capacity is the legal 
recognition of people’s choices and their capacities 
to exercise their rights. In situations when an adult 
person’s mental capacity is compromised, the courts 
will make decisions on his or her behalf if no one else 
has been given power of attorney. In recent years, 
many jurisdictions have moved to support and as-
sist those with impaired mental decision-making 
capacities. This person-centred approach focuses on 
the will, preferences, wishes and perspectives of a 
person. This type of decision-making is supported in 
various modes, including: assisted decision-making, 
co-decision-making and the application of court-
appointed decision-makers.9 Issues such as whether 
a situation is temporary or permanent, as well as pos-
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Is consent voluntary and informed, and is the person giving consent recognised as a 
person under the law?

An 86-year-old person living alone at home has a lower leg wound for three months, requiring weekly dress-
ings. The wound dressing procedure is painful, lengthy and tiring. The patient has refused to consent to the 
wound being dressed for two consecutive weeks. The community nurse has discussed the situation with the 
patient and has explained there is a risk of further infection. The nurse’s assessment is that the patient under-
stands the information, appreciates its significance and can retain it. The nurse also knows that she cannot 
apply undue influence or duress to the patient but is very concerned about the patient’s health and safety.

Using the FREDA principles linked to the 2006 UN CRPD2, the clinician should consider the following 
possible steps.

 n  Fairness and Respect: Review the mode of communication. Could the information be provided 
 to the patient in multiple modes to ensure full understanding? (This is linked to UN CRPD 
 Article 21: ‘Freedom of Expression and Opinion, and Access to Information’).

 n  Equality: Review the time and place of giving the information. If the person is normally visited 
 in the afternoon, could this be changed to a morning visit? (This is linked to Article 23: ‘Respect 
 for Home and the Family’).

 n  Dignity: Review the personnel at the meeting with the patient. Consider involving other persons, 
 whom the patient might consider helpful. (This is linked to UN CRPD Article 17: ‘Protecting 
 the Integrity of the Person’ and Article 22: ‘Respect for Privacy).

 n  Autonomy: Review analgesia options, timing of procedure, wound dressing options and the 
 personnel performing the procedure.11 (This is linked to UN CRPD Article 14: ‘Liberty and 
 Security of the Person’ and Article 19: ‘Living Independently and being Included in the 
 Community’).

Case Scenario
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sible treatment options, are considered. All adults, 
and, in particular, older people and those who know 
that their mental capacity is failing, are encouraged 
to formally make their will and preferences known so 
they will be observed and legally recognised should 
the need arise. In a paradigm shift, Bronan and Flynn 
(2017)10 believe that the determinants of consent 
should be reviewed to reduce discrimination against 
certain parties. 

Consent, however, still must be evaluated to ensure 
the person’s views are clearly expressed and commu-
nicated and the proposed course of action clearly 
agreed. The concept of consent continues to evolve. 

As such, the FREDA principles and current legisla-
tion provide guiding frameworks to enable healthcare 
providers to consider their critical thinking, clinical 
reasoning and clinical judgement. Two case scenarios 
use the FREDA principles to provide human-rights-
based, decision-making aid. 

This short article highlights the significance of pro-
tecting a person’s self-determination and autonomy 
when gaining valid, informed consent. Obtaining 
informed consent for clinical procedures, such as 
wound dressing, is both an ethical and a legal require-
ment. When correctly conducted, the consent pro-
cess enables patients to make informed and voluntary 
decisions about accepting or declining clinical care. 
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Useful Resources

In Ireland, the National Consent Policy (Health Service 
Executive 2013) provides guidance about giving 
information to patients before consent to procedures. 
The General Medical Council (2008) and the Royal 
College of Nursing10 also provide detailed informa-
tion on informed consent.

UN CRPD Article 3 – ‘The principles of the present 
Convention shall be:

(a) Respect for inherent dignity and individual autonomy, 
including the freedom to make one’s own choices and 
the independence of persons.

(b) Non-discrimination.

(c) Full and effective participation and inclusion in society.

(d) Respect for differences and acceptance of persons with 
disabilities as part

of human diversity and humanity.

(e) Equality of opportunity.

(f ) Accessibility.

(g) Equality between men and women.

(h) Respect for the evolving capacities of children with 
disabilities and respect for the rights of children with 
disabilities to preserve their identities.’
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