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1.0 Introduction
Sussex Partnership NHS Foundation Trust is committed to ensuring that, as far as practicable,
all patients are encouraged and enabled to make choices and decisions about their future care
should they become unwell or lack capacity.
Advance decisions to refuse treatment (ADRTs) are legally binding instruments under the
Mental Capacity Act 2005 (MCA), by which a mentally competent adult can refuse a specific
treatment intervention if that person loses capacity in the future. Prior to the introduction of the
MCA in 2007, ADRTs used to be referred to as advance directives or living wills, but these terms
are no longer in use.
Advance statements (sometimes referred to as Advance Care Plans), although not legally
binding, record the patient’s wishes and encourage patient participation. They enable Trust staff
to make informed decisions about a patient's care and treatment.
Clinical professionals who continue to provide a specific intervention against a patient’s wishes
as outlined in a validly created ADRT risk criminal prosecution, civil litigation and professional
practice proceedings. An exception to this is when treatment is being administered under the
Mental Health Act 1983 (MHA). Where treatment is required under the MHA 1983, a patient’s
wishes may be overridden if this is considered necessary, although their views should be taken
into account as far as possible.
Advance statements and ADRTs are not the same as Lasting Powers of Attorney (LPAs)
under the MCA. In an LPA, which can be for health and welfare or property and affairs, the
person making the LPA (the “donor”) appoints one or more “attorneys”, who will make decisions
for the donor if they lose mental capacity to make decisions about their healthcare or finances.
In contrast, advance statements and ADRTs are where the person writes down what they would
like to happen should they lose capacity in future. Patients must be over 18 to make an ADRT or
LPA, but any person with competence or capacity can make an advance statement. See the
Mental Capacity Act policy for more information about LPAs.

1.1 Purpose of policy
This policy outlines the legal status of ADRTs and provides guidance for clinical professionals
when faced with an ADRT or advance statement.
This policy will enable staff to:





Understand what ADRTs and advance statements are;
Understand how to assist patients to create and record ADRTs and advance statements;
Encourage the use of a standard format for the recording of ADRTs and advance
statements, and ensure that a record is kept within the patient’s clinical record;
Ensure that any ADRTs or advance statements are used to support the planning,
development and review of care plans.

1.2 Definitions
Advance decision to refuse This is a potentially legally binding instrument which enables
treatment (ADRT)
patients with capacity aged 18 and over to refuse specific
medical treatment in specified circumstances at a time in the
future when they may lack the capacity to consent to or refuse
the proposed treatment.
Advance statement

This is not legally binding. This is a written statement by a
patient of any age when they have competence or capacity,
specifying their preferences and wishes for future treatment
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and care should they lose capacity in the future.
As it is a statement of the patient’s views, wishes and feelings,
it should be taken into consideration by health and social care
professionals and carers as part of the “best interests” decision
making process at a time when the patient does not have
capacity.
Capacity

The MCA sets out a 2 stage test of capacity for those aged 16
or over. This is time and decision specific. To be assessed as
lacking capacity, the person must have an impairment of or
disturbance in the functioning of their mind or brain. The
person must also be unable to do any one of the following:



Competence

understand information relevant to the decision
retain the information for long enough to make the
decision
 use or weigh the information as part of the process of
making the decision
 communicate their decision in any way
For children under the age of 16, the appropriate test is not
capacity under the MCA but competence, sometimes referred
to as “Gillick competence”. To be assessed as competent, a
child must have sufficient maturity, understanding and
intelligence to enable them to comprehend sufficiently the
implications of a particular decision, in which case they may
consent to or refuse particular treatment on their own behalf
regardless of their age. Please refer to the CHYPS Consent
policy.

1.3 Scope of policy
This policy applies to all clinical and operational staff working within Sussex Partnership NHS
Foundation Trust.

1.4 Principles
An ADRT is only legally binding in relation to a refusal of specific medical treatment in specified
circumstances. In addition, if the patient is a detained patient, and the proposed treatment is for
their mental illness, any refusal of medication for mental disorder may be overridden and the
patient treated compulsorily under the MHA. This does not apply to ADRTs refusing the
administration of electro-convulsive therapy (ECT), which cannot be overruled under the MHA.
Health and social care professionals must have regard to the guidance in the MHA Code of
Practice (2015, chapter 9 “Wishes expressed in advance”) in relation to ADRTs and advance
statements.
Advance statements are not legally binding. An advance statement enables patients to make
their preferences and wishes known to health care professionals and carers. Advance
statements are not restricted to refusals of treatment, so they may cover a wide range of
situations. An advance statement will enable health care professionals and carers to make
informed decisions about a patient’s treatment and care.
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Encouraging the use by patients of ADRTs and advance statements will promote:







patients being treated as responsible and active participants in their future interactions
with mental health services
meaningful patient involvement and person-centred care
culturally and religiously appropriate services
increased understanding by staff of patients’ wishes and preferences
increased knowledge by patients of their legal rights to refuse treatment, when these
apply and their non-legal rights to express preferences and wishes
increased knowledge by staff of how to assist patients to set out their legal rights to
refuse treatment (where applicable) and their non-legal preferences and wishes where
patients wish to do so

Patients will be offered assistance when completing ADRTs and advance statements, but the
decision is the patient’s and must be a choice made with capacity1. Patients will be informed of
their right to complete ADRTs and advance statements through patient information leaflets,
posters in patient areas and advice provided by staff in hospital and in the community. Training
will be provided to staff. Audits will assess the uptake by patients of ADRTs and advance
decisions and staff members’ level of knowledge.

2.0 Policy Statement
Clinical professionals are required by this policy to ensure that legally binding ADRTs are
complied with and that non-legally binding ADRTs and advance statements appropriately inform
all treatment decisions as well as the care planning process as far as practicable.

3.0 Duties
Chief Nurse
Ensure a fit for purpose ratified policy is in place.
General Managers
Ensure that this policy and procedure is adhered to within their area of accountability. To remind
staff within their area of accountability of this policy at regular intervals.
Responsible Clinicians
To give appropriate consideration and weight to any ADRT or advance statement when
authorising treatment.
Care Co-ordinators
To raise awareness of this policy and the attached forms, and assist patients to create ADRTs
and advance statements in accordance with this policy. To ensure that the information
contained in the ADRT and/or advance statement is appropriately recorded and kept in the
patient’s clinical record and shared with colleagues who might be responsible for the patient’s
care during an acute phase.

1

Patients must be over 18 to make an ADRT. Patients of any age may make advance statements and those under 16
would need to be competent to do so, while those 16 over would need to have capacity to do so.
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Ward Nurses
To monitor the existence of and raise awareness of existing ADRTs and advance statements to
ensure that legally binding ADRTs are complied with and non-legally binding ADRTs and
advance statements are taken into consideration appropriately. When necessary, to ensure that
the information contained in the ADRT and/or advance statement is appropriately recorded and
kept in the patient's clinical record and shared with colleagues.
Mental Health Law Services
To provide ongoing training on the creation, recording and application of ADRTs and advance
statements. To provide advice and support as necessary.

4.0 Procedure
ADRTs and advance statements will only take effect once the patient loses the capacity to
consent or refuse treatment. The fact that a patient has an ADRT or advance statement should
never mean that staff do not discuss the person’s wishes regarding treatment as the
presumption is always that the patient has capacity unless there is evidence to the contrary. If
there is any evidence which points to a possible lack of capacity (in relation to a particular
decision – capacity is time and decision specific), Trust staff must conduct a rigorous
assessment of capacity. If the patient has capacity to consent to or to refuse the treatment
proposed, any ADRT does not apply.
A valid and applicable ADRT will overrule the decision of any personal welfare Lasting Power of
Attorney (LPA) or court-appointed deputy made before the ADRT was made. So an attorney or
court-appointed deputy cannot give consent to treatment that has been refused in an advance
decision made after the LPA was signed or the deputy was appointed.

4.1

Advance Statements

Anyone with capacity (16 or over) or competence (under 16) can make an advance statement.
Section 4(6) MCA requires a decision maker to consider any relevant written statements, so it is
preferable for advance statements to be in written form, but any wishes or preferences
expressed by a person should be properly documented and referred to should they lose
capacity or competence in future.
Staff should encourage and assist patients to make advance statements that can be recorded
within the Trust Care Plan under the "What is important to me" heading. If the patient prefers to
record their advance statement in another format, they should be enabled to do so.
The content of an advance statement must be the patient's own views and wishes and must not
be unduly influenced by any other person. The advance statement should be completed in the
patient’s own words and must be clear in meaning. If anything is unclear or ambiguous, this
should be discussed with the patient while they retain capacity or competence and clarified as
far as possible.
An advance statement can name or nominate one or more other people who should be
consulted at the time a decision by clinical staff has to be made. The views of any such people
will not have the same legal force as those of an attorney under a Lasting Power of Attorney or
Court of Protection-appointed deputy, but their views should be taken into account as part of any
best interests decision making process.
Reference to or details of the patient’s advance statement must be recorded in the "My Care
and Safety Plan" on the Carenotes Care plan. It is important to ensure that all patients are given
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information about the possibility of making advance statements during their assessment and/or
CPA review, and that this information is accessible in an appropriate format or language.
Patients can withdraw or alter their advance statement at any time while they have capacity. The
documented advance statement with the latest date should be followed. It is the patient’s
responsibility to notify the Trust of any changes made to their advance statement. The patient’s
primary nurse, care coordinator and/or Responsible Clinician should regularly review, for
example as part of the CPA process (see 4.6 below), the contents of an advance statement with
the patient, when they have capacity or competence to do so.

4.2

Advance decisions to refuse treatment (ADRTs)

An ADRT can only be made by a patient who is aged 18 or over. The patient must have
capacity within the meaning of the MCA at the time that they make the ADRT. An ADRT will be
legally binding on healthcare professionals if it is valid and applicable to the circumstances.

VALID + APPLICABLE ADRT = LEGALLY BINDING

4.2.1 Validity
The “validity” of an ADRT refers to its format. There is no statutory form. Only ADRTs which are
refusals of life-sustaining treatment (see 4.3, below) have to have a particular format. ADRTs
which are not refusals of life-sustaining treatment can be either written or oral and health and
social care professionals must be alert to any ADRTs which are orally communicated. However,
since written ADRTs are much more likely to be clear and unambiguous, all patients should be
encouraged to write down the details of their ADRT or to dictate their ADRT to staff who should
document in the Care Plan.
An ADRT will be invalid if the patient:





was under 18 when they made the advance decision
withdrew it while they still had capacity
drew up a Lasting Power of Attorney for health and welfare, after they had made the
ADRT, authorising their attorney to refuse or consent to the treatment covered by the
ADRT;
has acted in ways which clearly go against the ADRT and which suggest that they have
changed their mind;

4.2.2 Applicability
The “applicability” of an ADRT refers to whether or not it is relevant to what is actually
happening at the time it is necessary to decide whether or not to follow the ADRT. For example,
if a person makes an ADRT refusing treatment if they are in a persistent vegetative state, if they
have a stroke, they will be treated. An ADRT must therefore clearly set out the particular
circumstances in which their refusal of specific treatment is to apply. In addition, the
consequences of any refusal of treatment made in an ADRT must be understood by the patient
at the time the ADRT is made, so they understand the circumstances in which it will be followed.
The Trust ADRT template form (Appendix B) provides for a doctor or specialist consultant to
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document that they have explained to the patient the consequences of their refusal of medical
treatment in the circumstances specified. This must be communicated to patients in a way and
format that they can understand.
The ADRT will not be applicable to the treatment in question if:




The proposed treatment is not the treatment specifically refused in the ADRT;
The circumstances are different from those that have been set out;
There are reasonable grounds for believing that there have been changes in
circumstance which would have affected the person’s decision if they had known about
them at the time that they made the ADRT.

If the ADRT is either not valid or not applicable, then it is not legally binding on Trust staff and
they do not need to comply with it. However, Trust staff must still treat it as a non legally binding
advance statement, if they have reasonable grounds to think that it is a true expression of the
person’s wishes, and comply with it as far as possible.
If it is reasonably believed that a valid and applicable ADRT refusing medical treatment exists,
then not to abide by it could lead to a legal claim for damages or a criminal prosecution for
assault, unless the patient is a detained patient under the MHA and the proposed treatment is
for their mental illness, in which case a decision could be made to override it. This is never an
option in the case of ADRTs refusing ECT.

4.2.3 Making and changing ADRTs
A refusal of medical treatment may have serious implications and the patient should discuss
their refusal of treatment with relevant health professionals and carers before making an ADRT.
The patient can withdraw or alter their ADRT at any time while they have capacity. It is the
patient’s responsibility to notify the Trust of any changes to their ADRT. The patient’s primary
nurse, care coordinator and/or Responsible Clinician should regularly review the contents of an
ADRT with the patient.
If a patient changes their ADRT so that it refuses life-sustaining treatment they must comply with
the validity requirements set out in 4.3 of this policy.
4.2.4 What should be included in an ADRT (not refusing life-sustaining treatment)?
There are no particular formalities about the format of an ADRT that is not refusing lifesustaining treatment. It can be written or verbal.
An ADRT:




must state precisely what treatment is to be refused - a statement giving a general desire
not to be treated is not enough.
May set out the circumstances when the refusal should apply - it is helpful to include as
much detail as possible.
Will only apply at a time when the person lacks capacity to consent to or refuse the
specific treatment.
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4.2.5 Written ADRT's
It is helpful to include the following information:








Full details of the person making the advance decision, including date of birth, home
address and any distinguishing features (in case healthcare professionals need to
identify an unconscious person, for example).
The name and address of the person's GP and whether they have a copy of the
document.
A statement that the document should be used if the person ever lacks capacity to make
treatment decisions.
A clear statement of the decision, the treatment to be refused and the circumstances in
which the decision will apply.
The date the document was written (or reviewed).
The person's signature (or the signature of someone the person has asked to sign on
their behalf and in their presence).
The signature of the person witnessing the signature, if there is one (or a statement
directing somebody to sign on the person's behalf).

4.2.6 Verbal ADRTs
There is no set format for verbal advance decisions. This is because they will vary depending
on a person's wishes and situation. A verbal ADRT cannot be used to refuse life-sustaining
treatment.
Healthcare professionals should record a verbal decision to refuse treatment in the Carenotes
Care plan. This will produce a written record that could prevent confusion about the decision in
the future. The record should include:




4.3

a note that the decision should apply if the person lacks capacity to make treatment
decisions in the future.
a clear note of the decision, the treatment to be refused and the circumstances in which
the decision will apply.
details of someone who was present when the oral advance decision was recorded and
the role in which they were present (for example, healthcare professional or family
member), and
whether they heard the decision, took part in it or are just aware that it exists.
ADRTs refusing life-sustaining treatment

ADRTs refusing life-sustaining treatment must:






be in writing
be signed (or signed by another person in the person’s presence and at their direction)
be witnessed (in the person’s presence)
include an express statement that the ADRT is to be followed “even if life is at risk” which
must also be in writing, signed and witnessed; and
satisfy Trust staff that the ADRT is valid and applicable.

What is life-sustaining treatment?
Life-sustaining treatment is, by definition, treatment that is needed to keep a person alive. While
particular treatment cannot be demanded from healthcare professionals, it can be refused, even
if this would bring about the person’s death. However, a patient does not have the right to refuse
“basic care”, which means hydration and nutrition offered by mouth, warmth, shelter, pain relief;
hygiene and relief from distressing symptoms, which health care professionals always have a
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duty to provide. Nevertheless, artificial nutrition and hydration (ANH) does constitute lifesustaining treatment, so this could be refused in a valid and applicable ADRT, in which case it
could not be given. If there is any doubt as to the validity or applicability of an ADRT refusing
life-sustaining treatment, treatment should be continued pending the outcome of an urgent court
application.
If the ADRT is to refuse life-sustaining treatment, the patient should be encouraged to consider
using the ADRT template accessed via the link in Appendix B.
4.4

ADRT template

A suggested ADRT template is contained in Appendix B. This may be adjusted as required to
meet individual need for decisions relating to both life-threatening and non-life-threatening
decisions.
4.5

ADRTs and the Mental Health Act 1983 (MHA)

Generally an advance decision to refuse treatment for mental disorder can be overruled if the
person is detained in hospital under the MHA, when treatment could be given compulsorily
under Part 4 of the MHA.
Where people with mental health problems are detained for treatment under the MHA, their
Responsible Clinician should still take a patient’s wishes expressed in an ADRT, for example
about particular medications, into consideration when deciding upon a treatment plan.
However, see 4.6 below for special rules in relation to electro-convulsive therapy (ECT).
Treating a patient’s mental disorder compulsorily under the MHA can also include treating the
symptoms or consequences of the mental disorder, as well as treatment which is a necessary
pre-requisite to treating the mental disorder. For example, the nasogastric feeding of a detained
patient with anorexia nervosa would come within the legal authority of the MHA because the
treatment (feeding), although physical and not mental health treatment, is treating a symptom of
the mental disorder.
If, in response to an ADRT completed by the patient, the Responsible Clinician makes a
decision to uphold the patient views and decides not to impose treatment under the MHA, and
where the consequences of that decision may provide to be life-threatening, then the NHS trust
would be well advised to apply to the High Court for declaratory relief. (See also
Nottinghamshire Healthcare NHS Trust v RC [2014] EWCOP 1317
Valid and applicable ADRTs refusing medical treatment for a physical illness not related to the
person’s mental disorder will still be legally binding, regardless of whether or not the person is
detained under the MHA. For example, if a person is detained under the MHA for psychosis,
they cannot use an ADRT to refuse antipsychotic medication, but if they are also suffering from
cancer, their ADRT refusing specific cancer treatment could still be legally binding on healthcare
professionals.
Case Example: Patient Participation and Least Restriction
A 35-year-old woman with a long-standing history of paranoid schizophrenia and previous
admissions under the MHA was admitted under Section 3 MHA because of relapse with
prominent agitation and persecutory delusions. She had completed an ADRT in which she
refused medication for rapid tranquilisation when agitated. In an advance statement, she
described in detail de-escalation techniques that had been useful in the past. These involved
being escorted to her room, seated to look through the window and held gently by her arms by
two nurses until she was calm.
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Initially on admission she was agitated for short periods of time. Her ADRT was deemed valid
and applicable but, if necessary, could have been overridden by the MHA. The psychiatric
team’s decision was to proceed first with the preferred de-escalation technique and only if it was
not successful to administer psychotropic medication. However, de-escalation techniques were
successful and no medication for rapid tranquilisation was required.
Where a patient is not subject to the MHA on presentation and there is any reason to suspect a
mental disorder, the treating team needs to be satisfied that the patient cannot and/or should not
be detained and treated under the MHA, before a decision to withhold treatment is taken.

4.6

ADRTs and electro-convulsive therapy (ECT)

A valid and applicable ADRT refusing ECT cannot be overridden by health or social care
professionals. ECT cannot be given to a patient who has lost capacity to consent to or refuse
ECT where they have a valid and applicable ADRT refusing this. This applies even where the
patient is detained under the MHA. It also applies regardless of whether ECT has been
approved by the patient’s RC or a Second Opinion Appointed Doctor (SOAD).

Case example: Overriding an ADRT (but not for ECT) and complying with an advance statement
A 55-year-old man with a history of severe depression with psychotic symptoms had completed
an ADRT refusing any antipsychotic medication and ECT if he became unwell. He also
expressed the wish that his stepson should not be informed of future admissions or allowed to
visit him. He presented with low mood and nihilistic delusions. He agreed to come into hospital
for an informal admission, but although he was not actively refusing antidepressants, his ADRT
to refuse antipsychotic medication and ECT was deemed valid and applicable. He therefore had
to be detained under Section 3 MHA, to enable the psychiatric team to administer medication
against his expressed refusal of antipsychotics expressed in his ADRT. However, his advance
refusal of ECT could not be overridden by use of the MHA. Staff respected his advance
statement regarding information-sharing and visiting rights, and when the patient recovered he
appreciated that these wishes had been respected.

4.7

Recording and monitoring ADRTs and Advance Statements

If the patient’s care co-ordinator or other Trust staff are aware that an advance statement or
ADRT exists, they must ensure that this is incorporated into the patient’s care plan. This is of
vital legal importance in the case of ADRTs.
When an advance statement or ADRT has been completed by a patient and shared with a
member of staff, the receiving member of staff must ensure that:





a copy is kept by the patient
a copy is uploaded to the “Care Planning” tab on Carenotes
an entry made in the Care plan
An alert should be created on Carenotes for ADRTs

Where an advance statement or ADRT is uploaded to Carenotes it should be labelled as such
and clearly dated. An Alert should be created to draw attention to the latest, valid advance
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statement or ADRT. Any previously completed Alert for an Advance Statement or ADRT that is
being replaced should be updated to show it has been replaced with a newer document.
Patients should review and update their advance statements and/or ADRTs on a regular basis.
This can be done as part of the CPA review process. An ADRT or advance statement which has
not been regularly reviewed/updated will be likely to cause uncertainty about whether or not it
reflects the patient’s current wishes, which might lead to the advance statement or ADRT not
being followed.

4.8

How Trust staff should respond to advance statements

In the event of a patient presenting without or losing capacity or competence, staff must check
Carenotes to see if the patient has made an advance statement. Advance statements may also
be included in the Care Plan. Staff must be alert to the possibility that an advance statement
may be recorded in a number of formats. Emergency treatment must never be delayed in order
to look for an advance statement.
Where the patient is detained under the MHA, the care co-ordinator/ward manager should
inform the patient’s Responsible Clinician about the existence of the advance statement. All staff
in the clinical team must be made aware of the existence and content of the advance statement.
The advance statement must be taken into consideration to the extent that it is clear and
unambiguous. The advance statement must be considered as part of any best interests decision
making meeting/process under the MCA.
Statements expressing requests, preferences or authorisations for treatment are not legally
binding but should be accommodated by the clinical team where possible. The clinical team’s
final decision must always be based on professional judgement following assessment of the
current situation and must be in the person’s best interests. If this differs from the advance
statement, then this must be recorded and the team must be prepared to justify their actions if
challenged. When the patient regains capacity or competence, the reasons for not complying
with their advance statement should be explained to them.
Health and social care professionals do not have to provide treatment or services requested by
the patient if they do not believe it is in the patient’s best interests or the treatment is not
available from the Trust. An advance statement has no legal force to make a healthcare
professional do anything. It is a statement of the patient’s wishes and preferences intended to
help inform healthcare professionals in making the right choices for the patient.

4.9

How Trust staff should respond to ADRTs

In the event of a patient losing capacity, staff should check Carenotes to see if the patient has
made an ADRT. Staff must be alert to the possibility that an ADRT may be recorded in a variety
of formats. ADRTs refusing life-sustaining treatment must meet the prescribed validity
requirements set out above. Trust staff must satisfy themselves that an ADRT is valid and
applicable before following it.
Trust staff must first determine if the patient currently lacks capacity. If the patient has capacity
at the time of treatment then the patient should be asked what they wish to do and the ADRT is
irrelevant. The ADRT only becomes relevant if the patient is assessed to lack capacity using the
MCA 2 stage test.
If the patient lacks capacity, Trust staff should not delay emergency treatment to look for an
ADRT if there is no clear indication that one exists. If it is clear that a person has made an ADRT
that is likely to be relevant, healthcare professionals should assess its validity and applicability
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as soon as possible. Sometimes the urgency of the treatment will make this difficult. In such a
situation, treatment should be provided until the situation can be clarified.
Trust staff must confirm as far as possible that:



the patient was 18 or over when they made their ADRT
the patient had capacity at the time that the ADRT was made (always starting from the
presumption that the patient did have capacity unless there is genuine doubt about this)

5.0 Development, consultation and ratification
This policy was initially reviewed and amended by the Mental Health Law Team in consultation
with operational teams. It was initially ratified by the Professional Practice Forum.
Version 3 has been reviewed by the Mental Health Law Practice Development Manager and has
been circulated for consultation to clinical CDS leads, the Carenotes team and Experts by
Experience.
The policy will go to the Professional Practice Forum for ratification.

6.0 Equality and Human Rights Impact Analysis (EHRIA)
The policy impact assessment has been reviewed and updated in line with the latest guidance.

7.0 Monitoring Compliance
This is part of the Mental Capacity Act 2005 (MCA) family of policies.
The Mental Health Law Practice Development Manager will report to the Mental Health Act
Committee any areas of concern regarding compliance with this policy.
This policy will be subject to regular review to assess its effectiveness.
Audit of compliance will be undertaken, led by the Clinical Audit team in conjunction with other
departments/service leads.

8.0 Dissemination and Implementation of policy
8.1

Dissemination

This policy will be uploaded onto the Trust website by the Governance Support Team.
Publication will be announced via the Communications bulletin to all staff.
8.2

Training

All staff will be made aware of the requirements of this policy. Virtual training on Advance
Decisions to Refuse Treatment, Advance Statements and Lasting Power of Attorney is delivered
regularly and is available to all inpatient and community care groups.

9.0 Document Control including Archive Arrangements
This policy will be stored and archived in accordance with the Trust Procedural Documents
Policy.

10.0 Reference documents
Mental Capacity Act 2005, sections 24 – 26
Mental Capacity Act 2005: Code of Practice
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Advance Decisions (NHS) - https://www.nhs.uk/conditions/end-of-life-care/advance-decisionto-refuse-treatment/

Compassion in dying https://compassionindying.org.uk/choose-a-way-to-make-an-advancedecision-living-will/
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https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/AdvanceDecisions-to-Refuse-Treatment-Guide.pdf
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14.0 Appendix A
ADRT/Advance Statement Flow Chart

Patient has capacity (or competence) to make a decision about:

A preference or a wish in relation to
treatment for physical and/or mental
health

A refusal of treatment and they are
over 18 (ADRT)

The ADRT is valid and applicable

(Advance Statement)

(see 4.2, below )

The patient is
informal

The patient is
detained

Treatment is
not required for
the patient’s
mental illness

Treatment is
required for the
patient’s mental
illness

The ADRT is legally
binding and must be
followed when the
patient loses capacity to
consent to or refuse
treatment

The MHA means the
ADRT may be
overridden if necessary,
but only in relation to
treatment for mental
disorder

The patient is informal or detained

ADRT
refuses ECT

The ADRT is binding
and cannot be
overridden - ECT
cannot be given to the
patient when they
lose capacity

Not binding but should be
used to inform treatment and
care when the patient lacks
capacity to make decisions in
relation to their treatment or
care
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14.0 Appendix B – Advance Decision to Refuse Treatment (ADRT) (4 pages)

ADVANCE DECISION TO REFUSE TREATMENT (PLEASE PRINT IN BLACK INK)
FULL NAME:

HOME ADDRESS:

TELEPHONE:

DATE OF BIRTH:

AGE (must be over 18 years):

CIS/HOSPITAL NO:

DISTINGUISHING FEATURES (to
aid identification in the event of
unconsciousness):

ATTACH RECENT PHOTOGRAPH

GP NAME:

GP PRACTICE ADDRESS:

DOES GP HAVE A COPY OF THIS?

YES

//

NO

(Delete as applicable)
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THIS ADVANCE DECISION TO REFUSE TREATMENT IS TO BE FOLLOWED IF EVER (AND ONLY IF) I AM
ASSESSED TO LACK MENTAL CAPACITY TO MAKE DECISIONS ABOUT MY MEDICAL TREATMENT AND
REPLACES ANY PREVIOUS ADVANCE DECISION TO REFUSE TREATMENT THAT I HAVE MADE
I UNDERSTAND THAT I STILL HAVE THE RIGHT TO BE GIVEN BASIC CARE, SUPPORT AND COMFORT IN
ALL CIRCUMSTANCES
PLEASE ENSURE THAT THIS ADVANCE DECISION TO REFUSE TREATMENT IS SHARED WITH
EVERYONE INVOLVED IN MY TREATMENT AND CARE WHO NEEDS TO KNOW ABOUT IT
UNLESS STATED OTHERWISE BELOW, I CONFIRM THAT THE FOLLOWING DECISIONS TO REFUSE
TREATMENT ARE TO APPLY EVEN IF MY LIFE IS AT RISK
I AM HEREBY REFUSING THE FOLLOWING
SPECIFIC MEDICAL TREATMENT (Be as clear
and precise as possible):

IN THE FOLLOWING SPECIFIED CIRCUMSTANCES
ONLY (Be as clear and precise as possible):

Treatment 1

Circumstances

Treatment 2

Circumstances

You can refuse as many specific medical treatments as you wish, in as many different circumstances as you
wish. (Please continue on a separate sheet if necessary, indicate here that you have done so, sign the
separate sheet and have it witnessed as below and attach it securely to this document)

SIGNED (PATIENT):

DATED (PATIENT):

OR SIGNED (BY A PERSON REQUESTED TO BY
THE PATIENT ON THEIR BEHALF AND IN THEIR
PRESENCE):
PRINT REQUESTED
ADDRESS:

PERSON

NAME

AND

DATED (REQUESTED PERSON):
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I CONFIRM THAT THE PERSON MAKING THIS ADRT SIGNED
____________________________________ TO SIGN IT) IN MY PRESENCE.

IT

(OR

REQUESTED

SIGNED (WITNESS):

DATED (WITNESS):

WITNESS PRINT NAME AND ADDRESS:

IN MY OPINION, THE PERSON MAKING THIS ADVANCE DECISION TO REFUSE TREATMENT WAS
MENTALLY CAPABLE TO DO SO AT THE TIME WHEN IT WAS MADE
SIGNED (HEALTHCARE PROFESSIONAL):

DATED (HEALTHCARE PROFESSIONAL):

HEALTHCARE PROFESSIONAL PRINT NAME:

HEALTHCARE PROFESSIONAL JOB TITLE:

HEALTHCARE PROFESSIONAL WORK BASE:

(WHERE APPLICABLE) I CONFIRM THAT I HAVE EXPLAINED THE POTENTIAL MEDICAL
CONSEQUENCES OF REFUSING THE TREATMENT SPECIFIED IN THE CIRCUMSTANCES SPECIFIED
TO THE PERSON MAKING THIS ADVANCE DECISION TO REFUSE TREATMENT

SIGNED (DOCTOR/SPECIALIST):
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DATED (DOCTOR/SPECIALIST):

DOCTOR/SPECIALIST PRINT NAME:

DOCTOR/SPECIALIST JOB TITLE:

DOCTOR/SPECIALIST WORK BASE:

THE FOLLOWING PEOPLE HAVE A COPY OF THIS ADVANCE DECISION TO REFUSE TREATMENT AND
KNOW ABOUT MY ADVANCE DECISIONS:

PRINT NAME

RELATIONSHIP

TELEPHONE NUMBER

1.

2.

3.

REVIEW AND CONFIRMATION BY PATIENT (IF CHANGES ARE MADE, PLEASE DESTROY THIS
ADVANCE DECISION TO REFUSE TREATMENT, USE A NEW FORM AND ENSURE COPIES ARE
UPDATED)
DATE

REVIEWED WITH (STAFF NAME)

PATIENT SIGNATURE

THIS DOCUMENT HAS LEGAL FORCE. AN ADVANCE DECISION TO REFUSE TREATMENT WHICH IS
PROPERLY FORMATTED AND EXPRESSED (“VALID”) AND APPLIES TO THE CIRCUMSTANCES WHICH
HAVE ARISEN (“APPLICABLE”) WILL BE LEGALLY BINDING ON HEALTHCARE PROFESSIONALS. IF
YOU LOSE MENTAL CAPACITY TO MAKE YOUR OWN DECISIONS IN FUTURE, THE INSTRUCTIONS IN
THIS DOCUMENT WILL BE FOLLOWED JUST AS IF YOU HAD FULL CAPACITY AND WERE REFUSING
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THE TREATMENT AT THE TIME. REFUSALS OF MENTAL HEALTH TREATMENT MAY IN SOME
CIRCUMSTANCES BE OVERRIDDEN BY THE MENTAL HEALTH ACT 1983. SEE THE TRUST “ADVANCE
DECISIONS TO REFUSE TREATMENT (ADRT) AND ADVANCE STATEMENTS” POLICY FOR FURTHER
INFORMATION.
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