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Executive summary 

The Mental Capacity Act 2005 (MCA) is a key piece of legislation for staff working in health. 
The purpose of the policy is to ensure that there are appropriate processes in place to support 
Trust is compliance. 

The MCA applies to anyone over the age of 16, and a person is deemed to lack capacity if 
they are unable to take a particular action for themselves at the time the decision or action 
needs to be taken. 

The Mental Capacity Act needs to be embedded within the organisation. The ability to 
identify those people who may fall under the act is the responsibility of all clinical staff. 
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1. Introduction 

1.1. This policy provides guidance to staff on the main aspects of the Mental 
Capacity Act 2005 (“the Act”) and how it applies to their work with patients who 
may be affected by the provisions of the Act. The Act sets out the statutory basis 
for the assessment of mental capacity and defines assessment responsibilities 
for a broad range of healthcare professionals. 

2. Scope 

2.1. This policy is for all staff working within Ashford and St Peter’s NHS Foundation 
Trust (ASPH or the Trust) either employed directly or working through an agency 
who are involved in the care and/or treatment of a person who is aged 16 years 
and older and may lack capacity. 

3. Purpose 

3.1. The processes outlined in this policy must be followed to ensure that individuals 
should be supported to make their own decisions wherever possible and, where 
the person is not able to make their own decision that the decisions made are in 
line with the patient’s best interest. The policy is aimed at ensuring that the Trust 
work is in accordance with the Mental Capacity Act 2005. 

The Act: 

 Provides a statutory framework to empower and protect people who may lack the 
capacity to make some, or all decisions for themselves, temporarily or 
permanently. 

 Provides a framework for people who wish to plan ahead for a time when they 
may lack capacity. 

This is key legislation that all health staff should be fully conversant and compliant 
with. 

4. Explanation of Terms Used 

4.1. Capacity – the ability to make decisions about one’s own management or 
treatment, it is a fundamental right for individuals to be involved, wherever 
possible, in decisions about their own health and wellbeing. 

4.2. Independent Mental Capacity Advocate (IMCA) – an independent person 
who is employed to act as an advocate for individuals who lack capacity and 
are “un-befriended” i.e. they have no family or unpaid carers to support them 
during the decision making process. 

4.3. Lasting Powers of Attorney (LPA) – The Mental Capacity Act introduces the 
Lasting Power of Attorney which can cover both financial and health and welfare 
decisions which allows an individual (over the age of 18) to appoint someone 
(an attorney) to act on their behalf should they lose capacity to make decisions 
themselves. 
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4.4. Advance decisions to refuse treatment – The act enables people to make 
decisions about how they would like to be treated if they lose capacity in the 
future (See the Trustnet pages on Advanced Decision to Refuse Treatment) 

4.5. Court of Protection (CoP) – The Court of Protection is responsible for making 
complex decisions for people in regard to having capacity to make decisions 
including when there is a dispute about care or treatment. 

4.6. Disturbance of the mind or brain - requires proof that the person has an 
impairment of or some sort of or disturbance that affects the mind or brain. If a 
person does not have such an impairment or disturbance of the mind or brain, 
they will not lack capacity under the Act. Examples may include the following: 

 conditions associated with some forms of mental illness 

 dementia 

 significant learning disabilities 

 the long-term effects of brain damage 

 physical or medical conditions that cause confusion, drowsiness or loss 
of consciousness 

 delirium 

 following a head injury, and 

 alcohol or drug use. 

5. Duties and responsibilities 

5.1. Chief Executive 

The Chief Executive has responsibility for ensuring that all reasonable measures 
are taken in line with the Act and that any concerns are managed appropriately. 

5.2. Trust Board 

The Trust Board has a corporate responsibility to ensure that suitable procedures 
are in place within the Trust. They have a particular responsibility for ensuring that 
reports are made available to them; including training records; to ensure that their 
arrangements are robust and operate effectively. 

5.3. Chief Nurse and Medical Director 

As Clinical Leads the Chief Nurse and Medical Director are responsible for 
ensuring that the Trust is compliant with legislation and that staff have appropriate 
training and support to carry out their duties under the Act. They also provide 
senior clinical advice and support in cases of conflict or difference of opinion. 

5.4. Divisional Leadership teams 

Along with the supporting team they are responsible for ensuring that all staff 
under their management (including bank, agency, contracted, locum and 
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volunteers) have received appropriate training, and are aware of their individual 
responsibilities under the Act, including monitoring compliance. They are also 
responsible for delegating the development of working documents specific to their 
specialty or department. They should also have an overview of specific concerns 
or issues within their division. 

5.5. Clinical Nurse Leads (CNLs) /Matrons, Ward Managers and Heads of 
Departments, Clinical Site Nurse Practitioners (CSNPs) and On Call 
Managers 

They have a responsibility to ensure that the requirements of this policy are 
carried out in the areas within their remit. They must ensure that their staff are 
aware of this policy and have access to an electronic or paper copy. CNLs, 
CSNPs, Heads of Departments and On Call Managers have a responsibility for 
ensuring that they and their staff in their areas have completed appropriate 
training, are familiar with procedures for escalating concerns that arise, and that 
documentation is completed appropriately. They also have responsibility for 
supporting and advising staff during cases where there is conflict. 

5.6. Trust Employees 

All staff have responsibility for ensuring our patients are treated in line with the 
requirements of the Mental Capacity Act and must adhere to this policy. Staff are 
also responsible for attending training and raising concerns where they feel the 
Act is not being followed. 

6. Capacity Assessment Process  

Capacity is the ability to make an informed decision. Capacity assessments are 
time and decision specific and the assessor needs to be convinced that on the 
“balance of probability that the person either does or does not have the capacity 
to make that decision at that moment in time”. 

The five key principles of the legislation are: 

 Assumption of capacity – “a person must be assumed to have capacity unless 
it is established that he/she lacks capacity”. 

 Assisted decision-making – “a person is not to be treated as unable to make 
a decision unless all practicable steps to help him/her to do so have been 
taken without success”. All appropriate help must be given before concluding a 
person cannot make their own decisions. 

 Unwise decisions – “a person is not to be treated as unable to make a 
decision merely because he/she makes an unwise decision”. 

 Best interests – “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/her best interests”. 

 Least restrictive alternative – “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”. 
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Under the Act, capacity is decision specific. Health and social care staff can 
assess a person as lacking capacity to make a particular decision at a particular 
time by applying a functional, two part test. 

The first part should determine whether there is an impairment of or disturbance 
in the functioning of the person’s mind or brain. 

If this applies, the second part of the test is to determine whether the impairment 
or disturbance makes the person unable to make the particular decision 
required. 

The person will lack capacity to make the decision if, after all appropriate help 
and support has been given to them, they cannot fulfil one or more of the 
following: 

 Understand the information 

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

 Weigh up the information available to make the decision 

 Communicate their decision – this could be by talking, sign language, or 
even blinking or squeezing a hand. 

The person has capacity if all 4 requirements are met. The test is based on the 
“balance of probability” i.e. it is more than 50% probable that the person does or 
does not have capacity. 

The Mental Capacity Act assessment form can be found at Appendix 3 and 
should be used to document capacity assessments undertaken, a copy should 
be added to the patient’s notes. Further information, including the MCA checklist 
can be found in the MCA pages on Trustnet. 

6.1. Considerations when assessing capacity 

The same rules apply whether the decisions are life-changing events or 
everyday matters. 

Day to day assessments of capacity may be relatively informal. Depending on the 
level and seriousness of the decision, specialist or expert opinion may be 
requested where the decision is major or complex. 

Any assessment of capacity is decision specific e.g. an individual may have the 
capacity to choose what they eat, but not have the capacity to make a decision 
regarding serious medical treatment. 

An individual’s capacity may fluctuate during the day or over the course of 
time. It is important to allow for this in any assessment where possible. 

If a person’s capacity is fluctuating then consideration should be made as 
to the consistency of their expressed wishes. 
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6.2. Documentation of capacity assessment 

The Code of Practice states that “where assessments of capacity relate to day-
to-day decisions and caring actions, no formal assessment procedures or 
recorded documentation will be required”. 

Capacity assessments should be recorded in clinical documentation. Staff can use 
the form (Appendix 3) but the form is not mandatory as long as the person 
assessing has documented that the person has been assessed as lacking 
capacity because they have failed one or more elements of the assessment and 
have given detail of evidence of this e.g. 

“I feel that at this time Mr X lacks capacity to make a decision in relation to having 
a CT scan of their head as they have not been able to retain the information for a 
period of 10 minutes and they do not have the ability to weigh up the risks as they 
are currently confused” 

The Code of Practice gives guidance on when professionals should be involved 
and when, by implication, there is a need for a clearly documented assessment, 
e.g. where: 

 A decision has major consequences, (e.g. decision to move accommodation, 
decision to accept or decline support at home, decision whether to report a criminal 
or abusive act). 

 There may be a dispute with the person, their family or the care team, as to the 
capacity of the individual. 

 The person’s capacity may be subject to challenge. 
 There may be legal consequences of a finding of capacity (e.g. as a result of a 

claim for personal injury). 
 The person is making decisions that put him/herself or others at risk or that 

result in preventable suffering or damage. 
 

6.3. Best Interest decision making 

In the event a patient lacks capacity, a decision may need to be undertaken 
under the best interest provision of the Act; this sets out a checklist of factors 
to be considered by the decision maker whilst considering the best interests of 
the person: 

 No decision is to be made solely on the basis of a person’s age, appearance or 
other aspects of behaviour that might lead others to make unjustified 
assumptions. 

 All relevant circumstances relating to the decision. 

 Likelihood of regaining capacity – is it possible the decision could be delayed 
until the patient regains capacity? If it can, it must be. 

 As far as possible encourage the person to participate in making the decision. 

 If the decision concerns life-sustaining treatment then the decision maker must 
not be motivated by a desire to bring about their death. 
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 Where possible ascertain the person’s beliefs and values (religious, cultural 
or moral) which may influence the decision. This includes identifying any 
previously known choices made by the patient, or any formal advanced 
decisions made. 

 As far as possible consult other people, where appropriate, to take account of their 
views regarding what would be in the person’s best interests. This includes 
anyone formally named by the person to be consulted, those involved in caring for 
the person, those interested in their welfare, attorney appointed by a Lasting 
Power of Attorney or any Court Deputy appointed by the Court of Protection. 

 Consultation with the Independent Mental Capacity Advocate (IMCA) if one is 
required (see Section 6.7). The decision maker has a duty to instruct an IMCA 
where the person is ‘unbefriended’ or there is no LPA to consult and a major 
decision needs to be made in the person’s best interests. Such decisions might 
include major operations that may be of benefit but have significant risks, life-
sustaining treatments e.g. PEG feeding, or the decision around permanent 
placement. 

Decisions must be clearly recorded in the clinical records and the use of the Best 
Interest Plan (Appendix 4) may be useful to demonstrate that all possible options 
have been discussed by the team and that the least restrictive option has been 
chosen. 

6.4. Disputes 

There will be occasions when someone may wish to challenge the results of an 
assessment of capacity, best interests or decisions or actions made on their 
behalf. The challenge may come from the person said to lack capacity or by 
someone acting on their behalf. Information about the rights of next of kin is 
available on Trustnet. 

The first step is to review the documentation completed at the time of the 
decision being required (bearing in mind that decisions are time and decision 
specific and the challenge may arise when the patient regains capacity) and/or 
raise the matter with the person who carried out the assessment or made the 
decision. This will help determine the reasons why the decision was made and 
provide objective evidence to support this. This should then be discussed with 
the person raising the challenge with a view to resolving the dispute. 

Other steps that can be taken include: 

 obtain a second opinion from an independent professional 

 discuss with the clinical lead for the area or in the Trust 

 use the local complaints procedure 

 mediation 

 set up a case conference. 

If a disagreement cannot be resolved the person who is challenging the 
assessment may be able to apply to the Court of Protection. 
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See chapters 8 and 15 of the MCA Code of Practice for more detail.  

6.5. Decisions Not Covered by the Mental Capacity Act 

The Mental Capacity Act covers a wide range of decisions and actions which can 
be taken on behalf of a person who lacks capacity to make those decisions. 
However, there are decisions which can never be made on behalf of the person 
who lacks capacity either because they are covered by other legislation, or are 
personal to the individual. Examples of this are consenting to marriage, sexual 
relations and consenting for a child being placed for adoption. For more 
information on this please see the MCA Code of Practice  

In situations where the main concern is that the person is suffering from a 
mental disorder then a consideration for assessment and treatment under the 
Mental Health Act should be made (contact the Psychiatric Liaison Team for 
help and advice). 

The MCA also discusses research using people who may lack capacity. For 
more information see the Code of Practice. 

6.6. Protection from Liability - Acts in Connection with Care or Treatment 

These provisions protect a person from liability for an act done in connection 
with the care or treatment of a person lacking capacity so long as: 

 reasonable steps have been taken to establish whether the patient has the relevant 
capacity before providing the care or treatment; and 

 when doing the act the person reasonably believes that the patient lacks 
the relevant capacity and the act is in the patient’s best interests; 

Decisions must be clearly recorded using the relevant documentation (Appendix 
3 and Appendix 4), or in the medical notes directly.  

Where a person’s mental capacity is known to be impaired and specific help is 
needed to help them make decisions it is good practice to include this in the 
patient’s care plan. 

Where a person’s mental capacity is subject to fluctuation, this should be recorded 
in the care plan, including any strategies known to assist the person with decision 
making. In cases where there is fluctuating capacity staff should make the 
assessment when the person is at their optimum. It would also be good practice to 
check the consistency of the person’s decision over time. 

Given that assessment of capacity relates to a specific decision at a specific 
point in time, it may be necessary to record assessment of capacity as part of an 
ongoing case record. 

6.7. Independent Mental Capacity Advocates (IMCA) 

The aim of the IMCA service is to provide independent safeguards for people who 
lack capacity to make certain important decisions and who have no one else 
(other than paid staff) to support or represent them or be consulted. 
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An IMCA must be instructed and consulted for people lacking capacity who 
have no family, friends or unpaid carers who would be appropriate to contact 
whenever: 

 An NHS body is proposing to provide serious medical treatment;  

Or 

 An NHS body or Local Authority is proposing to arrange accommodation or a 
change of accommodation in hospital or a care home; And 

 The person will stay in hospital longer than 28 days;  

Or 

 They will stay in the care home more than 8 weeks. 

The IMCA’s role is to support and represent the person who lacks capacity; 
because of this they have the right to be provided with access to relevant health 
and social care records. 

It is vital that clear, accurate and timely identification of the need for an IMCA is 
made in all cases. Delay in identifying the need for an IMCA is likely to cause 
delays in medical treatment, discharge from hospital and placement in care 
homes. 

Proceeding with the interventions when the qualifying criteria for IMCA 
involvement are met, but without instructing an IMCA, will place the Trust at risk 
of legal action, including Judicial Review. 

Staff should consider issues of mental capacity at an early stage of every 
assessment, and whenever IMCA qualifying interventions are indicated. 

If there is any doubt about a person’s capacity to make the decision, the 
assessment of their capacity should be recorded to ensure clear decision-making 
and timely instruction of an IMCA where necessary. 

See Appendix 5 for the IMCA service referral form, or it can be 
found on Trustnet in the MCA quick links section.  

6.8. Lasting Power of Attorney (LPA) 

The Mental Capacity Act introduces the Lasting Power of Attorney (LPA). The 
LPA allows an individual (over the age of 18) to appoint an attorney to act on their 
behalf should they lose capacity to make decisions not only concerning property 
and affairs (including financial) but also including personal welfare (healthcare 
and consent to medical treatment).  

The duties may be combined or shared between different people and separate 
LPA forms are completed depending on the duties being covered. Attorneys can 
only act under an LPA once it has been registered with the Office of the Public 
Guardian and have a legal duty to act with regard to the Mental Capacity Act.  

If someone reports they have a LPA then this needs to be presented to the ward 
staff who will check that it is valid and has a stamp to show that it has been 
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registered with the Office of Public Guardian. The LPA for Health and Welfare 
decision making is only relevant when the patient does not have capacity to make 
the decision themselves and the professionals involved in patient care should 
document any loss of capacity in the patient’s notes.  

If someone has a valid LPA and the patient is deemed to lack capacity at this 
time, we would discuss treatment and care options with them as we would for the 
patient themselves and they would have the same decision making powers as 
any other patient. If the person is unable to provide a valid LPA the Trust can 
contact the Office of the Public Guardian to see if it has been formally registered. 

6.9. Advanced Decisions to Refuse Treatment 

It is a general principle of law and medical practice that people have a right to 
consent to or refuse treatment. The Courts have recognised that adults have the 
right to say in advance that they want to refuse treatment if they lose capacity in 
the future – even if this results in their death.  

A valid and applicable advance decision to refuse treatment has the same force 
as a contemporaneous decision. This has been a fundamental principle of 
Common Law for many years and now has statutory force through the MCA. 

Sections 24 – 26 of the Act set out when a person can make an advance 
decision to refuse treatment. This applies if: 

 The person is 18 years or older, and 

 They have capacity to make an advance decision about treatment. 

Healthcare professionals must follow an advance decision if it is valid and 
applies to the particular circumstances. 

Advance decisions can have serious consequences for the people who make 
them. They can also have an important impact on family and friends, and 
professionals involved in their care. Before healthcare professionals can apply an 
advance decision, there must be proof that the decision: 

 Exists 

 Is valid, and 

 Is applicable to the current circumstances. 

People can only make advance decisions to refuse treatment; nobody has the 
right to demand specific treatment, either at the time or in advance. No one can 
insist on being given treatments that healthcare professionals consider to be 
clinically unnecessary, futile or inappropriate; however, people can make a 
request or state their wishes and preferences in advance. Healthcare 
professionals should then consider the request when deciding what is in the 
patient’s best interests if the patient lacks capacity. 

For more information on Advanced Decisions to Refuse Treatment see Trustnet 
pages 
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6.10. How the Act Applies to Children and Young People 

Within the Code of Practice for the Mental Capacity Act, “children” refers to 
people under the age of 16 and “young people” refers to people aged 16-17 
years. 

The Act does not apply to children under the age of 16 years, although there are 
two exceptions: 

 The Court of Protection can make decisions or appoint a deputy to make decisions 
regarding a child’s property or finances where the child lacks capacity to make 
related decisions and is likely to still lack capacity at 18 years. 

 Offences of ill treatment or willful neglect of a person who lacks capacity can 
apply to victims younger than 16 years. 

For those people working in paediatric areas it is also important to consider the 
capacity of parents or guardians who may be making decisions in relation to 
children. 

Most of the Act applies to young people aged 16-17 years who lack capacity to 
make specific decisions, although there are three exceptions: 

 Only people aged 18 years and over can make a Lasting Power of Attorney. 

 Only people aged 18 years and over can make an Advance Decision to refuse 
specific medical treatments. 

 The Court of Protection may only make a statutory will for people aged 18 years 
and over. 

Where there are disagreements concerning care, treatment or welfare of a 
young person aged 16-17 years who lacks capacity to make related decisions, 
the case may be heard in the Court of Protection or the Family Courts 
depending on circumstances. Cases can be transferred between the courts. 

7. Training 

All staff must receive training at the appropriate level for their role as outlined 
in the Trust’s training matrix, and have regular updates every 3 years. 

Training expectations and priorities will be reviewed and monitored at the 
Safeguarding Committee and will include any changes to national legislation and 
include learning from local issues, and reflecting compliance levels within the 
Trust. 

Expectation is that 90% of clinical staff will be compliant for MCA 
training. 

8. Stakeholder Engagement and Communication 

The following stakeholders were consulted during the review of this policy:- 

Safeguarding committee members 
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Safeguarding Adult Team 

Dementia Team 

Divisional Leadership teams 

Harms Free Care Lead 

9. Approval and Ratification. 

 The policy will be ratified at the Safeguarding Committee 

 All staff should adhere to the policy 

10. Dissemination and Implementation 

This policy document will be available to all staff via the Trust Policy Information 
Management System, staff will be alerted to the policy by a standard 
general email. 

The document will also be available via the quick link on Trustnet 

11. Review and Revision Arrangements 

This policy will be reviewed every 3 years or earlier if national policy or guidance 
changes are required to be considered.  

If the changes needed are of a minor nature the policy will not need to be subject 
to a review and re-ratification. If the change is a major change the policy will 
need to be subject to review and re-ratification.  

This policy will be archived in accordance with this document. The Assistant 
Director Regulation and Improvement’s team is responsible for ensuring that 
archive copies of superseded working documents are retained in accordance 
with the Records Management NHS Code of Practice, 2009. 

12. Document Control and Archiving 

This policy will be uploaded to Trustnet when the policy has been ratified by the 
Safeguarding Committee and previous policies will be archived appropriately. 

13. Monitoring Compliance with this Policy 

Measurable 
Policy 
Objective 

Monitoring/ 
Audit 
method 

Frequency of 
monitoring 

  

Responsibility 
for performing 
the monitoring 

Monitoring 
reported to 
which groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 
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There will be 
improvement in 
awareness and 
compliance with 
the Act 

Monitoring 
will be 
achieved by 
an annual 
audit of 
MCA and 
monitoring 
of referrals/ 
concerns 

Annual 
  
  

Deputy Chief 
Nurse 

  

Trust 
Safeguarding 
Committee 

14. Supporting References / Evidence Base 

Mental Capacity Act Code of Practice  

Consent Policy 

Deprivation of Liberty Policy 
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Appendix 1: EQUALITY IMPACT ASSESSMENT 

Equality Impact Assessment Summary 

Name and title: Mental Capacity Act Policy 

 

Background 

 Who was involved in the Equality Impact Assessment 

The authors completed the EIA. 

Methodology 

 A brief account of how the likely effects of the policy was assessed (to include 
race and ethnic origin, disability, gender, culture, religion or belief, sexual 
orientation, age) 

 The data sources and any other information used 

The effects to different race and ethnic origin, disability, gender, culture, religion or belief, 
sexual orientation and age have been considered, the policy increases awareness of 
those with disabilities and ensures appropriate processes are in place 

Key Findings 

 Describe the results of the assessment 

 Identify if there is adverse or a potentially adverse impacts for any equalities groups 

This policy does not have an adverse effect on any equalities group 

Conclusion 

 Provide a summary of the overall conclusions 

This policy does not have an adverse effect on any equalities group 

Recommendations 

 State recommended changes to the proposed policy as a result of the impact 
assessment 

 Where it has not been possible to amend the policy, provide the detail of any 
actions that have been identified 

N/A 
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Appendix 2:  CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 

To be completed (electronically) and attached to any document which guides practice 

when submitted to the appropriate committee for approval or ratification. 

Title of the document: Mental Capacity Act Policy 

Policy (document) Author: Sarah Hill & Jane Mitchell 

Executive Director: Andrea Lewis 

    Yes/No/ 
Unsure/ NA 

Comments 

  
1.  Title     

 Is the title clear and unambiguous? Yes  

 Is it clear whether the document is a guideline, policy, 
protocol or standard? 

Yes  

2.  Scope/Purpose   

 Is the target population clear and unambiguous? Yes  

 Is the purpose of the document clear? Yes  

 Are the intended outcomes described? Yes  

 Are the statements clear and unambiguous? Yes  

3.  Development Process   

 Is there evidence of engagement with stakeholders 
and users? Yes  

 Who was engaged in a review of the document 
(list committees/ individuals)? Yes Safeguarding 

committee 

 Has the policy template been followed (i.e. is the 
format correct)? 

Yes  

4.  Evidence Base   

 Is the type of evidence to support the document 
identified explicitly? Yes  

 Are local/organisational supporting documents 
referenced? 

Yes  
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5.  Approval   

 Does the document identify which committee/group 
will approve/ratify it? Yes  

 If appropriate, have the joint human resources/staff 
side committee (or equivalent) approved the 
document? 

N/A  

6.  Dissemination and Implementation   

 Is there an outline/plan to identify how this will be 
done? 

Yes  

 Does the plan include the necessary training/support 
to ensure compliance? 

Yes  

7. Process for Monitoring Compliance   

 Are there measurable standards or KPIs to support 
monitoring compliance of the document? 

Yes  

8. Review Date   

 Is the review date identified and is this acceptable? Yes  

9. Overall Responsibility for the Document   

 Is it clear who will be responsible for coordinating the 
dissemination, implementation and review of the 
documentation? 

Yes  

10. Equality Impact Assessment (EIA)   

 Has a suitable EIA been completed? Yes  

Committee Approval (insert name of Committee) 

If the committee is happy to approve this document, please complete the section below, 
date it and return it to the Policy (document) Owner 

Name of  
Chair 

 Andrea Lewis 

Chief Nurse 

Date  02/11/2020 

Ratification by Management Executive (if appropriate) 

If the Management Executive is happy to ratify this document, please complete the 
date of ratification below and advise the Policy (document) Owner 

Date: n/a 
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Appendix 3 – MCA Assessment Form 
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Appendix 4 – Best Interest Plan 
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Appendix 5 - IMCA referral form 

 

   

 
 
 

Client Details: 
Name:  
Normal Address  

Current 
Location 

 

Date of Birth:  Gender  
Ethnicity: Asian or Asian British 

Bangladeshi Indian Other Pakistani 
Black or Black British 

African Caribbean Other  
Mixed Background 

White/African White/Caribbean White/Asian Other 
Other Background 

Chinese Other Not Known  
White Background 

British Irish Other  
Traveller (Irish) Gypsy/Roma 

Religion Agnostic Astronomy Atheist Buddhist 
Christian Hindu Islam Judaism 
Scientific Other Unknown  

Marital Status  Cohabiting Divorced Married Separated 
Separated Unknown Widowed  

Sexual 
Orientation 

Bi-Sexual Heterosexual Homosexual Lesbian 
Other Unknown   
Heterosexual Lesbian   

Other Protected 
Characteristics 
(all that apply) 

Physical Visual Hearing Dual 
Sensory 

Learning 
Disability 

Cognitive 
Impairment 

Mental 
Health 

Dementia 
type 

Pregnant    
 
 

 
 
 
 

   

 

 

Independent Mental Capacity 
Advocacy (IMCA) Referral Form 
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Any special communication Requirements 
 

Any other information you consider relevant 
 

What is the decision that has to be made? (reason for referral) 

Accommodation move Care (Accommodation) review 

Safeguarding Adults Serious Medical Treatment 
If you have put down safeguarding, it must be in safeguarding, and there needs to be a specific decision 

e.g. protective measure or measures. If not, consider using the Non-Instructed Care Act Advocacy Service, 
which can begin at any time in the safeguarding process. 

If you have put care review, the expectation is that this follows IMCA involvement in an accommodation 
move. You do not need an IMCA if the person is subject to a DoLS Authorisation and has a RPR.  

Also consider using the Care Act Advocacy Service. 
Please give details of the decision and any significant dates 
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Has there been a Capacity Assessment regarding this decision? 
NB: The MCA05 states that we must assume capacity unless someone has been assessed as lacking 
capacity to make a particular decision at a particular time. We may request a copy of this assessment. 

 

What is the reason or cause of the person’s lack of capacity? 
Do not put unknown, you (or a clinician) needs to identify a specific impairment of the functioning of the 

mind or brain as part of the two-stage capacity assessment. 
 

Significant People Involved 
Names, contact details and relationships of any professional who knows the 
person or may be able to provide information. 
E.g. Care Manager, Doctor, manager of home, care staff, nurses, advocates, etc.  
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Names of any friends, family or unpaid person who knows the person 
Please include contact details and relationship to the person 

 

If you have included friends/family, please explain why they are not 
appropriate to consult. 

Note: IMCAs are not there to replace family/friends -we will contact you for further information on this issue 
 

 

Referrer Details (if different from the Decision Maker) 
Although anyone can make a referral, only the decision maker can make an authorised instruction. 

Leave this section blank if you are the decision maker. 
Name  
Role  
Team/Dept.  
Organisation 
Or agency 

 

Contact details 
Address, email, mobile 

 

How did you hear 
about us? 
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Decision Maker Details 
This is the person who is proposing to take the step in question on the basis that it is said to be in 

the person’s best interests. Only the decision maker can make an authorised instruction. 
Name  
Role  
Team/Dept.  
Organisation 
Or agency 

 

Contact details 
Address, email, mobile 

 

How did you hear 
about us 

 

 

Please complete as fully as possible, then return to: 
info@advocacyinsurrey.org.uk 
www.advocacyinsurrey.org.uk 

If you have any questions then please email us, or call on: 
0800 335 7330 

You can also send this information securely via Egress at the above address. 
 

For office use only 
Referred from:  
Referral taken by:  
Date Referral taken:  

 

 

 

         

 


