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1 
• To understand the background to  the statutory and contractual duty of candour 

• To know when and how to raise concerns and how this links with duty of candour 

2 

• To know when and how to implement professional requirements for duty of 
candour and raising concerns 

• To list the “must dos” of the statutory and contractual duty 

3 
• To utilise duty of candour grading and consider if incidents meet the threshold  

• To understand the components of “good” and “bad” conversations 



• Volkswagen UK bosses 
say ‘we screwed up’ 

• They admitted the firm 
was dishonest in using 
software to rig emissions 
tests   



 In 2006, two children were killed by carbon 

monoxide poisoning from a faulty boiler in a 

hotel on Corfu while on a Thomas Cook 

holiday. 

 An inquest into the deaths found the tour 

operator had ‘breached its duty of care’. 

 Thomas Cook was widely condemned for the 

way it handled the case, but the Chief 

Executive said there was ‘no need to apologise’ 

because there was no wrongdoing by Thomas 

Cook. He claims they were lied to by the hotel 

about whether there were gas-fuelled water 

heaters at the complex.  



The legal and 

contractual duty to 

inform patients and 

families when there 

has been a mistake in 

their care which has 

caused harm 



Duty on all professions to raise concerns where they 

believe that patient safety dignity or care is compromised 

by the practice of colleagues or the systems, policies and 

procedures in the places in which they work.  

Freedom to Speak Out (2015) aims to support staff who 

do speak out. 



    Keep a record of your 

concern and any steps that 

you have taken to deal with 

it. 

 At any stage, if you are 

unsure about raising a 

concern, you should seek 

advice and support from a 

colleague, or from an 

appropriate organisation  





1 Ipsos MORI Trust Poll, 9-11 February 2013 



• Being open guidance and alert 
(NPSA, 2005, 2009) 

• NHS Litigation Authority 
technical circular on apologies 
and explanations (2007 & 2009) 

• NHS Constitution Statement 
(2009):  

‘The NHS also commits, when 
mistakes happen, to acknowledge 
them, apologise, explain what went 
wrong and put things right quickly 
and effectively.’ 



Francis report (2013) said 

providers of health and adult 

social care should be open and 

honest when things go wrong 

 

Health and Social Care 2008 

regulated Activities) regulations 

2014 

 

Monitored by CQC  



1. Acknowledgement 

 

2.  Apology 

 

3. Truthful, timely and clear 

explanation 

 

4. Recognising patient and 

carer expectations 

 

5. Professional support 

6. Risk management 

systems 

 

7. Multi-disciplinary 

responsibility 

 

8. Clinical governance 

 

9. Confidentiality 

 

10. Continuity of care 

NPSA, 2009 



For all moderate or above incidents you must: 
• Provide an apology as soon as  feasible 
• Provide support for patients/ families e.g. advise of independent 

support from Action Against Medical Accidents (AvMA) 
• Inform the patient /family within 10 days initially verbally and 

then follow up in writing   including the initial investigation 
findings.  

• Record a written, secure record (record in patient notes satisfies) 
but a letter should be sent if this is what the patient wants 

• Provide a final step by step explanation with documentation and 
an apology. (For example if this is an SI then the final report is 
shared with a covering letter) 





A moderate increase in 
treatment which means a 
return to 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  

 

Significant, but not permanent 
harm, which is not defined  

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

 



The Professional View 

 

“All healthcare professionals have a duty of 

candour – a professional responsibility to be 

honest with patients when things go wrong” 

 



Grade the incident 

 

Does the incident meet the threshold for a    

statutory duty of candour? 

 

Identify what you would need to do to meet your 

professional duties 

 

Be prepared to feed back to the main group  

 



• Afia a 26 year old, low-risk,  first –time mother  delivered a healthy 

son at her planned home birth, with two midwives in attendance.  

 

• She preferred to deliver the placenta without outside assistance or 

drugs (a physiological third stage). The midwives followed correct 

procedure but there were no signs of separation of the placenta from 

the uterus. The midwives recognised this as a case of a possible 

retained placenta. 

 

• There was a short delay in transferring Afia and in the meantime her 

blood loss increased.  

 

• The midwives recognised this post partum haemorrhage  and Afia 

was treated in time when they reached hospital. 

 



• Abimbola was prescribed digoxin and Staff Nurse Jones did not 

follow procedure and administered the drug without taking the 

patient's pulse.  

 

• Abimola went into complete heart block and required emergency 

intervention. 

 



• Akinyi Baboola was admitted to hospital for a routine operation was 

known to suffer from attention deficit hyperactivity disorder(ADHD).  

 

• He was put in a four-bedded ward next to a young girl, Jessica who 

had had an operation earlier that day. 

 

• A nurse entered the ward just as Akinyi was about to pull out 

Jessica’s naso-gastric tube. 

 



• Chen Heng suffered a perforation of bowel during complex surgery. 

He had been advised of this risk during the consent process.  

 

• Although the team were working carefully and attentively, the 

perforation was not noticed at the time. The perforation led to 

septicaemia and necessitated a return to surgery for repair. 

 

(MDU, 2015) 



• James Yelland has a long term and deteriorating heart condition.  He  

is admitted for an unrelated operation.  

 

• He suffers heart failure and dies in hospital shortly after the 

operation. 

 



• A drug used on Mr Kirby a 76 year old patient produces an 

unexpected and previously undocumented reaction causing pain and 

breathing difficulty. 

 



• Mrs Timpson, an 86 year-old woman was discharged home from a 

rehabilitation unit.  

 

• Prior to discharge the nurse noticed that that one of her legs looked 

red and swollen and she had a chesty cough. The doctor diagnosed 

a chest infection and prescribed antibiotics and a community visit was 

arranged. 

 

•  The community team was very busy and could not visit until three 

days later and found her dead at home. After an autopsy the cause of 

death was confirmed as a pulmonary embolism. 

 



• Joshua, a 94 year old patient in hospital became dehydrated because 

nursing staff failed to monitor his fluid intake.  

 

• As a result, he became confused and disorientated.  

 

• Concerned relatives raised with the nurse in charge who identified 

the problem. 

 



• Mr Thomas is a 75 year old resident in a nursing home. 

 

• He complained to a nurse on night duty that he had been assaulted 

by one of the male staff during the day.  

 

• The nurse judged the accusation to be a symptom of the resident’s 

dementia and did not report it. 

  

• The resident eventually told a second nurse when the assault was 

repeated. 

 



• Staff Nurse Singh was visiting a disabled patient at home to dress a 

leg ulcer.  

 

• She moved him with a hoist that she was unfamiliar with and the 

patient suffered a fracture to his left hip necessitating a long stay in 

hospital. 

 



• A Student Nurse is on placement in an older adult inpatient ward.  

 

• Matilda Woods is a 92 year old who suffers from dementia and needs 

assistance with personal care.  

 

• Due to her mobility restrictions, she is unable to stand so that the 

student can help her change. The student gets the standing hoist but 

as she has never used one before, she does not use it correctly.  

 

• This results in Matilda Woods falling and fracturing her right hip.  

 



• James has been aggressive all morning and tries to attack a member 

of staff.  

 

• He is subsequently restrained for his own safety as well as for the 

safety of the staff and other patients.  

 

• All patients are asked to clear the area but another patient, Jesmond, 

who is very manic, comes too close to the restraint and as a result is 

kicked in the nose by James and he has a nosebleed. 

 



• John is a 32 year old male who is an informal patient on an acute 

ward. He is seen in ward round and agrees to be discharged to the 

Home Treatment Team (HTT).  

 

• The ward round nurse forgets to do the referral. This means that the 

referral is made a week later, but unfortunately HTT are unable to 

take new patients due to their caseload.  

 

• John ends up staying on the ward as an informal patient for an extra 

29 days while the referral is processed.  

 



• Anaya is a 22 year old female with a long history of self harm, 

particularly when she is emotionally distressed.  

 

• She is an inpatient on a challenging behaviour forensic unit and 

becomes upset after an altercation with another patient.  

 

• She self harms by cutting her arm with a broken CD. When she is 

found, she becomes aggressive because she wants to continue self 

harming.  

 

• Due to the extent of her injury, Anaya is taken to A&E so that her arm 

can be treated.  

 



What things should you consider 

and cover when speaking to a 

patient/those close to them?  

 



Look at the statements given to 

you.   

 

Which would you use when 

saying sorry in clinical practice? 

 

Why would some not be 

appropriate? 

 





• Be aware of your duties to raise 

concerns and apologise to patients and 

families for avoidable harm.  

 

• Be aware of the relevant policies within 

the trust  

 (add link to your own policy/ies) 

• Ensure you report all incidents and 

raise concerns as appropriate  

 (add link to reporting system)  

• Apologise when things go wrong 

meeting the specific requirements of 

Duty of Candour 



1 
• To understand the background to  the statutory and contractual duty of candour 

• To know when and how to raise concerns and how this links with duty of candour 

2 

• To know when and how to implement professional requirements for duty of 
candour and raising concerns 

• To list the “must dos” of the statutory and contractual duty 

3 
• To utilise duty of candour grading and consider if incidents meet the threshold  

• To understand the components of “good” and “bad” conversations 



• NMC Case Studies  

• Full answers to above cases and more examples at:  

NMC Case studies  

 

• GMC case studies:  

http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp 

 

• CQC case studies: 

http://www.cqc.org.uk/sites/default/files/20150327_duty_of_can

dour_guidance_final.pdf  

 

http://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/case-studies.pdf
http://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/case-studies.pdf
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.cqc.org.uk/sites/default/files/20150327_duty_of_candour_guidance_final.pdf
http://www.cqc.org.uk/sites/default/files/20150327_duty_of_candour_guidance_final.pdf
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