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1. EXECUTIVE SUMMARY 

Every day more than a million people are treated safely in the NHS, but, occasionally 
something goes wrong and a patient is harmed.  Healthcare staff may feel cautious 
about apologising for things that go wrong as they worry that they might say the 
wrong things, make the situation worse and may automatically be blamed for the 
mistake.  However, patients and their families can cope better if healthcare staff are 
open about mistakes.  Being Open and Duty of Candour means that someone 
involved in the treatment should talk to patients, relatives or relevant person to 
explain what went wrong. 
 
The effects of harming a patient can be widespread.  Patient safety incidents can 
have devastating emotional and physical consequences for patients, their families 
and carers, and can be distressing for the professionals involved.  Being Open about 
what happened and discussing patient safety incidents promptly, fully and 
compassionately can help patients and professionals to cope better with the after-
effects. Openness and honesty can also help to prevent such events becoming 
formal complaints and litigation claims. 
 
There are two duties of candour:  
 
The professional duty – all those registered by the NMC and GMC have a duty to 
notify the patient, relative or relevant person whenever ‘something goes wrong’ with 
a patient’s care which causes either harm or distress (or risk of) to occur.  
 
The statutory duty – created by Department of Health for all Care Quality 
Commission registered providers. 
 
1.1 What do Being Open and Duty of Candour involve? 

•  acknowledging, apologising in writing and explaining when things go 
wrong; 

•  conducting a thorough investigation into the incident and reassuring 
patients, their families and carers that lessons learned will help prevent a 
recurrence of the incident; and 

•  providing support for those involved to cope with the physical and 
psychological consequences of what happened. 

 
It is important to remember that saying sorry is not an admission of liability and 
is the right thing to do. 

 
1.2 The principles 

The set of principles has been developed to help healthcare organisations 
create and embed a culture of Being Open. 

 
1.3 Implementing Being Open 

Previously the National Patient Safety Agency (NPSA) developed an updated 
framework to demonstrate how to strengthen the culture of Being Open within 
healthcare organisations.  The framework provides best practice guidance on 
how to create an open and honest environment.  Commitment to Being Open 
helps to create an environment where patients, their families and carers receive 
the information they need to understand what happened, and the reassurance 
that everything possible will be done to ensure that a similar type of incident 
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does not recur.  Patients, their families and carers, healthcare professionals 
and managers should all feel supported when things go wrong. 

 
1.4 What is Duty of Candour legislation? 

The Duty of Candour regulation is in place to ensure Trusts are open and 
transparent with the “relevant person” when certain incidents occur in relation to 
the care and treatment provided to people who use services in the carrying out 
of a regulated activity 
 

 
2. INTRODUCTION 

2.1 Being Open is a set of principles that healthcare staff should use when 
communicating with patients; their families and/or carers following a patient 
safety incident in which the patient was harmed.  It promotes a culture of 
openness and truthfulness and involves apologising, investigating and 
explaining what has happened.  It ensures communication is open and honest 
and occurs as soon as possible following an incident.  It encompasses 
communication between healthcare organisations, healthcare teams and 
patients and/or their carers.   

 
2.2 This concept was first introduced by the National Patient Safety Agency who 

produced the Patient Safety Alert (NPSA/2009/PSA003) in November 2009.  
Further recommendations were made following the publication of the Francis 
report and from 1 April 2015 all NHS Provider bodies registered with the Care 
Quality Commission (CQC) have to comply with the Statutory Duty of Candour 
in accordance with Regulation 20 of the Health and Social Care Act 2008.  This 
extends a statutory Duty on NHS Trusts to ensure that we act in an open and 
transparent way when a notifiable safety incident has occurred and providing 
support to them throughout the process. 

 
2.3 Openness and communicating effectively with patients, their families and carers 

is a vital part of the process of dealing with patient safety incidents in 
healthcare.  Research has shown that patients are more likely to forgive 
medical errors when they are discussed in a timely and thoughtful manner and 
that being open can decrease the trauma felt by patients following a patient 
safety incident.   

 
2.4 Openness also has benefits for healthcare professionals as it can; help to 

reduce stress through the use of a formalised, honest communication method; 
alleviate the fear of ‘being found out’ and improve job satisfaction by: 

 

• Ensuring that communication with patients, their families and carers has 
been handled in the most appropriate way; 

• Helping the healthcare professional to develop a good professional 
reputation for handling a difficult situation property; and  

• Improving the healthcare professional’s understanding of incidents from 
the perspective of the patient, their family and carers. 

 
2.5 The benefits of Being Open and Duty of Candour are widely recognised and 

supported by policy makers, professional bodies, and litigation and indemnity 
bodies, including the Department of Health, General Medical Council (GMC), 
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National Health Service Litigation Authority (NHSLA), Medical Defence Union 
(MDU) and the Medical Protection Society (MPS). 
 

2.6 Mental Capacity Act 2007: 
 

In applying this policy you must also comply with the principles of the Mental 
Capacity Act 2007: 
1. Always assume a person has capacity unless you have established that 

they lack capacity. 

2. Do everything you can to help the person make a decision for themselves. 

3. An unwise decision does not prove that the person lack capacity. 

4. Anything you do or any decision made for or to the person must be in their 

best interest. 

5. Always consider whether the outcome can be achieved in a way that 

interferes less with the person’s wishes. 

Whenever there is a doubt about the person’s capacity you must assess their 
capacity and if they do lack capacity you must act in their best interests. Further 
guidance can be found in the Trusts’ MCA Policy and in the MCA Code of 
Practice. 
 

 
3. DEFINITIONS 
 

AHP Allied Health Professional 

DOC/d.o.c Duty of Candour 

NMC Nursing & Midwifery Council 

GMC General Medical Council 

HCPs Healthcare professionals 

NPSA National Patient Safety Agency 

NRLS National Reporting & Learning System 

CQC Care Quality Commission 

NHSLA National Health Service Litigation Authority 

MDU Medical Defence Union 

MPS Medical Protection Society 

CCG (IW) Clinical Commissioning Group 

NHSI National Health Service Improvement 

PEO Patient Experience Officer 

SI Serious Incident (according to SI National Framework 2015) 

 
 
Regulation 20: Duty of candour sets out the contractual duties for registered persons 
of specific requirements that providers must follow when things go wrong with care 
and treatment and caused moderate harm, severe harm, prolonged 
psychological harm or death.  This includes informing people about the incident, 
providing reasonable support, truthful information and an apology.  It is anticipated 
that the sharing of these findings and actions to prevent a recurrence with the 
patient/family and carers will promote a culture of candour, openness and honesty at 
all levels. 
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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. 
www.nhsla.com/Claims/Documents/Saying%20Sorry%20-%20Leaflet.pdf  
 
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 – any patient harmed by the provision of a healthcare service is informed 
of the fact and an appropriate remedy offered, regardless of whether a complaint has 
been made or a question asked about it. 
 
Notifiable Patient Safety Incident – as defined by 20(8) means an unintended or 
unexpected incident that occurred in respect of a service user during the provision of 
a regulated activity that, in the reasonable opinion of a health care professional, 
could result in, or appear to have resulted in 
 

a) the death of the 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 

b) severe harm, moderate harm or prolonged psychological harm to the service 
user. 

 
3.1 Harm definitions  
 

Incident  
 

Short 
Definition  

Example Duty of Candour Action 

No harm  
  

No harm/no 
injury  
 

(including  
prevented patient 
safety incident) 

Patients are not usually 
contacted or involved in 
investigations and these 
types of incidents are 
outside the scope of Duty 
of Candour. 
 
Individual investigators are 
able to decide whether ‘no 
harm’ events are discussed 
with patients and/or their 
carers, depending on 
circumstances. 

http://www.nhsla.com/Claims/Documents/Saying%20Sorry%20-%20Leaflet.pdf
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Low harm  
 

 
 

Patient(s) 
required extra 
observation or 
minor 
treatment 

Unless there are 
specific indications 
or the patient 
requests it, the 
communication, 
investigation and 
analysis, and the 
implementation of 
changes will occur 
at local service 
delivery level with 
the participation of 
those directly 
involved in the 
incident. 

Communication should 
take the form of an open 
discussion between staff 
providing patient’s care and 
the patient and/or their 
carers, depending on the 
circumstances. It is 
important to note that whilst 
not essential under 
legislation, the Trust 
considers it best practice to 
inform patients/their 
relatives of any harm 
caused. 

Moderate 
harm 
 
 
 

Short term 
harm - 
patient(s) 
required further 
treatment, or 
procedure 
  
 
 

Requires a 
moderate increase 
in treatment, and 
significant, but not 
permanent harm, 
for example a 
“moderated 
increase in 
treatment” means 
an unplanned return 
or surgery, an 
unplanned re-
admission, a 
prolonged episode 
of care, extra time 
in hospital or as an 
outpatient, 
cancelling of 
treatment, or 
transfer to another 
treatment area 
(such as intensive 
care). 

A higher level of response 
is required in these 
circumstances.  
 
The Patient Safety Lead 
should be notified 
immediately and be 
available to provide support 
and advice during the 
process as required. The 
organisation’s Being Open 
and Duty of Candour Policy 
must be implemented. 

Severe harm Permanent or 
long term harm 

means 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 
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the service user’s 
illness or underlying 
condition 

Prolonged 
psychological 
harm 

Continuous for 
28 days or 
more, or likely 
to be 

psychological harm 
which a service user 
has experienced, or 
is likely to 
experience, for a 
continuous period of 
28 days. 
 

Death Caused or contributed to by the 
Patient Safety Incident 

    

 
 
4. SCOPE 
 
This policy applies to all healthcare staff responsible for patient care and employed 
by the Trust.  Independent contractors providing services for the Isle of Wight NHS 
Trust are also encouraged to adopt this policy or to develop similar procedures also 
based on the Regulation 20: Duty of Candour information. 
 
5. PURPOSE 
 
This policy sets out the Trust’s expectation for encouraging open communication 
between all parties when things go wrong.  It establishes the requirements for 
acknowledging and apologising, including the clarity of communication and 
documentation.  It also ensures that we are complying with our statutory duty under 
Regulation 20: Duty of Candour. 
 
6. ROLES AND RESPONSIBILITIES 
 
There is a commitment required throughout the organisation in respect of adherence 
to the principles of this policy, and the Board and Senior Managers across the Trust 
have a crucial role to play in ensuring the Being Open framework and Duty of 
Candour processes are embedded as a core of the organisation’s values and a 
culture of working with patients, the public and staff.  

 
6.1 The Trust Board 

The Board is responsible for ensuring that a Being Open policy is in place and 
is fully implemented throughout the organisation and that the requirements of 
Regulation 20 for duty of candour are met.  The Board has nominated the 
Executive Director of Nursing and Quality and the Executive Medical Director 
who will be responsible for leading the local policy. 

 
 The Board should gain assurance that the proposed strategy for training and 

awareness is put in place to raise awareness amongst all staff of the Being 
Open and Duty of Candour framework.  This should include providing all staff 
engaged in patient care with sufficient skills and knowledge to allow them to 
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practice the principles and feel confident in communicating with patients, their 
families and carers when things go wrong.   

 
6.2 The Chief Executive  
 To demonstrate the Board’s commitment, the Chief Executive endorses the 

principles of Being Open and Duty of Candour, setting out the duty of all staff to 
follow the Being Open principles and reinforcing the organisation’s full support 
of an open, honest and fair culture.   

 
 When a major incident occurs or where a criminal act is suspected, the Chief 

Executive or if out of hours, the Executive Director On Call, must be notified 
immediately as per the reporting system detailed in the Incident Management 
Policy  

 
6.3 Care Groups – Clinical Director/Head of Nursing/Head of Operations 

The senior team will support both the patient and staff to ensure that this 
process is implemented.  The Head of Nursing will review any additional clinical 
information, such as a rapid review report, to support the decision on further 
action. If, following the weekly patient safety summit meeting, an SI is declared, 
the Head of Nursing is responsible for appointing an investigating lead who is 
impartial to the incident.  

 
6.4 Senior Managers/Line Managers 

It is the responsibility of all Senior Managers/Line Managers to support the 
member of staff to report the incident.  The Line Manager/handler of the 
incident is responsible for updating the Datix form with the relevant information 
regarding compliance with Duty of Candour. 

 
 
 

6.5 Reporter of incident 
This person identifying the incident should firstly ensure that the patient is safe 
and not placed at any further risk.  Once this has been achieved they should 
inform their immediate line manager/senior person and complete an incident 
form. The NRLS will receive anonymous notification of any patient safety 
incidents through the National Reporting and Learning System.   

 
6.6  Head of Quality Governance  
 Responsible for ensuring process in place for notifying relevant agencies such 

as the Isle of Wight Clinical Commissioning Group (CCG), National Health 
Service Improvement (NHSI), NRLS or Health & Safety Executive about the 
incident and any further issues 

 
6.7 Executive Director of Quality Governance 

Trust’s designated lead for Duty of Candour; responsible for ensuring policy in 
place. 

 
6.8 Patient Experience Team  
 These officers will help patients through the process in a supporting capacity if 

requested by the relevant person. 
 
6.9 All staff 
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All staff are responsible for being familiar with this policy, reporting patient 
safety incidents, being open with patients and complying with Duty of Candour  
 
Failure to do so may result in action being taken in accordance with Disciplinary 
and Dismissal Policy, and / or Conduct, Capability, Ill Health and Appeals 
Policy and Procedure for Medical and Dental Practitioners.  
 
For Bank staff this will be managed in line with Bank Workers Code of Conduct.  
 

 
7. POLICY DETAIL/COURSE OF ACTION 
 
Being Open/Duty of Candour process 
 
7.1  Stage 1: Detection and Reporting of a Notifiable Safety Incident 
 

On recognition that an incident has occurred the person discovering the 
incident must firstly ensure that the patient is safe and prevent any further harm 
occurring. 
 
They must then complete an incident form on Datix.  If the incident is graded as 
being of moderate, severe, prolonged psychological harm or death, Regulation 
20 the Duty of Candour process applies. 
 
The Line Manager/Handler must complete the relevant boxes on the incident in 
relation to Duty of Candour. 

 
7.2 Stage 2: Implementing the Duty of Candour requirements (Regulation 

20(2))  
 
The clinical person nearest to the patients (usually the Consultant/Ward Sister 
or senior AHP) should implement the Duty of Candour Process and speak to 
the patient and/or family/carers/relevant person to inform them of the incident 
and offer an apology.  The clinician should also invite them to an initial meeting 
to explain what happened.   
 
If the patient is no longer an inpatient the Consultant/Ward Sister or senior AHP 
needs to contact the patient/relative/carer by telephone. 
 

Providers who are subject to the NHS Standard Contract should be aware that the 
standard contract requires that the notification must be within at most 10 working 
days of the incident being reported to local systems, and sooner where possible.  
 
Source: Regulation 20 (2): Duty of Candour | Care Quality Commission  

 
The initial verbal contact should be followed by a letter in accordance with 
Regulation 20(4).  A template letter is available on the Trust’s intranet page (SI 
or Duty of Candour pages) and this contains criteria for meeting legislation 
20(4).  

 
A copy of this letter should be added to the incident record on the Datixweb 
system. 
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If the patient/relative/carer states that they do not want a letter or be involved in 
the investigation process (including being provided with a copy of the report) 
then this information needs to be recorded in the medical records and on Datix. 
 
In accordance with Regulation 20(5) if the relevant person cannot be contacted 
in person or declines to speak to the representative a written record must be 
kept of all reasonable attempts to make contact.  
 

The Professional Duty of Candour; every healthcare professional must be open 
and honest with patients when something that goes wrong with their treatment or 
care causes, or has the potential to cause, harm or distress ……  

• tell the patient/appropriate person 

• apologise 

• explain the circumstances 

• offer remedy/support 
• record the details of your apology in the patient’s clinical record (GMC/NMC open and 

honesty when things go wrong, including 16f)  

 
 

All incidents initially rated as moderate or above are subject to screening at the 
Weekly Patient Safety Summit meeting where duty of candour will be monitored and 
a decision will be made on whether the incident meets the serious incident criteria for 
reporting. 
 
7.3 Stage 3: Initial meeting 
 

There is no requirement for this meeting if the patient/family/carer does not 
require meeting at this stage. 
 
Any meeting needs to be set up as soon as possible and consideration needs 
to be given as to the venue for the meeting with the possibility of staff going to 
the patient’s home if necessary. 
 
A representative, as well as the Consultant/clinician from the care group should 
also be present at this meeting and the clinician should give an overview as to 
what information is known to date and when the investigation is expected to be 
finished.   

 
7.4 Stage 4: Further Communication or Follow Up  
 

Depending on the nature and complexity of the incident it may be necessary to 
have more than one meeting or discussion with the patient/family/carers. 
 
Communication should include progress of the investigation and consideration 
of any further comments from the patient/family/carers. 

 
7.5 Stage 5: Completion of incident investigation and feed back 
 

On completion of the investigation a copy of the investigation report should be 
shared with the patient/family/relevant person.  This should be either posted 
accompanied by an appropriate letter and/ or a further meeting offered to 
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explain the findings and recommendations from the investigation. Where a root 
cause analysis report has been completed as part of the SI process, a final 
copy of the report is to be shared with the patient/family/relevant person within 
10 working days of the SI case being closed by the Clinical Commissioning 
Group; this meets contractual requirements. 
 
For all SI cases, the CCG will require evidence that the Duty of Candour has 
been fully implemented. 
 
It is important to ensure that all staff feel supported throughout the process and 
that lessons are disseminated to the relevant Clinical Teams. 
 

7.6 Duty of Candour - Non compliance 
 

These processes are monitored and non-compliance to the Duty of Candour 
requirements can result in a breach of CQC Regulation 20 and mean that the 
Trust will be committing an offence under these regulations.  The CQC would 
enforce this by means of a prosecution. Non-compliance of Professional duty of 
candour can result in referral to appropriate regulatory bodies such as NMC, 
GMC, HCPS.  
 

8.0 TEN PRINCIPLES OF BEING OPEN 
 
Being Open is a process rather than a one-off event. With this in mind, the following 
principles have been drawn up to support the policy. These principles are as follows: 
 

i.  Principles of acknowledgement 
  
ii. Principles of truthfulness, timeliness and clarity of communication 
 

 iii. Principles of apology 
 
iv. Principles of recognising patient and carer expectations 
   
v. Principle of professional support 
 
vi. Principle of risk management and systems improvement 
 
vii. Principle of multidisciplinary responsibility 
 
viii. Principle of clinical governance 
 
ix. Principle of confidentiality 
 
x. Principle of continuity of care 

 
 

 
9.0  DUTY OF CANDOUR PROCESS FLOWCHART  

The following flowchart demonstrates the process for identifying the need to 
implement Duty of Candour, relevant timescales and responsibilities: 
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Incident Occurs 
Staff to identify potential harm to determine if duty of candour is required.  

 
 

Appropriate senior clinical person to give immediate apology and 
assurances, report on Datix and, as best practice, in clinical records. 

 

Divisional/Care Group Team review incident and confirm harm level: 

Near Miss/No harm Although Duty of Candour will not automatically apply, staff 
should consider “being open” 

Low harm Staff involved apologise on scene. Senior investigator to liaise 
with the patient as appropriate  

Moderate harm 
Severe harm 

Death 

DoC applies 
For advice contact Quality Governance Team via email: 
iownt.DatixEnquiries@NHS.net  
 

 

Identify appropriate senior clinical person to liaise with the patient or relevant person to 
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deliver verbal duty of candour  
 

Identify the patient or relevant person to receive the DoC from the list below:  
1. Patient  
2. Next of kin, family member, carer 
3. Power of attorney 
4. Any staff affected by the incident 
 

Initial verbal contact to be made by relevant person to receive duty of candour.  
Explain what has occurred and give them the opportunity to meet and if so, make 
appropriate arrangements. This conversation should be documented on Datix and, as 
best practice, in clinical records (subject to Quarterly audits) 

Initial contact needs to be followed up in writing – template available on Trust’s 
intranet site (SI or duty of candour pages); this template meets requirements of the 
legal regulations; no other versions should be used for the follow up in writing. 

 

 

The final RCA report to be shared with patient or relevant person within 10 working days 
from closure of SI case by Clinical Commissioning Group (Contractual) 
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10. PARTICULAR PATIENT CIRCUMSTANCES 
 
The approach to Being Open/Duty of Candour may need to be modified according to 
the patient’s personal categories of patient circumstances. 
 
10.1 When a patient dies 
 

When a patient safety incident has resulted in a patient’s death it is 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/or 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 assistance at any stage. 
 
Usually, the Being Open discussion and any investigation occur before the 
Coroner’s inquest.  But in certain circumstances the healthcare organisation 
may consider it appropriate to wait for the Coroner’s inquest before holding the 
Being Open discussion with the patient’s family and/or carers.  The Coroner’s 
report on post-mortem findings is a key source of information that will help to 
complete the picture of events leading up to the patient’s death.  In any event 
an apology should be issued as soon as possible after the patient’s death, 
together with an explanation that the Coroner’s process has been initiated and 
a realistic timeframe of when the family and/or carers will be provided with more 
information. 

 
10.2 Children 

 
The legal age of maturity for giving consent to treatment is 16.  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.  Where a child is judged to have the cognitive 
ability and the emotional maturity to understand the information provided, 
he/she should be involved directly in the Being Open process after a patient 
safety 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.  More information can be found 
in the Trust's Consent Policy or on the Department of Health’s website: 
www.dh.gov.uk 
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10.3 Patients with mental health issues 
 

Being Open for patients with mental health issues should follow normal 
procedures, unless the patient also has cognitive impairment (see 9.4). 
 
The only circumstances in which it is appropriate to withhold patient safety 
incident information from a mentally ill patient is when advised to do so by a 
Consultant Psychiatrist who feels it would cause adverse psychological harm to 
the patient.  However, such circumstances are rare and a second opinion (by 
another Consultant Psychiatrist) would be needed to justify withholding 
information from the patient. 
 
Apart from in exceptional circumstances, it is never appropriate to discuss 
patient safety incident information with a carer or relative without the express 
permission of the patient.  To do so is an infringement of the patient’s human 
rights. 

 
10.4 Patients with cognitive impairment 
 

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 a Lasting Power of Attorney.  In these cases steps must be taken to ensure 
this extends to decision-making and to the medical care and treatment of the 
patient. 
 
The Being Open discussion would be held with the holder of the Power of 
Attorney.  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, the patient with a 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.  
 
Where a patient has difficulties in expressing their opinion verbally, an 
assessment should be made about whether they are also cognitively impaired 
(see above).  If the patient is not cognitively impaired they should be supported 
in the Being Open process by alternative communication methods (i.e. 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 Being Open process, focusing on ensuring that the patient’s 
views are considered and discussed.  Where the person had nobody an 
Independent Mental Capacity Advocate (IMCA) should be appointed. 

 
10.5 Patients with a 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 safety incident information.  It would be 
worthwhile to obtain advice from an advocate or translator before the meeting 
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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 information 
that is communicated. 

 
10.6 Patients with different communication needs 
 

A number of patients will have particular communication difficulties, such as a 
hearing impairment.  Plans for the meeting should fully consider these needs. 
 
Knowing how to enable or enhance communications with a patient is essential 
to facilitating an effective Being Open process, focusing on the needs of 
individuals and their families and being personally thoughtful and respectful.   

 
 The Trust needs to consider its legal duty under the Equality Act 2010 and 

make reasonable adjustments for people with disabilities. 
 
10.7 Patients who do not agree with the information provided 
 

Sometimes, despite the best efforts of healthcare staff or others, the 
relationship between the patient and/or their carers and the healthcare 
professional breaks down.  They may not accept the information provided or 
may not wish to participate in the Being Open process.  In this case the 
following strategies may assist; 

 

• deal with the issue as soon as it emerges; 

• where the patient agrees, ensure their carers are involved in discussions 
from the beginning; 

• ensure the patient has access to support services; 

• where the senior health professional is not aware of the relationship 
difficulties, provide mechanisms for communicating information, such as 
the patient expressing their concerns to other members of the clinical 
team; 

• offer the patient and/or their carers another contact person with whom 
they may feel more comfortable. This could be another member of the 
team or the individual with overall responsibility for clinical risk 
management; 

• use a mutually acceptable mediator to help identify the issues between 
the healthcare organisation and the patient, and to look for a mutually 
agreeable solution; 

• ensure the patient and/or their carers are fully aware of the formal 
complaints procedures; and/or 

• write a comprehensive list of the points that the patient and/or their carer 
disagree with and reassure them you will follow up these issues. 

 
11. CONSULTATION 
 
This document will be disseminated through e-bulletin prior to going through the 
formal ratification route.   
 
12. TRAINING 
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This Being Open and Duty of Candour Policy does not have a mandatory training 
requirement in totality; the Trust however has commissioned a number of Duty of 
Candour training sessions with plans to follow this up with further training sessions to 
keep staff up to date and informed.  
 
12.1 Supporting information and tools 
 

In addition to this framework, supporting tools have been developed to assist 
healthcare organisations with implementing the actions of the NPSA’s Being 
Open Patient Safety Alert.  Training on Being Open is freely available through 
an e-learning tool.  Interactive training workshops that use actors and/or video-
based materials can also be commissioned by organisations.  Information on all 
these supporting tools can be found at:  
http://www.nrls.npsa.nhs.uk/beingopen/ 

 
13. MONITORING COMPLIANCE AND EFFECTIVENESS 

 
13.1 When approved this document will be available on the Intranet and will be 

subject to document control procedures. 
 
13.2 Staff using the Trust’s intranet can access this document.  It is the responsibility 

of managers to ensure that all staff are aware of where, and how, documents 
can be accessed within their areas of work. 

 
13.3 It is the responsibility of each individual who prints a hard copy of any 

document to ensure that the printed hardcopy is the current version. Current 
versions are maintained on the Intranet. 

 
13.4 This policy will be reviewed on a regular basis, not less than 2 yearly.  

Responsibility of this lies with the author of this document. 
 
13.5 Duty of Candour incidents are reported monthly as part of the Trust’s Quality 

report; a quarterly audit of incidents deemed to meet Duty of Candour 
requirements will be undertaken.  

 
14. LINKS TO OTHER TRUST POLICIES/DOCUMENTS 
 
This policy should be read in conjunction with: 

* Incident Management Policy (to be read in conjunction with SI Procedure) 
* Seven steps to patient safety - National Patient Safety Agency 2004 
* National Patient Safety Agency - Being Open, communicating patient 

safety incidents with patients and their carers 2009 
* Safer Practice Alert NPSA/2009/PSA003 - Being Open  - National Patient 

Safety Agency 19 November 2009 
* Policy for consent to examination and treatment  – Isle of Wight NHS 

Trust – November 2014 
* Complaints, Concerns & Compliments Policy - Isle of Wight NHS Trust – 

July 2016. 
* National Framework for Reporting and Learning from Serious Incidents 

requiring Investigation – National Reporting and Learning System – March 
2010 

http://www.nrls.npsa.nhs.uk/beingopen/
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* Conduct, Capability, Ill Health and Appeals Policy and Procedure for 
Medical and Dental Practitioners – isle of Wight NHS Trust - May 2016 

* Disciplinary and Dismissal Policy and Procedure – Isle of Wight NHS 
Trust – May 2014 

* Code of Conduct for Bank Workers. 
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16. APPENDICES 
 
A. Financial & Resourcing Impact Assessment on Policy Implementation  

 
B. Equality Impact Assessment (EIA) Screening Tool     
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Appendix A 

 
Financial and Resourcing Impact Assessment on Policy Implementation 

 
NB this form must be completed where the introduction of this policy will have either a 
positive or negative impact on resources.  Therefore this form should not be completed 
where the resources are already deployed and the introduction of this policy will have no 
further resourcing impact. 

Document 
title 

Being Open and Duty of Candour Policy 

 

Totals WTE Recurring  
£ 

Non-
Recurring £ 

Manpower Costs Nil Nil Nil 

Training Staff 
 

Nil Nil – In house Nil – In house 

Equipment & Provision of resources Nil Nil Nil 

 
Summary of Impact: 
This policy underpins and formalises communication with patients/carers which is generally 
happening throughout the organisation already.  There will therefore be no additional 
manpower costs incurred as a result of this policy and staff will undertake the requirements 
of the policy during their normal working hours.  No additional staff will be required to 
implement the policy. 
 
Risk Management Issues: 
There is a national requirement from the NRLA that each organisation has a local being 
Open policy.   
 
Benefits / Savings to the organisation: 
The main benefits and savings to the Trust will be to ensure that it meets the statutory Duty 
of Candour process and continues to develop good communication and openness with 
patients/carers when things do not go as planned.  It is well recognised that being open 
leads to a reduction on the number of complaints and litigation claims. 
 
Equality Impact Assessment 
 
▪ Has this been appropriately carried out?    YES  
▪ Are there any reported equality issues?    NO 

 
If “YES” please specify:  
 
Use additional sheets if necessary. 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure 
you have thought through the impact on staffing, training and equipment carefully and that 
ALL aspects are covered. 
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Manpower WTE Recurring £ Non-Recurring £ 

 
Operational running costs 

Nil Nil Nil 

Totals:  Nil Nil Nil 

 

Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals:  Nil  Nil 

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed Nil Nil 

Building alterations (extensions/new) Nil Nil 

IT Hardware / software / licences  Nil Nil 

Medical equipment Nil Nil 

Stationery / publicity Nil Nil 

Travel costs Nil Nil 

Utilities e.g. telephones  Nil Nil 

Process change Nil Nil 

Rolling replacement of equipment Nil Nil 

Equipment maintenance Nil Nil 

Marketing – booklets/posters/handouts, etc. Nil Nil 

   

Totals: Nil   Nil 

 

• Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Appendix B 

 
Equality Impact Assessment (EIA) Screening Tool 

1. To be completed and attached to all procedural/policy documents created within 
individual services. 
 

2. Does the document have, or have the potential to deliver differential outcomes or affect 
in an adverse way any of the groups listed below?  
 
If no confirm underneath in relevant section the data and/or research which provides 
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, 
Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and 
determine if full EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men √   

Women √   

Race 

Asian or Asian 
British People 

√   

Black or Black 
British People 

√   

Chinese 
people  

√   

People of 
Mixed Race 

√   

White people 
(including Irish 
people) 

√   

 

People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 
Issues 

√   

Document Title: Being Open and Duty of Candour Policy 

Purpose of document To establish a process for Being Open and Duty of Candour 

Target Audience All staff 

Person or Committee undertaken 
the Equality Impact Assessment 

Incident Lead  
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Sexual 
Orientat
ion 

Transgender √   

Lesbian, Gay 
men and 
bisexual 

√   

Age 

Children  
 

√   

Older People 
(60+) 

√   

Younger 
People (17 to 
25 yrs.) 

√   

Faith Group √   

Pregnancy & Maternity √   

Equal Opportunities 
and/or improved 
relations 

√   

Notes: 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, 
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and 
collectively when considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. 
Consideration should be given to the specific communities within the broad categories such 
as Bangladeshi people and the needs of other communities that do not appear as separate 
categories in the Census, for example, Polish.  
 
3. Level of Impact  
 

If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then 
please complete a thorough assessment after completing the rest of this form. 
 

3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how 
below: 

 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 

 

Date Initial Screening completed  
 


