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RCSLT Brief

Consultation on Proposals to Introduce a Statutory Duty of Candour for Health and Social Care Services 

(January 2015)

What’s the consultation about?

Scottish Government wants to introduce an organisational duty of candour in Scotland. This will

· require services to make sure that they are open and honest with people when something has gone wrong with their care and treatment resulting in physical or psychological harm. “Something we have done – or not done – has harmed you”

· require training and support to be provided for staff involved with disclosure and 

· require support to be available to people who have been affected by an instance of harm.

· ”Here is  support to enable you to overcome harm”

Organisational duty = Statutory requirement on organisations providing health and social care to have effective arrangements in place to demonstrate their commitment to disclose instances of physical or psychological harm. The proposals have been intentionally focused on an organisational duty. I.e. not individual clinicians. 

The statutory duty will 

· require that an organisation must act in an open and transparent way with people when things go wrong

· outline the minimum requirements that must be in place to support the duty of candour and 

· require that reports are made to describe the implementation of arrangements.

The introduction of this duty will form a further dimension of the arrangements already in place to support continuous improvements in quality and safety culture across Scotland’s health and care services.

Proposals pick up on 

· the progress made through the implementation across NHSScotland of the ‘Learning from adverse events through reporting and review: A national framework for NHSScotland’

· testing that is currently ongoing within NHSScotland on ‘Being Open’ guidance

· Significant case reviews

Note: Because of variation on professional standards on candour the NMC has been working with the GMC to develop guidance on candour on behalf of all of the regulators. The Professional Standards Authority (who oversee all health and social care regulators including HCPC) is overseeing this work, with the intention that all the regulatory bodies will undertake to modify their codes of conduct and guidance to reflect a common position on candour.

Summary of Organisational Requirements for Duty of Candour (proposed)

1. Identify instances when there has been an event resulting in physical or psychological harm. (Required that “if any adverse event/incident is reported that this is considered and a decision made whether this is a disclosable event”.)

2. staff report these to appropriate person I think)

3. Report the occurrence of these instances in person to the relevant person. 

4. Apologise. 

5. Offer the opportunity to be involved in review of the events. 

6. Offer access to emotional and practical support following the event (to staff, patients and relatives). 

7. Confirm in writing the details of the personal discussion. 

8. Have arrangements to ensure that those involved with disclosure have the necessary knowledge and skill to undertake this work. 

9. Identify and inform relevant person of the learning that was identified following the disclosure and review of the adverse event. Report publically (according to an agreed frequency) on all ‘disclosable events’, including on details of the organisational training and support arrangements in place to deliver the organisational duty of candour. The learning and improvement actions arising from disclosable events would also be included. 

10. If there have been delays in being notified of an instance of harm, organisations should report on actions being taken to improve on monitoring and reporting arrangements.

Discosable Events

The legislation would include a nationally agreed definition of the types of harm that would trigger the organisational duty of candour. These definitions are to be developed and informed through dialogue with health and social care professions, taking due recognition of the different context, nature and requirements in health and social care settings.

Disclosable events (Para 9.9) would be defined as 

· unintended or unexpected event that occurred or was suspected to have occurred that 

· resulted in death, injury or prolonged physical or psychological harm being experienced by a user of health and/or social care services.

Examples of discosable events – or events that result in harm - listed in consultation document:

· the death of someone receiving care where the death relates to the event itself (as opposed to the natural course of their illness or underlying condition).

· the permanent lessening of bodily, sensory, motor, physiological or intellectual functions (including removal of the wrong limb or organ or the occurrence of brain damage) 

· Returns to surgery, 

· an unplanned re-admission to hospital, 

· a prolonged episode of care, 

· extra time in hospital or as an out-patient, 

· cancellation of treatment or 

· transfer to intensive care 

· Prolonged pain 

· prolonged psychological harm (e.g. prolongation for a continuous period of 28 days).

· The shortening of the life expectancy of someone using social care services 

· a user of social care services required treatment by a healthcare professional in order to prevent death 

· occurrence of an injury that, if left untreated would lead to death, impairment, harm or shortened life expectancy. (This would not include a shortening of life expectancy as a result of a long-term condition where this is an expected outcome.)

· Possibly Children’s social care services actions related to children safety or  a child developing as well as it can and reaching his or her full potential. 
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