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Policy Ref: C031P  
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Next Review Date: January 2024 
 

Duty of Candour 
 

1. Background 
Being open and honest and having a commitment to continual improvement is crucial to delivering 
on Abbeyfield The Dales (ATD) aim to enhance the quality of life of our residents and develop 
services that will meet the needs of future generations. 

The Duty of Candour was introduced in April 2015 as part of the new Fundamental Standards and 
is set out in Regulation 20 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014. It was introduced following a key recommendation from the Mid Staffordshire NHS 
Foundation Trust Public Inquiry (the Francis Inquire) and has applied in health & social care setting 
since November 2014. Its implementation reflects the approach proposed in the Dalton / Williams 
review. 

The Duty of Candour places a requirement on all providers of health and social care to be open 
and honest with service users when things go wrong.  

Whilst it is inevitable that errors, accidents and incidents occur, it is important to recognise that 
they are very rarely caused wilfully. They can be caused by a number of factors including process 
problems, system error, the behaviour of an individual, lack of knowledge or skill and human error.  
When errors, accidents and incidents occur ATD aims to ensure that they are reported in an open 
and transparent way, that service users and staff are supported through the process so that the 
resulting actions and outcomes can be shared across the organisation and, where necessary, will 
result in change. 

 

2. Objectives 
ATD is committed to providing services that enhance the quality of life for older people and 
develop services that will meet the needs of future generations. This commitment is based on the 
Mission and Values of ATD.  ATD will also comply with all relevant and current legislation. 

The objective of this policy is to provide a framework for the delivery of the Duty of Candour at 
ATD. In particular it will focus on how we will: 
• Promote a culture that encourages candour, openness, and honesty at all levels of the 

organisation and makes sure that the organisation and staff learn from any error, accident or 
incident; 

• Be open and transparent with people who use services and other ‘Relevant Persons’ in relation 
to care and treatment; 

• Provide a common understanding about what constitutes a notifiable safety incident and the 
harm thresholds that trigger the Duty of Candour; and 

• Set out the actions that must follow when things go wrong with care and treatment including 
informing people about the incident, providing reasonable support, providing truthful 
information and an apology. 

CQC will assess whether there is an understanding of the regulation by reviewing the systems in 
place using the following Safe, and Well-led questions: 
• How are risks to individuals and the service managed so that people are protected, and their 

freedom is supported and respected; and 
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• How does the service promote a positive culture that is person-centred, open, inclusive and 
empowering? 

The CQC may prosecute without first issuing a Warning Notice if the registered person does not, 
as soon as reasonably practicable, notify the service user or someone acting on their behalf when 
an unintended incident occurs. 

 

3. Scope 
This policy applies to all ATD staff, including bank and agency staff and volunteers for ATD. 

 

4. Policy 
4.1. Definitions 

The following key terms have been defined by CQC: 

4.1.1. Apology 
A sincere expression of regret offered for harm sustained. It is not an admission of 
guilt. 

4.1.2. Appropriate Written Records 
Records are complete, legible, accurate and updated without delay. 

4.1.3. Candour 
Any person harmed by the provision of health or care services is informed of the 
fact and an appropriate remedy offered, regardless of whether a complaint has 
been made or questions asked about it. 

4.1.4. CQC 
The Care Quality Commission, the independent regulator of health and social care 
in England. 

4.1.5. Notifiable Safety Incident 
Any unintended or unexpected incident that occurred in respect of a service user 
during the provision of a regulated activity that could result in or appears to have 
resulted in: 
• 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; 

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

• Changes to the structure of the service user’s body; 
• The service user experiencing prolonged pain or prolonged psychological harm; 

or  
• The shortening of the life expectancy of the service user; or  
• Requires treatment by a health care professional in order to prevent: 
o The death of the service user, or  
o Any injury to the service user which, if left untreated, would lead to one or 

more of the outcomes mentioned above. 

4.1.6. Openness 
Enabling concerns and complaints to be raised freely without fear, and questions 
that are asked are answered. 
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4.1.7. Relevant Person 
The service user or a person lawfully acting on their behalf in circumstances in which 
the service user: 
• Has died; 
• Is under 16 years old; or 
• Is 16 or over and lacks capacity to relation to their care and treatment. 

4.1.8. Transparency 
Allowing accurate information about performance and outcomes to be shared with 
staff, patients, the public and regulators. 

4.1.9. Written Notification 
A written notification is one given or sent to the Relevant Person in written form 
containing the information provided in any initial notification made in person, 
details of any enquiries to be undertaken, advise them of any appropriate enquiries 
to be undertaken by the registered person, the results of any further enquiries into 
the incident, and an apology (as defined above). 

4.2. Incidents 
The Duty of Candour will be applied where there is an unintended or unexpected incident 
that occurs in respect of a service user during the provision of a regulated or non-regulated 
activity where it: 
1. Appears to have resulted in:  

• 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;  

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

• Changes to the structure of the service user’s body; 
• The service user experiencing prolonged pain or prolonged psychological harm; or  
• The shortening of the life expectancy of the service user; or 

2. Requires treatment by a health care professional in order to prevent:  
• The death of the service user; or  
• Any injury to the service user which, if left untreated, would lead to one or more of 

the outcomes mentioned above. 
The harm thresholds set out for the Duty of Candour are consistent with thresholds for the 
existing CQC notification system for reporting deaths and serious injuries.   

Many incidents that fall within the Duty of Candour definition may therefore meet the 
criteria for referral to CQC. 

They may also meet the criteria for referral as a safeguarding concern or incident as set out 
in the Safeguarding People Policy, or a health and safety related incident as set out in our 
Health and Safety Policies and Procedures. If so, notifications required by these policies must 
be made in the usual way. 

To meet the requirements of the Duty of Candour ATD must: 
• Recognise the event involving the resident or ‘relevant person’ as a notifiable safety 

incident as set out above; 
• Establish that it has caused harm; 
• Act and communicate in an open, transparent and sympathetic way with the ‘relevant 

person’; 
• Tell the ‘Relevant Person’ in person as soon as reasonably practicable after becoming 

aware that a notifiable safety incident has occurred and provide support to them; 
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• Provide an account of the incident that is true to the best of the organisation’s 
knowledge and make sure the ‘relevant person’ understands what has happened 
offering help such as interpreters where necessary; 

• Make sure that the ‘Relevant Person has access to any support services they need, such 
as advocacy services and arrange care support and treatment from another professional 
or team if possible and the ‘Relevant Person’ wishes; 

• Provide support to access ATD’s Complaints Procedure; 
• Advise the ‘Relevant Person’ what further enquiries the organisation feels are 

appropriate. Involve the ‘relevant person’ and or their family or carer in the investigation 
as much as possible; 

• Offer and apology – a sincere expression of sorrow or regret for the harm that has 
resulted from an incident not an admission of fault or liability; 

• Follow this up by giving the same information in writing - a written notification; 
• Provide regular update on enquiries; 
• Keep a written record of all communication with the ‘relevant person’; and 
• Write to explain the results of the investigation and explain to the ‘Relevant Person’ 

and/or their family or carer (if express permission is given by the ‘relevant person) how 
the lessons learned will be used to help prevent any incident reoccurring. 

4.3. Confidentiality 
We will respect the privacy and confidentiality of all service users, their carers or 
representatives and any staff involved. 

4.4. Training 
All care staff will receive training on the Duty of Candour as part of our ongoing training and 
development offer. 

 

5. Finance, Value for Money & Social Value 
N/A 

 

6. Supported Appendices 
APPENDIX 1: Template Letter 

 

7. Linked Policies 
Whistleblowing (LG039P) 
Care Planning & Key Working (C008P) 
Safeguarding Vulnerable Adults (LG031P) 
Incidents & Significant Events (C014P) 
Health and Safety Related Policies (Various) 
Comments, Compliments & Complaints (LG006P) 

 

8. Legislation/Regulation 
Health and Social Care Act 2008 (Regulated Activities) (Amended) Regulations 2014 & 2015:  
Regulation 20 Duty of Candour 
Care Act 2014 

 

9. Review 
Every 3 years, subject to any regulatory or legislative updates. 
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10. Procedure/Guidance 
10.1. Actions to be Taken Following an Accident or Incident 

When an incident or accident occurs the first step must always be to seek the help of 
emergency services. 

All incidents and accidents must be reported in the usual way using ATD existing policies 
and procedures such as Accidents Reporting and Safeguarding People and referred to any 
and all relevant organisations. 

We must seek to learn from all adverse incidents in order to prevent them reoccurring.  
Therefore, the focus of the investigation will be on learning and prevention.   

To meet the Duty of Candour regulations the following action must be taken: 
a. Make sure we act in an open and transparent way with relevant persons in relation to 

care and treatment provided to people who use services in carrying on a regulated 
activity; 

b. Tell the ‘Relevant Person’, in person, as soon as reasonably practicable after becoming 
aware that a notifiable safety incident has occurred, and provide support to them in 
relation to the incident, including when giving the notification; 

c. Provide an account of the incident which, to the best of the provider’s knowledge, is 
true of all the facts the body knows about the incident as at the date of the notification.  

d. Advise the ‘Relevant Person’ what further enquiries the provider believes are 
appropriate; 

e. Offer an apology; 
f. Follow up the apology by giving the same information in writing, and providing an 

update on the enquiries; and 
g. Keep a written record of all communication with the ‘Relevant Person’. 

10.2. Actions to be Taken Following an Accident or Incident 
a) The ‘Relevant Person’ must, if they wish to be, informed in writing about the outcome 

of the investigation; 
b) The results of the investigation must be noted on the person’s care and support plan; 

and 
c) Any learning from the incident embedded across the organisation using the most 

appropriate medium such as team meetings and training sessions. 
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APPENDIX 1 

Template letter  

 

Dear 

 

I am writing to inform you [confirm to you, if a discussion has already taken place] that [name of the 

service user] – outline the incident  e.g. had a fall whilst walking down the corridor / fell out of bed  and 

suffered a e.g. broken rib / bruises etc 

As you know [name of service user] was [outline the immediate action taken e.g. taken to hospital, see 

by a medial practitioner] 

[Name of the service user] is [outline the current position e.g. now comfortable, recovering at home / in 

hospital. 

I would like to say on behalf of [ATD / Service/Location] that we regret that any such incident has 

happened.  We are currently investigating the incident so that we can understand what happened and 

identify whether there are any lessons we can learn and changes we can make. 

We will keep you updated on the progress of the investigation and will write to you again when it is 

complete to let you know the outcome 

In the meantime, please do contact me if you have any further queries or comments you would like to 

make. 

Yours sincerely, 

 

 

Registered or Senior Manager 

 
 

 

 

 


