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EXECUTIVE SUMMARY:
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Regulation 2015) - Duty of Candour. This is a statutory (legal) duty to ensure that as an
organisation we are open, honest and transparent with people who use services and other
‘relevant persons’ (people acting lawfully on their behalf) in relation to care and treatment. It
sets out some specific requirements that providers must follow when things go wrong with
care and treatment resulting in a notifiable safety incident. This includes informing people
about the incident, providing reasonable support, providing truthful information and an
apology when things go wrong.
In addition to the legal duty of organisations Individual members of staff who are
professionally registered, are separately subject to the professional duty of candour, which
is overseen by the professional regulatory bodies such as the General Medical Council
(GMC), Nursing and Midwifery Council (NMC) and the General Dental Council (GDC)
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1 Introduction
1.1 Purpose of policy
If something goes wrong in the care of a patient, the Trust is committed to being open,
honest and transparent about this, and ensuring that information about it is appropriately
shared, learning disseminated, and required changes to practice made and embedded. This
supports the development of a safety culture in which there is organisational and personal
learning.
The Duty of Candour (DOC) - Regulation 20 (Health and Social Care Act 2008 (Regulated
Activities) (Amendment) Regulation 2015) was introduced in response to the Francis Inquiry
at the Mid Staffordshire NHS Foundation Trust. It is a statutory (legal) duty to ensure that
providers are open, honest and transparent with people who use services and other
‘relevant persons’ (people acting lawfully on their behalf) in relation to care and treatment.
The regulation sets out some specific requirements that providers must follow when things
go wrong with care and treatment resulting in a notifiable safety incident. This includes
informing people about the incident, providing reasonable support, providing truthful
information and an apology within expected time frames. It is a process and not a one off
event.
The purpose of this policy therefore is to ensure that all staff understand their
responsibilities under Regulation 20 - Duty of Candour and the importance of being open,
honest and transparent if a notifiable safety incident occurs.
1.2 Definitions
Apology: An expression of sorrow or regret in respect of a notifiable safety incident. It
is important to remember that saying sorry is not an admission of liability and is the right
thing to do. The National Health Service Litigation Authority has provided the following
Information about Saying Sorry.
Being open - refers to the process for communicating adverse events with patients,
their family and their Carers following a patient safety incident that has caused harm
to a patient.
Candour: The quality of being open and honest; frankness
Carers: Family, friends or those who care for the patient.
Harm: Injury (physical or psychological), disease, suffering, disability or death.
Incident: In this policy, the term ‘incident’ is used to describe any patient safety
incident.
Injury: Damage to tissues caused by an agent or circumstance.
Moderate harm: Harm that requires
a. a moderate increase in treatment, and
b. significant, but not permanent, harm
Mental Health examples include (but not limited to); a fall resulting in a fracture that has
a long term prognosis (i.e. a hip fracture); a self-harm incident which requires medical
treatment to prevent loss of life but long-term harm minimal.
Near miss: Prevented ‘patient safety incident’.
Notifiable Safety Incident: (as defined by Regulation 20(8) of the Health and Social
Care Act 2008 (Regulated Activities) Regulations 2014. Any unintended or unexpected
incident that occurred in respect of a service user during the provision of a regulated
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activity that, in the reasonable opinion of a health care professional, could result in, or
appears to have resulted in:
• The death of a service user, where the death relates directly to the incident rather
than to the natural course of the service user's illness or underlying condition, or
• Severe harm or
• Moderate harm or
• Prolonged psychological harm to the service user.
Openness: Lack of secrecy or concealment; frankness.
Prolonged psychological harm: Psychological harm which a service user has
experienced, or is likely to experience, for a continuous period of at least 28 days
Relevant person: Means the person using the service or, in the following
circumstances, a person lawfully acting on their behalf:
1. When the person using the service dies.
2. Where the person using a service is under 16 and not competent to make a
decision in relation to their care or treatment, or
3. Where the person using the service is 16 or over and lacks capacity to make
decisions.
Risk: The chance of something happening that will have an impact on individuals
and/or organisations. It is measured in terms of likelihood and consequences.
Serious Incident (SI) - Serious incidents include acts or omissions in care that result in;
unexpected or avoidable death, unexpected or avoidable injury resulting in serious harm
– including those where injury required treatment to prevent death, serious harm,
abuse, Never Events, incidents that prevent (or threaten to prevent) an organisations
ability to continue to deliver an acceptable quality of healthcare services and incidents
that cause widespread public concern resulting in a loss of confidence in healthcare
services.
NHS England Serious Incident Framework (2015) sets out the circumstances in which a
serious incident must be declared (Incidents, Serious Incidents and Learning from
Deaths policy and procedure).
Severe harm: A permanent lessening of bodily, sensory, motor, physiologic or
intellectual functions, including removal of the wrong limb or organ or brain damage,
that is related directly to the incident and not related to the natural course of the service
user's illness or underlying condition.
Standard: Agreed specifications and/or procedures designed to ensure that a material,
product, method or service is fit for the purpose and consistently performs in the way it
is intended.
Transparency: Allowing information about the truth, performance and outcomes to be
shared with staff, patients, the public and regulators.
1.3 Scope of policy
The policy applies to notifiable safety incidents which result in ‘moderate harm’, ‘severe
harm’, prolonged 'psychological harm' or ‘death’ and are graded as Serious Incidents (SIs).
It should be used in conjunction with the Incidents, Serious Incidents & Learning from
Deaths Policy & Procedure.
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1.4 Principles
The overarching principles require the Trust to:
1.
2.
3.
4.
5.
6.
7.

Acknowledge notifiable safety incidents.
Communicate in an open, honest and transparent way to patients and/or carers
Apologise.
Recognise patient and/or carers and families expectation of the investigation.
Offer professional support to all those affected by incidents.
Use learning from incidents to improve patient care.
Develop a culture of being open, honest and transparent in all multidisciplinary
teams.
8. Ensure clinical governance of the process.
9. Safeguard confidentiality.
10. Ensure the incident does not adversely impact on continuity of care.

2 Policy Statement
Duty of Candour and apologising involves explaining what happened to patients and/or their
carers, families and relevant persons when a notifiable safety incident occurs. It ensures
that communication occurs as soon as possible following an incident and is open, honest,
transparent and adapted to suit the recipient’s needs.
For patients, effective communication starts from a healthcare need being identified and
continues throughout their treatment. For the Trust and its staff, there is an ethical
responsibility to maintain open, honest and transparent communication with patients and/or
carers and families especially when things go wrong. It is only by ensuring good
communication when a notifiable safety incident occurs that we can begin to look at ways to
prevent recurrence.
The effects of an SI can be widespread. For this reason it is essential that the
communication between the Trust and patients and/or their carers and families following an
incident is carried out appropriately. SIs can have devastating emotional and physical
consequences for patients and their families and carers. For the staff involved too,
incidents can be distressing. Being open about what happened and discussing incidents
promptly, fully and compassionately can help patients and their families and carers cope
better with the after-effects.
SIs can also incur extra costs as a result of litigation. Openness and honesty at the start can
help prevent such events becoming formal complaints and ensure patients are assured
about the lessons learned and changes made as a result of their experience (see Trust
Complaints Policy & Procedure) and litigation claims (see Legal Claims Policy).

3 Duties
3.1 Chief Nurse
The Chief Nurse is responsible for ensuring a fit for purpose, evidence based policy is
available and reviewed every three years.
3.2 Executive Directors and Chief Operating Officer
The Executive Directors and Chief Operating Officer are responsible for ensuring
dissemination of the policy following the three yearly reviews.
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3.3 Service Directors and General Managers
Service Directors and General Managers will communicate incidents to colleagues, i.e.
Complaints Team, Communications Team, Mental Health Act Administration, Deputy Chief
Nurse and the Head of Corporate Governance, to determine when external bodies should
be notified of an incident and who will make the notification.
3.4 Line Managers
Line Managers are responsible for ensuring that ‘Duty of Candour’ is included in the Local
Induction of all new Trust staff.
3.5 Duty of Candour Leads
The Duty of Candour Lead is responsible for ensuring that contact is made with patients and
carers within the regulation timescales and reported on the Duty of Candour section of the
incident form.
3.6 SI Investigators
At the start of the root cause analysis serious incident investigation, families/carers will
routinely be asked if they want to be involved in the review and it will be established the
level and type of involvement, who will link with the family/carers, the questions they
would like to ask and how they would like to outcomes of the investigation fed back to
them
On occasions, due to the complexity of the serious incident, such as an inpatient death or
a homicide, a senior member of staff will act as a Family Liaison Lead, who will act as a
bridge between the family and serious incident investigator.
3.7 Family Liaison Leads
A Family Liaison Lead will be identified for all Level 2 Comprehensive root cause analysis
investigations which involve an inpatient death, homicide or people whose care was very
complex and is felt by the investigation team and/or the family and carers that this may be of
benefit. They will be additional to the Lead investigator and will work alongside them. The
Family Liaison Lead will be the first point of contact for family/carer from the beginning of
the investigation to the conclusion of the Serious Incident which may also include the
Coroner’s Inquest.
3.8 All staff
Please see Appendix 4 for the Nursing & Midwifery Council (NMC) 'Openness and honesty
when things go wrong: the professional duty of candour' leaflet for guidance.

4 Procedure
What does Duty of Candour (CQC Regulation 20) mean for the Trust and teams?
Regulation 20 - Duty of Candour outlines that, where the harm threshold has been
breached, namely moderate harm and above, specific reporting requirements need to be
followed and if breached a financial penalty is imposed. In summary, we need to:
1. Act in an open and transparent way with patients, carers and families in relation to
the care and treatment provided to service users.
2. As soon as reasonably practicable (and within 10 working days) after becoming
aware that a Serious Incident has occurred the Trust must;
a. notify the relevant person that the incident has occurred and
b. provide reasonable support to the relevant person/s in relation to the incident.
3. The initial conversation must—
a. be given in person by one or more representatives of the Trust,
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b. provide an account, which to the best of the Trust’s knowledge is true, of all
the facts known about the incident as at that date,
c. advise the relevant person what further enquiries the Trust believes are
appropriate and establish whether the relevant person requires any additional
support and how they would like to be communicated with.
d. include an apology
e. record the details on the Duty of Candour section of the incident form to fulfil
our reporting requirements (help on this can be found in Appendix 5).
4. The initial conversation must be followed (within 10 working days of incident) by a
written notification given or sent to the relevant person/s containing;
a. the information provided in the conversation,
b. details of any enquiries to be undertaken,
c. the results of any further enquiries into the incident, and,
d. an apology (a template letter can be found in Appendix 2).
5. If the relevant person/s cannot be contacted in person or declines to speak to the
representative of the Trust.
a. details of attempts to contact or to speak to the relevant person should be
recorded on the incident form.
6. The Trust must keep a copy of all correspondence with the relevant person uploaded
to the incident form (help on this can be found in Appendix 5).
4.1 Reporting
The incident should be reported on the Trust risk management system ‘Ulysses’ and the
Duty of Candour process should be followed. The detail should then be reported on the
Duty of Candour section of the incident form (see Appendix 5 for further help). All notifiable
safety incidents are reported to the CQC via the STEIS reporting system.
The initial conversation with the patient and/or their carers and family should occur as soon
as possible after the Trust becomes aware of the incident (Refer to Appendix 1) and
consider patient circumstances when timing this discussion in consideration of:
•
•

clinical condition of the patient;
availability of the patient and family and/or carers; access issues e.g.,
audio/visual/mobility needs; availability of additional support, for example a translator,
independent advocate, chaperone.

This should then be followed up in writing (within 10 working days) and the letter uploaded
to the 'written explanation' DoC section of the incident form.
4.2 Duty of Candour Lead
The Lead will usually be the service Matron or Service Manager. The Lead is responsible
for appointing the person to have the initial discussion with the patient and/or their
family/carer. The person appointed should:
•

be known to, and trusted by, the patient and/or their carers;

•

informed about the specific needs of the patient and/or their carers and families;

•

consider the appropriateness of engaging patient and/or their families and carers
support at this early stage. This includes the use of a facilitator, a patient advocate
and/or translator or a health and/or social care professional who will be responsible
for identifying the patient’s needs and communicating them back;

•

have a good grasp of the facts relevant to the incident;

•

be senior enough or have sufficient experience and expertise in relation to the type of
incident to be credible to patients, carers and colleagues;
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•

be able to communicate with patients and/or their carers and families in a way they
can understand, avoiding excessive use of medical jargon;

•

be willing and able to offer an apology, reassurance and feedback to patient and/or
their carers and families;

•

ensure that all relevant documentation relating to contact with the patient and/or their
carer / family is noted on the Ulysses Incident system under the Duty of Candour
section.

4.3 Assistance with the Duty of Candour discussion
Advice can be sought from the Quality & Safety Assurance Manager and / or the Deputy
Chief Nurse of the Clinical Governance Team.
4.4 Consultation with the relevant person
If for any reason it becomes clear during the initial contact that the relevant person would
prefer to communicate with a different health and/or social care professional, the person's
wishes should be respected. A substitute with whom the relevant person is satisfied should
be provided.
4.5 Content of the initial Duty of Candour conversation
•

There should be an expression of genuine sympathy, regret and an apology for the
harm that has occurred.

•

The patient and/or carers and family understanding of what happened should be
taken into consideration, as well as any questions they may have.

•

There should be consideration and formal noting of the patient’s and/or carers and
family views and concerns, and demonstration that these are being heard and taken
seriously.

•

Appropriate language and terminology should be used when speaking to patients
and/or their carers. It is also important to consider a patient’s and/or their carer’s
needs and if they would like the conversation translated into another language, or
provided in another format, this should be arranged.

•

An explanation should be given about what will happen next in terms of the long-term
treatment plan. When a patient has been harmed during the course of treatment and
requires further therapeutic management or rehabilitation, they should be informed of
the ongoing clinical management plan. This may be encompassed in discharge
planning policies addressed to designated individuals, such as the referring GP,
when the patient safety incident has not occurred in primary care.

•

Information on likely short and long-term effects of the incident (if known) should be
shared.

•

An offer of practical and emotional support should be made to the patient and/or their
carers. This may involve getting help from third parties such as charities and
voluntary organisations as well as offering more direct assistance. Information about
the patient and the incident should not normally be disclosed to third parties without
consent.

•

It should be recognised that patients and/or their carers and family may be anxious,
angry and frustrated even when the Duty of Candour conversation is conducted
appropriately. It is essential that the following does not occur:
o speculation
o attribution of blame
o denial of responsibility
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o provision of conflicting information from different individuals
•

This should then be followed up in writing and the second section of the Duty of
Candour completed on the incident form (Written Explanation) or details of why not
(within 10 working days) (See Appendix 5)

The initial Duty of Candour discussion is the first part of an ongoing communication process.
Many of the points raised here should be expanded on in subsequent meetings with the
patient and/or their carers and family.
4.6 Completion of Duty of Candour
After completion of the serious incident investigation, feedback should take the form most
acceptable to the patient and by the person/people most acceptable to the patient, family
and carers. Whatever method is used, the communication should include:
•

the chronology of clinical and other relevant facts;

•

details of the patient’s and carer’s concern;

•

a repeated apology for the harm suffered and any shortcomings in the delivery of
care that led to the incident;

•

a summary of the factors that contributed to the incident;

•

information on what has been and will be done to avoid recurrence of the incident
and how these improvements will be monitored.

It is expected that in most cases there will be a complete discussion of the findings of the
investigation and analysis. In some cases information may be withheld or restricted, for
example, in the rare instances where communicating information will adversely affect the
health of the patient; where investigations are pending coronial processes; or where specific
legal requirements preclude disclosure for specific purposes. In these cases the patient
must be informed of the reasons for the restrictions.
4.6.1 Continuity of care

Patients, their families and carers need to be reassured that they will continue to be treated
according to their clinical needs, even in circumstances where there is a dispute between
them and the healthcare team. They should also be informed that they have the right to
continue their treatment elsewhere if they prefer.
4.6.2 Advocacy and support

Patients, their families and carers may need considerable practical and emotional help and
support after experiencing an incident. The most appropriate type of support may vary
among different patients, their families and carers. It is therefore important to discuss with
the patient, their families and carers their individual needs. Support may be provided by a
range of health or social care staff and other healthcare organisations such as PALS,
Independent Complaints Advocacy Service (ICAS). Where the patient needs more detailed
long-term emotional support, advice should be provided on how to gain access to
appropriate counselling and support services, for example, from Cruse Bereavement Care
and AvMA, (Action against Medical Accidents).
4.6.3 Provision of information

The Trust should provide:
•

Information on services offered by all the possible support agencies (including their
contact details) that can give emotional support, help the patient identify the issues of
concern, support them at meetings with staff and provide information about
appropriate community services.
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•

Contact details of a staff member who will maintain an on-going relationship with the
patient, using the most appropriate method of communication from the patients, their
families and carers perspective. Their role is to provide both practical and emotional
support in a timely manner.

•

Information on the Duty of Candour process in the form of a short leaflet explaining
what to expect (Appendix 6).

•

Information on how to make a formal complaint and/or any other available means of
giving positive or negative feedback to healthcare staff involved in their care.

4.7 Particular patient circumstances
The approach to Duty of Candour may need to be modified according to the patient’s
personal circumstances. The following gives guidance on how to manage different
categories of patient circumstances.
When a patient dies
When an incident has resulted in a patient death, it is even more crucial that communication
is sensitive, empathic and open. It is important to consider the emotional state of bereaved
relatives or carers and to involve them in deciding when it is appropriate to discuss what
has happened. The patient’s family and carers will probably need information on the
processes that will be followed to identify the cause(s) of death. They will also need
emotional support. Establishing open channels of communication may also allow the family
and/or carers to indicate if they need bereavement counselling or assistance at any state.
The National Suicide Prevention Alliance has developed a leaflet ‘Help is at Hand’ to
support families and carers after someone may have died by suicide (available from the
Clinical Governance Team).
Children
The legal age of maturing for giving consent to treatment is 16 years old. It is the age at
which a young person acquires the full rights to make decisions about their own treatment
and their right to confidentiality becomes vested in them rather than their parents or
guardians. However, it is still considered good practice to encourage competent children to
involve their families in decision making.
The courts have stated that younger children who understand fully what is involved in the
proposed procedure can also give consent. This is sometimes known as Gillick
competence or the Fraser guidelines. Where a child is judged to have the cognitive ability
and the emotional maturity to understand the information provided, they should be involved
directly in the Duty of Candour process after an incident.
The opportunity for parents to be involved should still be provided unless the child
expresses a wish for them not to be present. Where children are deemed not to have
sufficient maturity or ability to understand, consideration needs to be given to whether
information is provided to the parents alone or in the presence of the child. In these
instances the parents’ views on the issue should be sought.
Self-Harm Incidents
Incidents of self-harm to patients under Trust care will always be reportable as an incident
on the Trusts incident form. Duty of Candour may not necessarily be triggered if it is
assessed that the self-harm was not as a result of any failure of care of the Trust.
Under Regulation 20 Duty of Candour only applies if there has been a “failure in NHS
care” and the harm caused to a patient resulted in ‘Moderate’ harm, 'prolonged
psychological harm', ‘Severe’ harm or ‘Death’. If it is assessed that Duty of Candour does
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not apply the manager must clearly state why it does not on the Duty of Candour section of
the incident form “to a level that another healthcare professional would agree with
their assessment”.
Where the degree of harm is not immediately clear but may fall into the above self-harm
categories in future, the relevant person must be informed of the incident in line with the
requirements of the regulation.
Patients with limited capacity
Some individuals have conditions that limit their ability to understand what is happening to
them. They may have authorised a person to act on their behalf by an enduring Power of
Attorney. In these cases, steps must be taken to ensure that this extends to decision
making and to the medical care and treatment of the patient.
The Duty of Candour conversation would be conducted with the person acting on their
behalf. Where there is no such person, the clinicians may act in the patient’s best interest
in deciding who the appropriate person is to discuss incident information with, regarding the
welfare of the patient as a whole and not simply their medical interests. However, patients
with cognitive impairment should, where possible, be involved directly in communications
about what has happened.
An advocate with appropriate skills should be available to the patient to assist in the
communication process.
Patients with learning disabilities
Where a patient has difficulties in expressing their opinion verbally, an assessment should
be made about whether they have capacity (see above ‘patients with limited capacity’). If
the patient has capacity they should be supported in the Duty of Candour process by
alternative communication methods (e.g. given the opportunity to write questions down).
An advocate, agreed on in consultation with the patient, should be appointed. Appropriate
advocates may include carers, family or friends of the patient. The advocate should assist
the patient during the Duty of Candour process, focusing on ensuring that the patient’s
views are considered and discussed.
Patients with different language or cultural considerations
The need for translation and advocacy services, and consideration of special cultural needs
(such as for patients from cultures that make it difficult for a woman to talk to a male about
intimate issues), must be taken into account when planning to discuss patient incident
information. It would be worthwhile to obtain advice from an advocate or translator before
the meeting on the most sensitive way to discuss the information. Avoid using ‘unofficial
translators’ and/or the patient’s family or friends as they may distort the information by
editing what is communicated.

5 Development, consultation and ratification
This version of the policy was reviewed and revised in September 2020.

6 Equality Impact Assessment
This policy has been equality impact assessed in accordance with the policy for procedural
documents. This has been reviewed in September 2020.
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7 Monitoring Compliance
This Policy will be reviewed every three years by the Quality & Safety Assurance Manager.
Compliance with this policy will be monitored as follows:
•

Completion of appropriate sections in the SI Final Report identifying level and nature
of communication with patient and/or their carer

•

Monthly reporting within the SI Assurance Board Report

•

Quarterly reporting within the Quality & Safety Report

•

Annual reporting within the Serious Incident Annual Report

8 Dissemination and Implementation of policy
This policy will be uploaded on to the Trust website by the Corporate Governance Team
and will be announced via email through the Partnership Bulletin.
Training in Duty of Candour is provided within the 2 day Root Cause Analysis Training
Course for managers at Band 7 and above, professional leads and medical directors.
Adhoc training is provided by the Quality & Safety Assurance Manager on a needs based
approach.

9 Document Control including Archive Arrangements
This policy will be stored and archived in accordance with the policy for procedural
documents.

10 Reference documents
Care Quality Commission, Regulation 20: Duty of Candour
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-dutycandour
Care Quality Commission, Learning, Candour and Accountability
https://www.cqc.org.uk/sites/default/files/20161213-learning-candour-accountability-fullreport.pdf
NHS England – Serious Incident Framework (2015)

11 Bibliography
12 Glossary
Duty of Candour - The duty of candour requires providers to be open with the people
who use their service. When a specified safety incident has occurred in respect of care
provided, the regulation sets out a clear set of legal duties on registered providers about
how and when to notify people using their service (or their relevant representatives)
about those safety incidents. The regulation also describes when a notification about a
safety incident needs to be made to CQC.
Lawfully acting on their behalf - This refers to authority given under the Mental
Capacity Act 2005, such as a valid and applicable advance decision to refuse treatment,
Lasting Powers of Attorney for health and welfare containing relevant clauses, CourtAppointed Deputyship including relevant decision-making powers, a decision of a Court,
the Mental Health Act 1983, or a best interest assessment in accordance with the Mental
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Capacity Act 2005. It can also refer to people having parental responsibility for any child
aged under 18, which may be a natural or adoptive parent or a local authority if a care
order is in place.
National Reporting and Learning System (NRLS): a confidential and anonymous
computer-based system developed by the NPSA for the collection and analysis of patient
safety incident information.
NPSA: National Patient Safety Agency its role is to improve the safety of patients by
promoting a culture of reporting and learning from patient safety incidents.
Patient safety incident (PSI): any unintended or unexpected incident that could have or
did lead to harm for one or more patients receiving NHS-funded healthcare. The terms
‘patient safety incident’ and ‘prevented patient safety incident’ will be used to describe
‘adverse events’ / ‘clinical errors’ and ‘near misses’ respectively.
Root cause analysis (RCA): a systematic process whereby the factors that contributed to
an incident are identified. An investigation technique for patient safety incidents, it looks
beyond the individual concerned and seeks to understand the underlying causes and
environmental context in which an incident happened.
Treatment: broadly, the management and care of a patient to prevent or cure disease or
reduce suffering and disability.

13 Cross references
Claims Handling Policy
Complaints Policy and Procedure
Coroner’s Inquest Guidance
Incidents, Serious Incidents & Learning from Deaths Policy & Procedure
Dignity at Work Policy (Bullying and Harassment) for employees

14 Appendices
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Appendix 1 – Duty of Candour Reporting Procedure
Duty of Candour Reporting Procedure

1

Patient Safety Incident graded as Serious Incident and
reaches DoC criteria

Clinical
Governance team

2

SI Administrator will send email notification to DoC lead to
complete initial conversation and written letter

SI Administrator

5

Contact the Patient (preferably face to face within 10
working days) – explanation and apology

DoC Lead

(Where Patient lacks capacity or in the case of a death
notify Next of Kin or Carer or Legal Representative)

6

Send letter within a maximum of 10 working days of the
incident and complete the relevant Duty of Candour
sections of the incident form

DoC Lead

7

Undertake Investigation

Allocated SI
Investigator

(Investigation report completed within time-scales laid
down in Incident & Serious Incident Policy & Procedure)

8

Approval of investigation report
(As per Incidents, Serious Incidents & Learning from
Deaths Policy & Procedure )

9

Investigation report and letter shared with patient and/or
carers and family within 10 working days and Duty of
Candour ‘report shared’ section of the incident form
completed and Duty of Candour section marked as
complete

Clinical Lead and
General Manager /
Service Director

SI Investigator or
DoC Lead
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Appendix 2 – Letter template post incident

TEAM ADDRESS

Our Ref:
Date:
Address/Via Email
Dear Patient/Relative (as appropriate)
Re:
As discussed during our conversation on (date) regarding (describe incident here)
I wish to express my sincere apology that this event has occurred. The Trust aims to provide a
quality service to you/your (relatives as appropriate) and to investigate promptly such incidents and
share findings with those involved.
I would like to invite you/your (relatives as appropriate), if you wish, to attend a meeting to provide a
step-by-step explanation of the events and circumstances and offer you an opportunity to ask any
questions that you may have. Prior to this going ahead, I would appreciate your view on the
following, in relation to this meeting.
• Your preference of time and date of meeting?
• Where would you wish to meet/proposed venue if there is any reason that this cannot be at
the hospital or Health care centre?
If you wish to do so, please feel free to bring along a friend or relative to offer you support during this
meeting.
If you would prefer not to attend any meetings but would like to communicate with us in a different
way please let me know.
When our investigation is completed we will write to you to provide feedback regarding the outcome,
unless you have asked us not to.
I/ Staff member XXXXX is acting as the Lead Investigator for the duration of the being open
process. I/they can be contacted on telephone number xxxx xxxxxxx.
If you require any additional support or advice then please don’t hesitate to contact me.

Yours sincerely,
Your name
Job title
Chair: Peter Molyneux

Chief Executive: Samantha Allen

Head office: Sussex Partnership NHS Foundation Trust, Swandean, Arundel Road, Worthing, West Sussex, BN13 3EP
www.sussexpartnership.nhs.uk

A teaching trust of Brighton and Sussex Medical School
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Appendix 3 - Letter template sharing SI investigation

TRUST ADDRESS

Our Ref:
Date:
Address/Via Email

Dear Patients/Relatives names (as appropriate inserting title & name)
As agreed following our initial letter dated (date) please find below a summary of the
investigation findings into the incident/event/unexpected death of (name/relative) which
happened on (date).
Description:
ENTER TEXT HERE
Immediate Action Taken:
ENTER TEXT HERE
Investigation findings:
ENTER TEXT HERE
Lessons Learned:
ENTER TEXT HERE
How these lessons learned will be shared across the Trust:
ENTER TEXT HERE
I hope that this will help assure you that appropriate steps have been taken to identify the care
and treatment issues relevant to the incident, and that recommendations for action have been
prioritised.
Yours sincerely

Name
Job Title

Chair: Peter Molyneux

Chief Executive: Samantha Allen

Head office: Sussex Partnership NHS Foundation Trust, Swandean, Arundel Road, Worthing, West Sussex, BN13 3EP
www.sussexpartnership.nhs.uk

A teaching trust of Brighton and Sussex Medical School
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Appendix 4 - NMC Openness and Honesty Professional Duty of Candour
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Appendix 5 – How to evidence and complete Duty of Candour on Ulysses
How to evidence and complete Duty of Candour on Ulysses system
This guidance shows how to evidence and complete the Duty of Candour sections of the incident form
on the Ulysses system. For further information on Duty of Candour please refer to the ‘Duty of Candour
(Being Open) Policy’ on Susi.
When an incident is reported as a patient safety incident (PSI) with an actual impact of 3 (moderate) or
above, and is graded as a Serious Incident the Serious Incident Administrator will trigger an email from
the system to the Duty of Candour lead to inform that the incident requires Duty of Candour to be
complete.

On Ulysses the initial Duty of Candour conversation and follow up letter should then be noted on the
Duty of Candour section of the incident form.
1. Log in to the ‘Ulysses system’. Your log in for Ulysses (link to system found in corporate or
clinical folder on your desktop) is your trust log-in.
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2. Under ‘Quick Links’ on the left hand side of the screen, click on ‘Manage incidents’

3. Find the relevant incident by searching in the box on the top left of the screen (the incident may
be signed off by managers, if so you will need to filter on closed incidents)

4. Click on the incident number and then click on the ‘Duty of Candour’ tab.

5. Click on ‘Edit Duty of Candour Details’ this will allow the DoC section to open up in a pop-up box
for editing.
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6. Complete the ‘Relevant Person’ section of the box with as much detail as possible about the
conversation.

If conversation did not take place, note as much detail as you can about efforts to contact or why
conversation did not take place, choosing from the drop down lists.

7. When follow up letter sent complete the ‘Written Explanation’ section of the box and upload the
letter to the incident.

Page 20 of 22

3

2

1
If no letter was sent please detail in the ‘written explanation box’.

8. When SI investigation has been completed and email from SI Inbox with final SI report has been
received, complete the ‘investigation report sent?’ box.

9. Complete the ‘Has the Duty of Candour Been Completed?’ box
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Appendix 6 – Duty of Candour leaflet for patients and carers 'What happens when things
go wrong

Page 22 of 22

