
 
 
 
 

Duty of Candour Policy – Neighbourhood Networks 
 

Duty of Candour Implementation 

The Health (Tobacco, Nicotine etc. and Care) (Scotland) Act 2016 received Royal Assent on 1 April 2016 
and introduced a new organisational duty of candour on health, care and social work services.  
 
 

The overall purpose of the new duty is to ensure that organisations are open, honest and supportive when 
there is an unexpected or unintended incident resulting in death or harm, as defined in the Act. 
 
 

The duty applies to organisations and not individuals and is placed upon health, care and social work 
organisations to appoint a responsible person to: 
 

• Carry out the procedure 

• undertake any training required by regulations 
provide training, supervision and support to any person carrying out any part of the procedure as required by 
regulations 

• report annually on the duty 
 
 

This duty requires organisations to follow a duty of candour procedure which will include: 
 

• notifying the person and or families/carers affected,  

• apologising and offering a meeting to give an account of what happened.  

• The procedure will also require the organisation to review each incident and  

• offer support to those affected (people who deliver and receive care).  
 

Organisations will have a new requirement to publish an annual report on when the Duty has been applied. 
 
This will include  
 

• the number of incidents, 

• the nature of the incidents 

• how the organisation has complied with the duty 

• and what learning and improvements have been put in place. 
 
The purpose of the duty of candour procedures is to support the implementation of consistent responses 
across health and social care providers when there has been an unintended or unexpected incident that 
has resulted in death or harm, and is not related to the natural course of the person’s illness or current 

http://www.legislation.gov.uk/asp/2016/14/contents/enacted
http://www.legislation.gov.uk/asp/2016/14/contents/enacted


condition for which they are receiving support or care. 
 
A culture of Openness and Learning 
 
We all share a common purpose as partners in Health and Social Care – and that is the provision of high 
quality care and to ensure the best possible outcomes for people using health and care services. We know 
that we deliver exceptional support on daily basis but sometimes thing go wrong and it’s how we deal with 
these things that’s important. How we respond - whether to people who use or receive services, carers, 
family members or to each other - can make a huge difference. 
 
When these events happen, people want to be told honestly what happened and what will be done in 
response, and to know what actions will be taken to reduce the risk of the same thing happening again to 
someone else in the future. These conversations should happen as soon as possible after an event 
happens or harm being confirmed.  
 
Being open, honest and transparent when things go wrong is the key to developing good relations and a 
partnership between people and those who care for them. 
 
We have a duty to acknowledge when something has gone wrong and provide an honest explanation. 
Discussing the incident promptly and fully can help people cope better with the after effects of the incident 
and help to build trust between people and that staff who care for them. 
 
In Neighbourhood Networks we are working towards all staff having behaviour and attitudes to support 
openness and learning. This is to develop a culture that supports a positive, safe environment where staff 
report concerns or things that go wrong without fear of blame. 
 
The overall approach expected within Neighbourhood Networks should be one of help and support for the 
staff involved in incidents of unintended or unexpected harm, rather than blame. 
 
Staff need to feel confident that they will be safe and supported to report duty of candour incidents so that 
lessons are learned and shared to improve and increase the safety of the care system for everyone. 
 

 
Incident which activates the duty: 

The duty of candour procedure must be carried out by the responsible person as soon as practicable after 
becoming aware that an individual who has received a health, social care or social work service has been the 
subject of an unintended or unexpected incident, and in the reasonable opinion of a registered health 
professional has resulted in or could result in: 

 

• death of the person 

• a permanent lessening of bodily, sensory, motor, physiologic or intellectual functions 

• an increase in the person’s treatment 

• changes to the structure of the person’s body 

• the shortening of the life expectancy of the person 



• an impairment of the sensory, motor or intellectual functions of the person which has lasted, or is likely 
to last, for a continuous period of at least 28 days 

• the person experiencing pain or psychological harm which has been, or is likely to be, experienced by 
the person for a continuous period of at least 28 days 

• the person requiring treatment by a registered health professional in order to prevent – 

• the death of the person, or  

• any injury to the person which, if left untreated, would lead to one or more of the outcomes 
mentioned above. 

 
 

The procedure: 

The ‘duty of candour procedure’ means the actions to be taken by the responsible person in accordance with 
regulations made by the Scottish Ministers. The regulations detail the specific actions and recording of 
information required by the responsible person when carrying out each stage of the procedure. The 
regulations will be available at: 
www.gov.scot/Topics/Health/Policy/Duty-of-Candour. 
 
 
The key stages of the procedure include: 
(a) to notify the person affected (or family/relative where appropriate) 
(b) to provide an apology  
(c) to carry out a review into the circumstances leading to the incident 
(d) to offer and arrange a meeting with the person affected and/or their family, where appropriate  
(e) to provide the person affected with an account of the incident  
(f) to provide information about further steps taken 
(g) to make available, or provide information about, support to persons affected by the incident 
(h) to prepare and publish an annual report on the duty of candour 
 

 
Processes which can lead to the identification of harm 

 

This can be identified by any of the following mechanisms: 

 

• Via staff at the time of the incident 

• Via staff retrospectively 

• By a Service User / family/ carer raising a concern, either at the time, or via a complaint 
or claim in retrospect 

• Via the incident reporting system 

• Via other sources, such as the incident being highlighted by another service user, visitor or 
non – Neighbourhood Networks staff 

 
 
 
 

http://www.gov.scot/Topics/Health/Policy/Duty-of-Candour


Neighbourhood Networks Incident Reporting Arrangements  
 
All instances of harm of any level or reported by any of the mechanisms above will recorded and 
reported using Neighbourhood Networks Incident reporting Arrangements. (See Organisational 
Policies/Health and Safety/2-7 Accident or Incident Reporting Guidelines). 
 
 
An Incident Report Form (See Organisational Policies/Health and Safety/2-6 Accident or Incident 
Reporting Form) must be accurately completed and submitted for all incidents. This should be 
completed as soon as possible (within 24 hours) following the incident. 

 
The relevant line manager should record whether the incident triggers a Duty of Candour Process 
using the definition of harm as outlined by the legislation (see in previous page). This should be 
passed to the relevant Lead Network Manager or Depute Director who will pass on the relevant 
documentation to the Director of the organisation as soon as possible (as a matter of urgency). 
 
In the event of the Duty of Candour being triggered by an incident, the Director of the organisation 
will assume responsibly for the management and co-ordination of the Duty of Candour Process 
and alert the Vice Chair of the Board of the Trustee.  
 
In the event of the incapacitation or absence of the Director the Depute Director will assume this 
responsibility, again alerting the Vice Chair of the Board of Trustees. 
 
 
Initial discussion 

 
Following identification of an incident, a preliminary team discussion coordinated by the 
Director should be undertaken to establish; as soon as possible to the incident, once the 
service user is safe; 

 

• Basic facts 

• Assessment of the incident and determine level of immediate response required. 

• Individual responsible for discussing / liaising with service / relative/ carer. This should be one 

consistent person 

• Whether service user /family support is required 

• Immediate support required for staff involved 

• A clear communication plan 

 
Identifying who should be responsible 

 
In determining who will be responsible for communicating with the service user/ family carers 
the individual should: 
 

• Have a good relationship with the service user and / or their parents 

• Have a good understanding of the relevant facts 



• Be senior enough or have sufficient experience and expertise in relation to the type of 
incident to be credible to the service user, family/carers  and colleagues 

• Have excellent interpersonal skills, including being able to communicate with service 
user and / or their families and carers in a way they can understand 

• Be willing and able to offer an apology, reassurance and feedback to the service user 
and /or their parents. 

• Be able to maintain a relationship with the service user and / or their parents and to 
provide continued support and information 

• Be culturally aware and informed about specific needs of the service user or their 
parents 

 
When should the initial discussion be held? 
 
The initial Duty of Candour discussion with the service user and / or their carers should occur as 
soon as possible after recognition of the incident. Delay in disclosure should be avoided whenever 
possible. If the incident occurs out of hours it may be necessary to wait until a senior member of 
the team is available to contact the individual and their families/carers. 

 

Communication can occur by any appropriate means – face to face is best, but it can be a 
telephone call or e-mail to those parents who prefer this method of communication. 
 
Initially, it is worth noting that something has gone wrong but that the cause is not yet known. It 
must be communicated to the service user and their family/ carers that we will be taking the event 
extremely seriously, that the event will be investigated and that the findings of the investigations 
will be shared with them. 
 
The whole process may take several phone calls and meetings to bring the situation to a 
conclusion and will be dependent on the needs of the service user and family  
 
This initial communication must be recorded in the ‘Duty of Candour Folder on the z Drive.  
This should include Date, time and people present or taking part in the phone call. Outline the 
apology, what was discussed, concerns raised by the family and arrangements for future 
communications and support. Information about the review process once agreed should be shared 
with the service user and or their family/carers. 
 
All subsequent discussions and communication with the service user, their families or carers  
should be carefully detailed within and individual file on the Duty of Candour Folder on the Z Drive.  
 
The relevant manager will be given permissions to access this level 1 folder on the Z drive for the  
period of time the investigation takes place. This is in addition to the Director and Depute Director. 
 
 
An offer to meet should be made to the family, this is usually at the end of the investigation so the 
findings can be shared and discussed, but may also occur before the investigation starts or during 
the process. The approach is agreed with the family and this may change at any stage during the 



investigation. 
 
Factors to consider when timing this discussion include: 

 

• Some families may require more than one meeting to ensure that all the 
information has been communicated to and understood by them. 

 

• Availability of key staff involved in the incident and in the Duty of Candour process. 

 

• Availability of the service user’s family and / or carers 

 

• Availability of support staff, for example a translator or independent advocate, if required 

 

• Arranging the meeting in a sensitive location 

 

Written information regarding the content of this meeting must be given to the family. 

 

Provision of additional support  

To the Service User and family/ carers 
 
Service users, their family/ carer should be provided with support as is necessary during the 
process of Duty of Candour. At any face to face meeting, they should be encouraged to be 
accompanied by another family member/ friend/ representative. Where appropriate, an 
independent advocate or interpreter should be offered. 
 
Professional support 
 
It can be very traumatic for staff to be involved in an event. Neighbourhood Networks are committed to 
ensuring that staff feel supported through the Duty of Candour process. Staff are also encouraged to seek 
support from their relevant professional body and if appropriate Trade Union Representative 
 
Additional, confidential support is available to staff from: 
 
Life Links Counselling Service 
 
 
Confidentiality 
 
Details surrounding an event are confidential. Full consideration should be given to maintaining the 
confidentiality of the service user, parents and staff involved. 
 
Communication outside the team dealing with the Duty of Candour issue should be strictly on a 

../../../2.%20Staff%20Related/Staff%20Welfare/Lifelink%20Employee%20Assistance%20Service/Neighbourhood%20networks%20Staff%20Factsheet.docx


‘need to know basis’. Equally the relatives may need specific questions answered by the 
investigation process and should be given the opportunity to raise these. 
 
At the end of the process and where information from the incidents is disseminated to the rest of the 
organisation for learning and development this will be made fully anonymous to protect the privacy of the 
service users, families and staff involved. 
 

 
 

Continuity of care 
 
Service Users and families/carers have the right to expect that their care will continue, and that 
they will receive all their usual support with the care, respect and dignity that they are entitled to. 
 
 
Procedure for conducting investigations 
 
The Director of the organisation will appoint an appropriate manager in Neighbourhood Networks to 
undertake any investigation into the events leading to the duty of candour issue. This should be a suitably 
experienced manager who was not directly involved in the original incident. The Director also reserves the 
right to bring in some external support to investigate the incident using links to within ALTRUM where this is 
deemed to be appropriate. Any external investigators will be bound by the same expectations in relation to 
confidentiality and GDPR. 
 
It is good practice to inform the service user, their family and carers about who will be involved in the 
investigation, and give them the opportunity to raise any objections. 
 
Disciplinary Action 
 
Neighbourhood Networks Trust encourages open and honest reporting. 
 
In instances where there may be a disciplinary case, the investigation can continue but the member/s of staff 
must be informed that the matter will be dealt with in accordance with Neighbourhood Networks Disciplinary 
policy and procedures. 
 
 
Making an apology 
 
When making contact with the service user and or their families/carers it is important that an open and honest 
apology is provided from the outset to reassure a person and or their families and will also set the tone for 
moving things forward. 
 
It’s important to understand that by making an apology following an incident that activates the duty of candour 
procedure the staff member communicating with them is not accepting personal blame but should 
acknowledge the harm that has been caused.  A mistake has been made and they may be acknowledging 
emotions that are felt by the person and or their family. A meaningful apology can help to relax a person who 



has become angry and upset.  An apology is not an admission of liability in a legal sense. 
 
The staff members own reactions will be important when something has gone wrong and this has resulted in 
harm. They should not become defensive or apportion blame. They will need to be open and honest and 
show they are dealing with the situation. It is important that they make eye contact with the person and 
consider both their tone of voice and body language.  
 
 
Click on the links below for more information. 
 
 
http://www.knowledge.scot.nhs.uk/scormplayer.aspx?pkgurl=%2fecomscormplayer%2fdutyofcandour%2f 

 

http://blogs.bmj.com/bmj/2015/07/16/michael-devlin-duty-of-candour-make-apologising-easy/ 
 
 
Sometime health and social care staff find it difficult to say sorry when something has gone wrong and harm 
has occurred. It can be difficult to know if we can say sorry for something that has gibe wring and worry that 
the timing for doing this won’t be right or that we will make this worse. The Duty of Candour e-learning 
resource (listed above) suggests the 4 R’s Process. 
 

• Reflect – Stop and think about the situation 

• Regret – Give a sincere and meaningful apology 

• Reason – If you know, explain why something has happened or not happened. If you don’t know, say 
that you will find out 

• Remedy – Explain what actions you are going to take to ensure that this won’t happen again, and that 
the organisation learns from the incident 

 
Learning from Duty of Candour Processes 
 
The Director of Neighbourhood Networks will co-ordinate a team discussion to develop an organisational 
action plan in relation to any Duty of Candour Investigation. This will form part of the process of concluding 
the investigation with the service user and or their families/ carers. 
 
In addition  to the organisational action plan which will be in place to prevent the situation from arising again 
the details of the incident leading up to the situation will also be shared with the staff involved directly with 
incident to maximise the opportunity for the staff member’s learning and development.   
 
Some reflective discussion will take place with relevant staff but also more generally with the wider Network 
Manager Team meetings and regional team meetings where appropriate. Where such information is 
disseminated across the organisation great care will be taken to protect the anonymity of the both the service 
user and or their families/carers as well as the staff directly involved.  
 
The Director of the organisation will also report to the Board of Trustees on general themes and changes to 
operational and organisation practice and policy on the back of any such incident. 

http://www.knowledge.scot.nhs.uk/scormplayer.aspx?pkgurl=%2fecomscormplayer%2fdutyofcandour%2f
http://blogs.bmj.com/bmj/2015/07/16/michael-devlin-duty-of-candour-make-apologising-easy/


Annual Reporting 
 
The Director will have responsibility for the annual reporting of any Duty of Candour events that have been 
triggered across the organisation. These general themes will also form part of the annual report produced on 
Duty of Candour 
 
In addition to reporting on the number and nature of any relevant incidents and the learning implemented 
from such instances this will include a report on any training provided across the organisation relating to the 
subject. 
 
 
External Notifications: 
 
Click on the link below for information about a full range of incidents and information that needs to be logged 
with the Care Inspectorate. These Include any incidents that trigger a duty of candour 
 
http://www.careinspectorate.com/images/documents/2611/Records%20that%20all%20registered%20care%2
0services%20(except%20childminding)%20must%20keep%20and%20guidance%20on%20notification%20re
porting%20(V6).pdf 
 
 
 
Click on the link below for information on notifications required through RIDDOR 
 
http://www.hse.gov.uk/riddor/reportable-incidents.htm 
 
 
 
In addition notifications will need to be made with the relevant parties in the Local Authority who purchase the 
service from Neighbourhood Networks. These are likely to include: 
 

• The Individual’s Social Worker 

• Neighbourhood Networks Link Commissioner in the area 

• Quality Assurance in the Local Authority 

http://www.careinspectorate.com/images/documents/2611/Records%20that%20all%20registered%20care%20services%20(except%20childminding)%20must%20keep%20and%20guidance%20on%20notification%20reporting%20(V6).pdf
http://www.careinspectorate.com/images/documents/2611/Records%20that%20all%20registered%20care%20services%20(except%20childminding)%20must%20keep%20and%20guidance%20on%20notification%20reporting%20(V6).pdf
http://www.careinspectorate.com/images/documents/2611/Records%20that%20all%20registered%20care%20services%20(except%20childminding)%20must%20keep%20and%20guidance%20on%20notification%20reporting%20(V6).pdf
http://www.hse.gov.uk/riddor/reportable-incidents.htm


 

Duty of Candour – Further resources 

Further resources 
Health (Tobacco, Nicotine etc. and Care) (Scotland) Act 
http://www.legislation.gov.uk/asp/2016/14/pdfs/asp_20160014_en.pdf 
 
General Medical Council – Guidance on Duty of Candour 
http://www.gmc-uk.org/static/documents/content/DoC_guidance_english.pdf 
 
SSSC Codes of Practice for Social Service Workers and Employers 
www.sssc.uk.com/about-the-sssc/codes-of-practice/what-are-the-codes-of-practice 
 
HIS Being Open resource 
http://www.knowledge.scot.nhs.uk/media/CLT/ResourceUploads/4058625/20150113%20Bein

g%20Open%201.0.pdf 

The British Medical Journal Opinion 

http://blogs.bmj.com/bmj/2015/07/16/michael-devlin-duty-of-candour-make-apologising-easy/ 

General Medical Council - When things go wrong: the professional Duty of Candour 
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp 
 
 
Nursing & Midwifery Council - Openness and honesty when things go wrong - 
the professional duty of candour. 
 
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-
and-honesty-when-things-go-wrong 
 
Health & Care Professional Council - Standards of Conduct, Performance and Ethics. 
http://www.hcpc-
uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf 
 
 
Australian Commission on Safety and Quality in Healthcare - 
Open Disclosure Framework 
http://www.hcpc-

uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf 

http://www.legislation.gov.uk/asp/2016/14/pdfs/asp_20160014_en.pdf
http://www.gmc-uk.org/static/documents/content/DoC_guidance_english.pdf
http://www.sssc.uk.com/about-the-sssc/codes-of-practice/what-are-the-codes-of-practice
http://www.knowledge.scot.nhs.uk/media/CLT/ResourceUploads/4058625/20150113%20Being%20Open%201.0.pdf
http://www.knowledge.scot.nhs.uk/media/CLT/ResourceUploads/4058625/20150113%20Being%20Open%201.0.pdf
http://blogs.bmj.com/bmj/2015/07/16/michael-devlin-duty-of-candour-make-apologising-easy/
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong
http://www.hcpc-uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf
http://www.hcpc-uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf
http://www.hcpc-uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf
http://www.hcpc-uk.org/assets/documents/10004EDFStandardsofconduct,performanceandethics.pdf


Further information is available from the following organisations: 
 
NHS Education for Scotland www.knowledge.scot.nhs.uk/making-a-di_erence.aspx 
 
Care Inspectorate www.careinspectorate.com 
 
Scottish Social Services Council www.sssc.uk.com 
 
Healthcare Improvement Scotland www.healthcareimprovementscotland.org 
 
Scottish Government www.gov.scot/topics/health/policy/duty-of-candour 
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