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A word from
Ann-Marie Cannaby
We are making great progress against 
our ambitions outlined within the 
Nursing System Framework (NSF). One 
unmistakable achievement relates to 
our quality audit programmes which has 
gained great momentum. 

We have been able to embed new 
technologies which enables gathering 
and processing of audit data far more 
efficiently than we were able before. 

This allows us to develop newer quality 
audits which intend to measure and 
improve the standards of care we offer to 
patients and also the leadership we offer 
to our Nursing, Midwifery and Health 
Visitor staff. 

Where we can start to better demonstrate 
variances in care, we wish this new 
programme to be supportive, to learn from 
each other and develop the best models 
of care thought out all clinical locations.
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Cohort 119

Welcome to cohort 119 student nurses 
from Wolverhampton University who 
commenced their first placements in the 
Trust this month. #futurenurses

Registered nurse apprentices

Thanks to our apprentice nurses who 
represented the nursing profession during 
apprentice week. They had their pictures 
taken and provided quotes to promote 
and support the innovative programme at 
RWT.

Assistant practitioners

Congratulations to our trainee assistant 
practitioners, who have graduated from 
Staffordshire University with a foundation 
degree in integrated care practice - well 
done! 

Church service - 8th May 

The chaplaincy team are once again 
hosting a service of thanksgiving 
on behalf of the Trust to celebrate 
International Nurses Day and Day of 
the Midwife. The service will be at St 
Patricks RC Church, Wednesfield Road, 
on Wednesday May 8th, commencing at 
6.30pm and you are all welcome. This 
year the theme of the service will be 
centred around “remembering our past…
embracing our future.”

Research event

Alison Hardwick and Rachel Fisher 
represented RWT at an NIHR event 
promoting research to potential 
participants. The event held at a 
retirement village in Birmingham focused 
on increasing awareness of research. The 
residents had specified areas of research 
they were keen to hear more about. They 
provided information on ophthalmology 
and research initiatives currently available.  
The event was a brilliant platform to 
promote research and its benefits and is 
something we look to repeat in the future.

Dates for your diary: 

• Midwifery day May 5th

• School nurses day May 7th

• Church service May 8th

• International nurses day May 12th

• Oral hygiene month May

Congratulations to the following 
areas:
• A6

• Urology OPD 

• Ward 2 West Park

• Whitmore Reans HV team

• A8

• Cannock endoscopy

• Rheumatology unit – Cannock

• Cannock outpatients

• C17

• C39

• Bilston HV team

• Diabetes centre

• Bilston school nurse team

• Ashmore Park school nurse team

• Green park school nurse team

All areas scored 10 out 10 for student 
nurse evaluations for their placement 
experience from August 2018 to January 
2019. 

Congratulations
Congratulations to our 12 trainee nursing 
associates who have been put forward 
for entry to the NMC register as nursing 
associates.

• Lucy Brookes

• Helen Greenaway

• Reymundo Viloria

• Lisa Eccleston

• Stephanie Dalton

• Julie Cresswell

• Nicola Sadler

• Hayleigh Atkinson

• Sunitha Thomandru

• Laura Cooper

• Michael Cadiz

• Emma Farmer

News in brief
April 2019

Don’t forget to share your news! 
Email us at:

rwh-tr.nursingnewsletter@nhs.net
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I love the idea of an armchair revolution. I 
shout at the television and argue with the 
Today programme. In my youth I went on 
the odd CND march and I was in Trafalgar 
Square at the start of the poll tax riot 
(but went to the pictures before the riot 
started).

My career in nursing was different. 
As a new ward sister in the 1980s, I 
made many grand gestures in a bid to 
overturn task-based care and replace 
it with something more thoughtful, 
compassionate and patient-focused - 
primary nursing. My revolutionary moment 
came when I threw out the back trolley.

After a sharp intake of breath from my 
team, we had a ball. We ripped up the 
rule book that had defined the task based 
organisation of care for decades. Along 
with the back trolley, out went bowel and 
bath charts and regimented two-hourly 
rounds. 

Creativity in nursing needs to 
be nurtured and supported
By Eileen Shepherd Clinical Editor, Nursing Times

The symbols of new nursing multicoloured 
name badges and colour-coordinated 
teams - were essential accessories. 
However the ideals of primary nursing 
became diluted as debate about how care 
was organised became more important 
than the underpinning philosophy. Nurses 
argued about whether one team was 
answering another team’s buzzer and the 
real issue about the fundamental role of 
the nurse was lost.

Looking back, the bone of contention 
on my ward was getting rid of the back 
trolley. Rather than liberating my team 
and enabling us to move upwards to 
a higher, more sophisticated level of 
practice, we were left with the problem of 
where to put everything. Eventually I had 
to admit that we needed a mix of the old 
and new. What mattered was the guiding 
philosophy that underpinned care.

What I learnt was that enthusiasm to 
challenge and change was an asset but 
changing hearts and minds was more 
important than grand gestures.  
I also learnt that robust planning and a 
system of evaluation were important for 
successfully implementation.

Nursing is now going through a period of 
unprecedented change and skill mix and 
recruitment are major issues.  Providing 
the ideal of personalised care on skeleton 
staffing is a challenge and concerns have 
been raised that systems of task allocation   
- which nurses have fought against for 
years - are re-emerging by stealth. As the 
configuration of teams change with the 
introduction of the nursing associate role 
it is important to think about how this 
will affect current team dynamics and 
allocation of work. 

It seems that now more than ever we 
need excellent clinical leaders who can 
support and guide staff through this 
choppy period of change.

Central to this are leaders who have a 
vision of what nursing care should be. 
Ultimately we all need to be reminded of 
the underpinning philosophy that puts 
patients at the heart of everything and 
this needs to be shared with all members 
of the nursing team. 

Now, more than ever, our nursing 
leaders need to help teams to reflect 
constructively on what they are doing and 
when a suggestion is made to change 
practice it is vital that evaluation is built 
into the process so we can learn about 
what works and what does not work. 

We need to think about the “best way” to 
provide care in the future and contribute 
to national debates about nursing that 
transcends organisational boundaries. If 
the profession has a collective vision of 
the unique contribution of nursing we can 
then argue clearly and effectively about 
what we need to achieve our goals.

There are lots of examples of nurses 
making changes that improves the care 
of patients and every year Nursing Times 
holds a prestigious award ceremony 
in London to celebrate the amazing 
achievements of nurses. The Nursing Times 
Awards are open to everyone. 

I know there is amazing work happening 
in your organisation to improve the care 
of patients and I challenge you to look 
at The Nursing Times Awards criteria and 
consider entering. Entering awards are a 
great way to celebrate success, improve 
morale and increase motivation!

The entry deadline: 
Friday 26 April 2019.

For more information visit: 
awards.nursingtimes.net/
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March 11th to 17th was nutrition and hydration week. This is 
an annual event that shares the national objective to highlight, 
promote and celebrate improvements in the provision of 
nutritional care.

We ran daily challenges from Monday to Friday that highlighted 
the care patients should receive. We know good nutrition and 
hydration is essential to our patients and that it is a vital aspect 
of their well-being and recovery. The challenges were designed 
to motivate staff to become re-energised and focused about the 
delivery of high standards or care. 

It was also a great opportunity for areas to showcase their 
excellent work so it could be shared with other areas.

The nutrition steering group would like to thank all of the areas 
that took part- even the one outside of the trust- Hi Ashlie!

And without further ado we would like to announce that Fairoak 
ward were chosen as the nutrition and hydration challenge 
winners 2019. Well done Fairoak.

The decision was made as the whole multidisciplinary team 
demonstrated excellent knowledge, passion and dedication to 
delivering high quality nutritional care to their patients. They 
went above and beyond to celebrate and promote nutrition 
and hydration week and had planned events each day. They 

demonstrated that they completed all of the challenges where 
applicable and that this was not out of the ordinary for them. 

Staff on Fairoak told us…
“Making sure our patients have a varied diet and are offered 
drinks throughout the day, improves their recovery and enables 
them to be able to fully participate in their rehabilitation so they 
go home sooner.  Rehabilitation takes a lot of effort and without 
the input of the ward staff, catering department and the dietician; 
our patients would not be able to achieve their goals.” 

Well done!

If anyone is interested in championing nutrition and hydration 
and would like to attend the steering group please email 
katie.haywood@nhs.net 

Nutrition and hydration challenge winners 2019
By Katie Haywood - Practice Educator for quality
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Tell me about your background.
I am originally from Slovakia where I began my nursing career 
at a young age of 14 and qualified as an adult nurse four 
years later. After qualifying, I worked within intensive care and 
operating theatres and in early 1998, moved to the United 
Kingdom (UK) to pursue my desire to perfect my English. In 
late 1999, I made a decision to remain in the UK. In 2000, 
after completing a period of adaptation and voluntary nursing 
placements at the Robert Jones and Agnes Hunt Orthopaedic 
Hospital NHS Foundation Trust, I secured my first registered 
nursing post in the UK on the critical care unit at the Wrexham 
Maelor Hospital. Following a promotion to the role of sister, I 
became involved with practice development. In 2005, I moved to 
University Hospitals Birmingham NHS Foundation Trust to take up 
a post of practice development nurse. After five years in the post, 
I took up a post at the West Midlands Strategic Health Authority 
which provided me with development opportunities associated 
with workforce planning, leading workforce associated projects 
and talent management. In 2012, I moved to Worcestershire 
Acute Hospitals NHS Trust to become their service lead for safe 
care, where I led a variety of safety work streams. Later in 2013, 
I was successful in securing a post of quality manager at the NHS 
Trust Development Authority (now NHS Improvement), which saw 
me working with a wide variety of NHS provider organisations, 
overseeing quality and providing support, in order to safeguard 
and improve patient safety and quality of care. During my time 
at NHSI, I was successful in being appointed to the head of 
quality/senior clinical manager post and also took up a 14 month 
secondment as an interim deputy director of nursing at the 
George Eliot Hospital NHS Trust. 

I live in South Staffordshire with my husband and I like walking, 
travelling, photography and anything associated with design, 
whether it is fashion or interior. I also like to bake, when I have 
time!

How do you feel to be appointed?
I am delighted to have been appointed to the role of deputy 
chief nurse and to be part of the senior nursing team in this 
aspirational organisation. I think the model of integrated care 
across the organisation creates many exciting opportunities for 
teams across the system to work more collaboratively for the 
benefit of patients and their families. I very much look forward 
to working with the nursing, midwifery, health visiting and wider 
multidisciplinary teams to drive improvements, support each 
other, celebrate our achievements and also continue on my own 
development journey.

Welcome to Martina Morris 
our new Deputy Chief Nurse

 I have been very fortunate to have worked with some colleagues 
from this organisation in my previous NHSI post and have always 
been impressed with their openness and transparency and on-
going focus to improve care and experience for the patients and 
staff. 

What are you most excited about getting involved in?
I feel privileged to have the opportunity to work with the chief 
nurse, my peer Vanessa and the nursing, midwifery, health visiting 
and wider multidisciplinary teams to foster a culture of mutual 
respect, where teams are feeling supported and empowered 
to drive improvements resulting in better patient care and 
experience. 

What are your plans for the first few months in the role?
Initially I will spend some time on getting to know the 
organisation, meeting new colleagues and key stakeholders 
and becoming more familiar with the nursing and  midwifery, 
health visiting and wider organisational agendas and associated 
portfolios. I will also spend time on becoming familiar with 
the teams I will be responsible for in order to understand their 
portfolios, objectives, challenges and establish how I will be able 
to support them. 

I would like to say thank you to you all in advance for your 
support whilst I settle in the organisation and I look forward to 
working with you!



April 2019 Care to Share 7

I have worked as a clinical informatics 
manager at RWT since 2011 and to be 
honest, it was a mixture of curiosity, 
frustration and desire to improve access to 
patient information that led me to the role. 
When I was a community matron, I became involved with the 
single assessment process and mobile working projects, which 
were investigating the potential of accessing a shared electronic 
patient record from a laptop whilst in the patients’ home. 

Both projects were challenging the ways of working. They really 
made me think how much better the patient and staff experience 
would be if clinicians had access to appropriate technology, 
allowing the patient’s information to be in one place as opposed 
to isolated filing cabinets! 

This interest led me into the world of clinical informatics when, in 
2008, I became a clinical informatics specialist. 

Understanding the use of information structures, information 
processes, and information governance are essential and as these 
changed, consequently the clinical informatics role evolved. 

Technology now pervades our lives at home and at work and 
we are in a world where technology use is no longer special or 
unusual. However, we are now able to harness that technology to 
provide us with data which can be used to change and improve 
the way we deliver care. 

The national information board’s personalised health and care 
2020 report focuses on modernising technology in the NHS. It 
is noted as essential for health care professionals, patients and 
carers to have access to all the data, information and knowledge 
they need, in order to improve care delivery and patient’s safety. 

The clinical content in nursing records influences care processes 
and provides essential information at the point of care, which 
in turn supports clinical decision making.  In fact nurses spend 
40 percent of their time on documentation (Nuance Healthcare, 
2017) which is often still written rather than entered directly, as 
there is limited access to electronic devices. This means that the 
information or data can only be accessed retrospectively and 
subsequently patient pathways and information sharing are not 
clear. 

The drive towards a paperless record system and the integrated 
electronic patient record (IEPR) has sparked an increasing 
focus on nurses and their readiness to use electronic systems, 
particularly when it comes to documentation. 

The role of the clinical informatics team
By Diane Davies - Clinical Informatics Manager

Leigh Mason Business Analyst, Di Davies Clinical Informatics 
Manager, Cheryl Duke Business Analyst, Catherine Carwardine 
Clinical Informatics Specialist, Lucy Curtis Business Analyst

The 2018 RCN’s ‘every nurse an e-nurse’ initiative highlighted the 
need for a workforce that is ‘involved in the design, development 
and deployment of technology in healthcare’. Cooper (2018) 
suggests that for ‘smart 21st-century documentation to work the 
output needs to be a natural by-product of the nursing process.’

The clinical informatics team provide a bridge between the 
clinical teams and IT.  Our role is to facilitate involvement of the 
nursing staff as well as medics and allied health professionals in 
the development and design of technology in our Trust. The team 
comprises of nurses and business analysts, combining many years 
of both clinical and analytical experience in the health and clinical 
settings. The analysis enables us to foresee potential pitfalls in 
programmes, which are discussed with the IT developers who 
suggest or seek alternatives. At times it is a case of interpreting 
the developer’s terminology and intent for the clinical staff and 
to discuss what may work better and what is possible from a 
system.  

Too frequently there can be a tendency for clinical staff to be told 
what is best for them in terms of technology when in practice 
there may be a better solution.  In this way, our role is also 
to reduce needless spending and waste by ensuring the best 
technology in the right place, at the right time to meet both the 
needs of clinical staff and the patients.

The American Nurses Association (2001) define 
clinical informatics as:

“The specialty that integrates nursing science 
with multiple information management and 
analytical sciences to identify, define, manage, and 
communicate data, information, knowledge, and 
wisdom in nursing practice…”
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Introduction
The increase in chronic liver disease 
has resulted in a significant increase in 
in-patients needing recurrent abdominal 
paracentesis for ascites, which requires 
hospital admission. Thus, waiting times 
for admission have become longer and 
delays in intervention and treatment 
have become inevitable. In 2012, the 
Trust piloted a nurse-led abdominal 
paracentesis (drainage of fluid from the 
abdomen) service in gastroenterology. 
The initial clinical service catered to 
inpatients with liver disease and ascites 
(accumulation of fluid in the abdominal 
cavity) in the gastroenterology ward. 

In 2014, the Trust developed an innovative 
nurse-led abdominal paracentesis day 
service. The service is known to be the first 
and the only one in the West Midlands. 
Nationally and globally, there are only a 
few organisations that provide this nurse-
led service (Tahir et al., 2014, Chivinge et 
al., 2015). Abdominal paracentesis has 
been traditionally carried out by medical 
doctors. The current service is unique in 
that it is completely led and managed by 
nursing staff. A local survey had found 
that the length of hospital stay and delays 
in performing paracentesis occurred very 
often due to constraints in staffing. In 
addition, the number of patients suffering 
from ascites due to liver cirrhosis has been 
steadily increasing (Gines et al., 2004). 
Growing waits for paracentesis and poor 
patient experience were the main reasons 
for introducing the nurse-led service 
to deliver timely treatment for patients 
requiring this procedure.

A qualitative evaluation was conducted 
using in-depth interviews and surveys 
which showed positive impact patients 
and staff experiences. The service has 

further extended to provide intravenous 
infusions for gastroenterology patients via 
the day-case unit. This initiative facilitated 
nurses to expand their roles. With 
appropriate training and competency, 
nurses can now perform medical 
procedures safely and effectively. This 
development has substantial implications 
for staff retention and is an important 
contribution to the debate on the future 
direction of the nursing profession.

Service outcomes
This nurse-led service has improved 
patients’ experiences by reducing 
waiting times, in-patient admissions, and 
hospital stay.  Being nurse-led, timely 
implementation of the procedure is carried 
out, reducing patients’ discomfort and 
distress. Furthermore, the day-case unit 
provides a less stressful environment and 
fewer risks. 

Gastroenterology nurses, as specialists in 
their field, offer training and competency 
assessment for new junior medical staff. 
What was once a medical-led clinical 
procedure is now a clinical service 

implemented effectively and safely by 
knowledgeable and competent nurse 
practitioners.  Having this specialist skill 
also boosts staff morale and professional 
development. An important factor to 
consider is that the service being nurse-
led, releases medical staff for other clinical 
procedures or consultations. 

Impact on patient experience
Patient feedback consists of how this 
clinical service had a positive impact 
on their normal lives. A service user 
commented on how confident he feels 
of the service being safe and effective 
with competent, caring and efficient staff. 
Importantly, patient feedback shows 
satisfaction in terms of reduced waiting 
times, treatment and overall experience. 

Impact on the nursing role
This innovative service has provided 
gastroenterology nurses a venue to 
further advance themselves professionally 
and clinically and boosts staff morale.  
The gastroenterology nurses are no 
longer viewed as general medical ward 
nurses working in a gastroenterology 

A nurse-led clinical service 
innovation in gastroenterology

By Maria Tan – Matron for Gastroenterology, Endoscopy, Out of Hours Practitioners and Drug & Alcohol Liaison Team



April 2019 Care to Share 9

environment catering to patients with 
gastroenterology problems but rather 
viewed as specialists in their field. They 
are seen as experts in their roles who 
could autonomously provide and manage 
a complete nurse-led clinical service from 
the time of referral from the medical team, 
to the patient’s admission, intervention, 
discharge and follow-up. Gastroenterology 
nurses can now safely and competently 
perform clinical assessments and 
consultations independently. It has 
provided them an opportunity to pursue 
non-medical prescriber qualifications and 
clinical competencies that historically were 
only carried out by medical practitioners. 
This innovation is a clear example of how 
nurses have expanded the boundaries 
of their practice in an effective and safe 
manner that has a great impact to patient 
experience. This innovation is a venue for 
nursing staff to upskill themselves and is 
significant impact on staff recruitment and 
retention within gastroenterology. 

Economic and financial impact

Following this nurse-led service, the 
number of patients admitted to hospital 
due to ascites and requiring ascitic 
drainage has greatly reduced. Considering 
the savings per overnight hospital bed 
stay this service incurs, the Trust has 
generated bed-day cost savings from this 
clinical service, not to mention the cost 
savings from staff usage, treatment and 
investigations.

Recognition of benefits of new 
service 

This innovation has received numerous 
local and national awards including 
Healthcare Service Journal award for 
management of long term condition 
and British Journal of Nursing Award for 
Innovation and Liver Nurse of the Year. 

Thinking outside the box

This nursing innovation can be used as a 
model for other service development and 
expansion of nursing roles. As nursing 
professionals, it is an opportunity for us 
to reflect – what challenges do we have 
in our clinical areas and is there any 
scope for new clinical practice or service 
development that we can look into to 
improve our patients’ and staff experience.
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DRAFTDRAFT   
Educational pathway  

quali�cation / core  
Competency — to meet each level of 

the Career Ladder  

Management Track Research Track Clinical Track  

Masters + typically minimum of  
10 years  

experience  

Masters  + typically minimum of  
5 years experience  

Masters  + typically minimum  of  
4 years experience 

Typically minimum 3 years experience   

BSc Nursing/Midwifery  

Diploma in Nursing  

Matron  

Chief Nurse 

Senior Matron 

Head of Nursing / Midwifery 

Deputy Chief Nurse 

Senior Sister / Charge Nurse 

Sister/Charge Nurse 

Registered Nurse / Midwife 

Registered Nurse / Midwife 

Head of Nursing  
 

 
 

 
Facilitator  

 
Facilitator  

*   Professor 

Matron (Research) 

Senior Sister / Charge Nurse  
Research 

Registered Nurse / Midwife 

Junior Sister / Charge Nurse  
Research 

Registered Nurse / Midwife 

Consultant Nurse/ Senior  Advanced   
 

Advanced Nurse / Midwife  
 

Clinical Nurse Specialist / 
 Health visitor/Midwife 

Registered Nurse / Midwife 

Registered Nurse / Midwife 

Nurse Associate 

Health Care Assistant 

Access to pre-  

Access to level 4 Nurse Associate Programme 

Foundation Degree Nursing /Healthcare  

NVQ / QCF level 3 or 2 in Healthcare  

Typically minimum 2 years experience / 
18 mths Midwifery 

Senior Clinical 
Nurse  

Specialist  

 
Facilitator  

Nurse  
 

*  PhD, Research Portfolio  

The nursing and midwifery 
career framework
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The following framework has been developed to help us to identify pathways and progression routes for healthcare 
staff.  It is designed to clearly show how careers can move along different tracks and the alternative options that 
are available i.e. management, clinical, educational, and research. Also at the side it demonstrates the educational 
and experience pathway as it progresses. Its other purpose is to help us to understand roles and incorporate it into 
workforce planning.
At this stage we are looking for your feedback and comments on this framework.
Please forward to rosebaker@nhs.net 
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Helena Dempsey - Named Nurse for Safeguarding Adults

A coffee with...

How long have you been at RWT? 
I joined RWT in September 2018 and work three days per week.  
Prior to that I spent 15 years working within Birmingham NHS 
trusts.  The last six months with RWT have flown by!

What is your job role? 
My job role is named nurse for safeguarding adults within the 
RWT safeguarding team.  I provide safeguarding adults support 
and deliver training to RWT staff, as well as assisting to ensure 
that adult safeguarding legislation and guidance (eg. MCA and 
DoLS) is adhered to.

What is your favourite thing about your job? 
Each day is always different from the next – the cases can vary in 
complexity and severity and always present new and interesting 
challenges.  Being able to advise and support staff, allay their 
anxieties, and assist them to provide the best possible support 
to their patients, is incredibly rewarding.  I thoroughly enjoy 
working within the RWT safeguarding team – it is a positive and 
supportive environment to work in.

What are the biggest challenges you face?
A current challenge is ensuring that adult safeguarding training 
requirements (in adherence to the national intercollegiate 
document) are met by RWT staff, and that there is sufficient 
training available for staff to access.

What is your biggest success?
My biggest success at present is that I am half way through a 
master’s degree in safeguarding at Birmingham City University.  
It’s been a challenging but rewarding experience.

What makes you proud?
My three children (aged twelve, seven, and five) make me 
incredibly proud – seeing them grow and flourish into amazing 
little individuals is a privilege.

When you’re not at work, how do you like to spend your 
time?
I enjoy spending time with my family and friends, and love 
watching a good sci-fi or crime series on Netflix.

Let’s celebrate your achievements!
RWT is very proud of its staff and would like to hear about your 
achievements, big or small and wish to create a registry to log them all. 
This will help the wider trust to celebrate and recognise staffs hard work 
and dedication.
You can inform us of your achievements by completing an e-form on the 
nursing and midwifery web site. 
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By Anna-Marie Turner, - Named Nurse for Safeguarding Adults

Mental capacity explained

Assessing capacity & best interest decision making
We must presume capacity unless proven otherwise. (Principle 
1of the MCA Statutory Principles)

However- if we think the person may not have capacity to make 
their own decision we must evidence their lack of capacity by 
completing and recording a capacity assessment of their ability to 
make the specific decision at that time.

This assessment must take place at a time that will maximise 
the person’s ability to make the decision as the Act requires 
that every effort is made to support a person to make their own 
decision.

The MCA test for capacity is called the two stage test.

STAGE ONE- THE DIAGNOSTIC TEST
Is there an impairment or disturbance in the functioning of the 
mind or brain?

For example does the person have dementia, a brain injury, 
learning disability etc.

STAGE TWO- THE FUNCTIONAL TEST
Does the impairment or disturbance mean that the person is 
unable to make a specific decision when they need to?

For a person to lack capacity to make a decision, the Act says 
their impairment or disturbance must affect their ability to make 
the specific decision when they need to.

But first people must be given all practical and appropriate 
support to help them make the decision for themselves.

Stage two can only apply if all practical and appropriate support 
to help the person make the decision has failed.

What does the Act mean by ‘inability to make a 
decision’?

A person is unable to make a decision if they cannot:

U nderstand the relevant 
information about the decision 
(information should be given in a 
way that they understand, in their 
preferred communication method, 
such as using pictures, signs etc.)

R etain the information (for long 
enough to make the decision)

B alance the information (weighing 
up the different options and 
what this means to or for them, 
understanding the consequences)

C ommunicate their decision 
(by any method)

The first three should be applied together. If a person cannot do 
any of these three things, they will be treated as unable to make 
the decision. The fourth only applies in situations where people 
cannot communicate their decision in any way.

Detailed guidance on how to assess capacity using the two stage 
test is provided in chapter four of the Mental Capacity Act Code 
of Practice.

Anybody who claims that an individual lacks capacity must be 
able to provide proof. They need to be able to show, on the 
balance of probabilities, that the individual lacks capacity to 
make a particular decision, at the time it needs to be made. This 
means being able to show that it is more likely than not that the 
person lacks capacity to make the decision in question.
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Mental capacity continued

Best interest decision making
Who makes the best interest decision?

Under the Act different people can be the decision maker when 
someone lacks capacity to make the decision themselves.

Who makes the decision will vary depending on what type of 
decision needs to be made.

For example:-

• Day to day best interest decisions could be made by the carer 
involved with the care at the time it needs to be given

• Medical treatment best interest decisions would be made by 
the doctor/ relevant health care professional proposing the 
treatment.

How is a best interest decision made?
The Chapter five of the MCA Code of Practice includes a best 
interests checklist for when a decision needs to be made which 
includes:

1. Consider all relevant circumstances - try to identify the things 
that the person who lacks capacity would take into account 
if they were acting for themselves.

2. Consider whether the person may regain capacity - if so 
- can the decision be put off so that they can make the 
decision for themselves?

3. Involve the person in the decision as much as possible.

4. Consider the person’s past and present wishes and feelings.

5. Consider any written statement made when the person had 
capacity

6. Consider the beliefs and values likely to influence the 
person’s decisions.

7. Consult and take into account the views of key people such 
as friends, family and carers, Lasting Power of Attorneys, 
Court Appointed Deputies. This can include instructing an 
Independent Mental Capacity Advocate to support the 
person if they have no family/friends and a life changing 
decision is being made.

8. If the decision concerns life sustaining treatment - the 
decision shouldn’t be motivated by a desire to bring about 
the person’s death and assumptions shouldn’t be made 
about the person’s quality of life.

9. Avoid restricting the person’s rights - are there other options 
that would avoid restricting the person’s rights? These rights 
may include statutory rights for example under the Human 

Rights Act, but they may also include the right to a quality 
of life or to access treatment. This aspect of the checklist 
is finding a balance between the person’s rights and their 
interests. The least restrictive option may also include making 
no decision at all.

10. Avoid discrimination - the decision shouldn’t be based on 
assumptions about the person’s condition, age, gender, race, 
religion etc.

11. Take all of this into account: weigh all this up in order to 
work out the person’s best interest.

What protection do people have when caring for those 
who lack capacity to consent?
Every day millions of acts are done to people who lack capacity.

Such acts range from everyday tasks of caring to life-changing 
events. For example, serious medical treatment or arranging for 
someone to go into a care home.

In theory, many of these actions could be against the law.

Legally, people have the right to stop others from interfering 
with their body or property unless they give permission. But what 
happens if someone lacks capacity to give permission?

Carers who dress people who cannot dress themselves are 
potentially interfering with someone’s body without their consent, 
so could theoretically be prosecuted for assault. A neighbour who 
enters and cleans the house of a person who lacks capacity could 
be trespassing on the person’s property.

Section five of the Act provides ‘protection from liability’.

It protects people who carry out these actions. It stops them 
being prosecuted for acts that could otherwise be classed as civil 
wrongs or crimes.

The Act allows necessary caring acts or treatment to take place as 
if a person who lacks capacity to consent had consented to them. 
People providing care of this sort do not therefore need to get 
formal authority to act.

Importantly, section five does not give people caring for or 
treating someone the power to make any other decisions on 
behalf of those who lack capacity to make their own decisions. 
Instead, it offers protection from liability so that they can act in 
connection with the person’s care or treatment.

The power to make decisions on behalf of someone who lacks 
capacity can be granted through other parts of the Act (such as 
the powers granted to attorneys and deputies).
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What type of actions might have protection from 
liability?
Section five (1) provides possible protection for actions carried 
out in connection with care or treatment. The action may be 
carried out on behalf of someone who is believed to lack capacity 
to give permission for the action, so long as it is in that person’s 
best interests.

Actions that might be covered by section five include:

Personal care
• Helping with washing, dressing or personal hygiene helping 

with eating and drinking.

• Helping with communication.

• Helping with mobility.

• Helping someone take part in education, social or leisure 
activities.

• Going into a person’s home to drop off shopping or to see if 
they are alright.

• Doing the shopping or buying necessary goods with the 
person’s money.

• Arranging household services (for example, arranging repairs 
or maintenance for gas and electricity supplies).

• Providing services that help around the home.

• Undertaking actions related to community care services (for 
example, day care, residential accommodation or nursing 
care).

• Helping someone to move home (including moving property 
and clearing the home).

Healthcare and treatment
• Carrying out diagnostic examinations and tests.

• Providing professional medical, dental and similar treatment.

• Giving medication.

• Taking someone to hospital for assessment or treatment.

• Providing nursing care (whether in hospital or in the 
community).

• Carrying out any other necessary medical procedures (for 
example, taking a blood sample) or therapies (for example, 
physiotherapy or chiropody).

• Providing care in an emergency.

These actions only receive protection from liability if the 
person is reasonably believed to lack capacity to give 
permission for the action. The action must also be in the 
person’s best interests.

Deprivation of Liberty Safeguards (DoLS)

The safeguards apply to adults who lack capacity to consent to a 
care plan which is thought to deprive that person of their liberty 
and only applies to adults in a hospital or care home setting.

For information on deprivation of liberty safeguards in community 
settings, please see our fact sheet on community DoLS.

Why were the deprivation of liberty safeguards 
introduced?
The deprivation of liberty safeguards were introduced to provide 
a legal framework around the deprivation of liberty. Specifically, 
they were introduced to prevent breaches of the European 
Convention on Human Rights (ECHR) such as the one identified 
by the judgment of the European Court of Human Rights (ECtHR) 
in the case of HL v the United Kingdom3 (commonly referred to 
as the ‘Bournewood’ judgment).

To prevent further similar breaches of the ECHR, the Mental 
Capacity Act 2005 has been amended to provide safeguards for 
people who lack capacity specifically to consent to treatment or 
care in either a hospital or a care home that, in their own best 
interests, can only be provided in circumstances that amount to 
a deprivation of liberty, and where detention under the Mental 
Health Act 1983 is not appropriate for the person at that time. 
These safeguards are referred to as ‘deprivation of liberty 
safeguards’ (Deprivation of Liberty Safeguards Code of Practice 
p14).

What are the safeguards?
• To provide legal protection to vulnerable people who are or 

may become, deprived of their liberty in a hospital or a care 
home. The safeguards exist to provide a legal process and 
protection where deprivation of liberty seems unavoidable 
and is deemed to b e in the person’s best interests.

• To provide a process for a deprivation of liberty to be made 
lawful through an authorisation. The process includes urgent 
and standard authorisations and gives a right to challenge 
deprivation of liberty authorisation.
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Deprivation of Liberty Safeguards (DoLS) cont.

Who do the safeguards apply to?
The safeguards apply to people in England and Wales who have a 
mental disorder and lack capacity to consent to the arrangements 
made for their care or treatment, but for whom receiving care 
or treatment in circumstances that amount to a deprivation of 
liberty may be necessary to protect them from harm and appears 
to be in their best interests.

The safeguards apply to adults in care homes and hospitals. Both 
self-funded and publicly funded residents are covered by the 
safeguards.

For people being cared for somewhere other than a care home or 
hospital, deprivation of liberty will only be lawful with an order 
from the Court of Protection.

The safeguards relate only to people aged 18 and over. If the 
issue of depriving a person under the age of 18 of their liberty 
arises, other safeguards must be considered – such as the 
existing powers of the court, particularly those under section 25 
of the Children Act 1989, or use of the Mental Health Act 1983.

The DoLS should not be used if a person meets the criteria for 
detention under the Mental Health Act 1983.

How do the safeguards relate to the rest of the Mental 
Capacity Act 2005?
The deprivation of liberty safeguards are in addition to, and do 
not replace, other safeguards in the Mental Capacity Act 2005. 
This means that decisions made, and actions taken, for a person 
who is subject to a deprivation of liberty authorisation must fulfil 
the requirements of the Act in the same way as for any other 
person. In particular, any action taken under the deprivation of 
liberty safeguards must be in line with the principles of the Act. 

What is deprivation of liberty?
The Deprivation of Liberty Code of Practice states that there is no 
simple definition of deprivation of liberty but provides guidance 
in chapter two on how to assess if a care plan might be depriving 
a person of their liberty.

The difference between deprivation of liberty and restriction upon 
liberty is one of degree or intensity. It may therefore be helpful to 
envisage a scale, which moves from ‘restraint’ or ‘restriction’ to 
‘deprivation of liberty’ (DoLS, COP at s.2.3).

Section 2.5 of the DoLS Code of Practice lists a number of factors 
which might amount to deprivation of liberty. The listed factors 
are:-

• Restraint is used, including sedation, to admit a person to an 
institution where that person is resisting admission

• Staff exercise complete and effective control over the care 
and movement of a person for a significant period.

• Staff exercise control over assessments, treatment, contacts 
and residence. 

• A decision has been taken by the institution that the person 
will not be released into the care of others, or permitted to 
live elsewhere, unless the staff in the institution consider it 
appropriate. 

• A request by carers for a person to be discharged to their 
care is refused. 

• The person is unable to maintain social contacts because of 
restrictions placed on their access to other people. 

• The person loses autonomy because they are under 
continuous supervision and control.

It is important to remember that this list is not exclusive.

Supreme Court clarification of deprivation of liberty–
Cheshire West

The Supreme Court judgment of 19 March 2014 in the case of 
Cheshire West clarified an “acid test” for what constitutes a 
“deprivation of liberty”. The acid test states that an individual 
is deprived of their liberty for the purposes of Article 5 of the 
European Convention on Human Rights if they:

• Lack the capacity to consent to their care/ treatment 
arrangements 

• Are under continuous supervision and control

• Are not free to leave?

The DoLS assessment

The Supervisory body arranges for the DoLS assessment to 
take place. There will be a minimum of two people completing 
the assessments and the assessors must have the appropriate 
qualifications and training. The assessment process covers a 
range of issues- including the person’s capacity to consent to care 
and whether the care provided is in the person’s best interests. 
For detailed information of the assessment process- please refer 
to the DoL code of practice.

There are two types of application for DoLS

• If a person is due to come in to a care home or hospital in 
the next 28 days and it is anticipated they will need to be 
deprived of their liberty- the care home or hospital can apply 
for a standard authorisation.

• If a person is already in a care home or hospital and is 
already receiving care which is thought to be depriving 
the person of their liberty- the care home / hospital must 
make an urgent authorisation and submit an application 
for a standard authorisation at the same time. Urgent 
authorisations give the care home/ hospital authority to 
carry on delivering the care for seven calendar days and the 
supervisory body should ensure the DoL assessments are 
completed within the seven days.
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What happens if authorisation is granted?
If an authorisation is given it must state how long it will last, (up 
to a maximum of 12 months) and any conditions attached to it.

A copy of the authorisation must be given to:

• The relevant person- the person being deprived of their 
liberty,

• The managing authority.

• The relevant person’s representative – identified by the 
supervisory body. 

• Every interested person consulted by the best interest’s 
assessor.

Authorisation does not authorise particular care or treatment, 
only the deprivation of liberty.

At the end of the authorised period, a new standard 
authorisation must be applied for if deprivation is still required 
and the assessment procedure must be repeated. Any continued 
deprivation of liberty without authorisation will be unlawful.

What happens if authorisation is refused?
If any of the criteria for the six assessments are not met, the 
supervisory body must refuse authorisation. Any continuing 
deprivation of liberty will be unlawful.

Reviewing and monitoring a deprivation of liberty
Authorisation of a deprivation of liberty must be removed when it 
is no longer necessary. The duration specified in the authorisation 
is the maximum allowed without further authorisation but if 
there is a change in circumstances before the end of this period 
it means the criteria for authorisation no longer apply and the 
managing authority must inform the supervisory body so that the 
DoL can be terminated.

Temporary changes in mental capacity
A person’s mental capacity to make certain decisions will often 
fluctuate. If someone being deprived of their liberty regained 
capacity to decide themselves whether they should stay in 
the care home or hospital they would no longer meet the 
requirements for authorisation of the deprivation.

However, if this was only on a temporary short-term basis, it 
could be impractical for a supervising authority to temporarily go 
through the review procedure, and remove the authorisation if 
it would be required again as the person’s capacity fluctuates. A 
balance should be struck, based on individual circumstances.

In a situation like this the Code of Practice advises that a suitably 
qualified person must make a clinical judgement on whether 
there is evidence of a longer term regaining of capacity. If the 
person is only likely to have capacity on a short-term basis, the 
authorisation should be kept in place.

Review your knowledge
RWT’s Safeguarding team are raising awareness of the Mental 
Capacity Act (MCA) and Deprivation of Liberty safeguards (DoLS).

The following inpatient wards have been deemed as priority 
areas for their staff to understand, consider and implement MCA 
and DoLS:

A6, A7, A8, A12, A14, C15, C16, C17, C18, C19, C22, C24, C25, 
C41, West Park wards one, two and neuro-rehab, and Fairoak.

Please familiarise yourselves with the following six questions on 
MCA and four questions on DoLS. 

Please note that questionnaires will be sent to your areas at the 
end of April to reassess staff knowledge and understanding on 
the above subject matter.

Mental Capacity Assessment
1. What determines that a patient has Mental Capacity?

□ The ability to sign a consent form
□ The ability to make an informed decision
□ The ability to attend appointment on their own
□ The Professional assumption without assessment

2. What determines that patient lacks Mental Capacity?
□ The professional assumption without assessment
□ The inability to make an informed decision 
□ The outcome of the mental capacity assessment

3. Who does the Mental Capacity assessment?
□ Anybody
□ Doctor
□ The person purposing the care and/or treatment

4. How do you come to the conclusion that a person 
lacks Mental Capacity?
□ If they cannot verbally communicate
□ If there unable to retain the information, weigh it up 

and communicate back
□ If they are deaf
□ If they have a long term condition

5. Can a patient legally make unwise decision?
□ Yes
□ No

6. Do you assume Mental Capacity unless proved 
otherwise?
□ Yes
□ No
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‘I couldn’t do that’- Life as 
a student children’s nurse
By Denise Hopkins, Student Nurse

The first thing I always hear when I tell 
people I am a children’s nurse is ‘I couldn’t 
do that’. Everyone always thinks that my 
days are full of doom and gloom when it 
couldn’t be further from the truth. 

Don’t get me wrong there are some tough 
days on the job; when you see a child who 
is very poorly, on oxygen, struggling to 
breathe and you wonder if they are going 
to make the night. Then you get to see 
that same child running down the corridor 
to get out into the garden a few days 
later; it is such a tremendous feeling. 

When you get a high five for doing 
observations and a huge smile because 
you have managed to find a purple 
unicorn sticker with rainbows on, I really 
couldn’t imagine being anywhere else. I 
enjoy the challenges, of not knowing who 
is going to come through the doors of the 

Paediatric Assessment Unit every shift. 

What other jobs are out there where 
you can make up songs to get a child to 
take their medicine or create colouring 
competitions to make a child feel more at 
home? The resilience that you see in some 
of the children who have been living with 
chronic conditions all their life amazes me 
and makes me realise just how lucky that I 
am to be part of their incredible journey. 

A lot of the children that come in are 
‘regulars’ so you get to build relationships 
with them and their families and learn 
what they like or dislike, especially food. 
Life for me hasn’t always been in care and 
I came into training late in my life with it 
being something I always wanted to do 
since I was a little girl.  

My background was as a VAT officer and 
after 12 years I realised I wanted to find 

a job that I would find rewarding. I have 
had to learn everything from scratch! This 
includes basic anatomy (which they teach 
in biology at school nowadays) meaning I 
have had to work that little bit harder and 
study that little bit more just to keep on 
top of my assignments at university.   

I am now in my second year of training 
and still enjoy coming into my placements 
as much as I did when I first started. I 
have been so lucky to have supportive 
mentors, who seek out learning 
opportunities for me and will always 
go through policies and procedures 
thoroughly so that I understand. I would 
thoroughly recommend anyone to train 
as a children’s nurse as that rewarding 
feeling you get when you discharge a 
child is AMAZING! And now, when other 
people talk to me about their jobs I say, ‘I 
couldn’t do that!’

Review your knowledge cont.
Deprivation of Liberty Safeguarding
1. What is a Deprivation of Liberty safeguards? (DoLS)

□ A legal power to hold a patient to provide care and 
treatment and protect from harm

□ It gives the practitioner the right to provide care/
treatment which is not assessed as being in the 
patients best interest

□ Provides powers to detain a person indefinitely 
without review

2) Does the patient need to have a Mental Disorder to 
apply for DoLS?
□ Yes
□ No

3) What conditions need to be met before applying for 
a DoLS?
□ A person needs to be 18 years or over
□ A person needs to be continuously supervised

□ A person needs to be continuously controlled
□ Not free to leave
□ All of above

4) When can you apply for a DoLS?
□ When a patient is withdrawing from drug and alcohol 

only
□ When a patient is withdrawing from alcohol or drug 

dependency and has a dysfunction in mind and/or 
brain

□ When a patient lacks mental capacity for care or 
treatment, continuously controlled and supervised 
and not free to leave

□ Patient who has mental capacity who is making 
unwise decisions

□ Patient who has mental capacity and wants to leave

Check your answers on the back page 
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Freedom to Speak Up

To book, please contact Manisha Paul on
manisha.paul@nhs.net or extension 5782.

Freedom to Speak Up training workshops 
for staff and managers
Here at RWT we are committed to promoting a culture of openness and transparency, 
enabling speaking up to become business as usual. To support this we are running a 
series of interactive and engaging training workshops helping to empower staff to 
speak up with confidence and learn how Freedom to Speak Up can help you and your 
team 

The National Guardian states, 
‘Freedom to Speak Up is an investment in the amazing staff 

...that are the life blood of the NHS, the excellent work that is being done  
to deliver safe high quality services without compromising staff experience.’ 

National Guardian Office Annual Report 2017

If you are interested in finding out more and want to know how Freedom to Speak Up 
can help keep our staff and patients safe here at RWT then:

Book onto one of the workshops and become part of our workforce supporting an 
environment to speak up safely and with confidence.

Please book onto the managers workshop if you are a line manager/responsible for staff 

Date Staff Managers Room

Thursday 6th June 2pm - 4pm 9:30am - 11:30am Room 5, WMI

Tuesday 2nd July 9:30am - 11:30am 2pm - 4pm Room 2, WMI

Friday 19th July 2pm - 4pm 9:30am - 11:30am Room 5, WMI

Monday 5th August 9:30am - 11:30am 2pm - 4pm Room 5, WMI

Monday 23rd September 9:30am - 11:30am 2pm - 4pm Room 5, WMI
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Crossword and coffee time…
1

2

3 4

5 6 7 8 9

10

11 12

13

14

15 16

17

Across

2 Inhale and exhale

5 It’s taken while wearing a cuff

10 Sickly lack of colour

12 Queasy feeling

13 Smooth

15 Enter via keyboard

16 It may get going when the going gets tough

17 AVPU is concerned with this

Down

1 To do with oxygen measurement

3 Cold and damp

4 It has its ups and downs

6 Yield

7 Exhibiting nervousness, in a way

Answers to questions on pages 17 & 18

Mental Capacity Assessment:

Q1 The ability to make an informed decision

Q2 The inability to make an informed decision 

Q3 The person purposing the care and/or treatment

Q4 If there unable to retain the information, weigh it up and 
communicate back

Q5 Yes

Q6 Yes

Deprivation of Liberty Safeguarding

Q1 A legal power to hold a patient to provide care and 
treatment and protect from harm

Q2 Yes

Q3 All of above

Q4 When a patient lacks mental capacity for care or treatment, 
continuously controlled and supervised and not free to leave

If you would like to write for the newsletter 
email us at:

rwh-tr.nursingnewsletter@nhs.net


