St Columba’s Hospice
Duty of Candour Annual Report 2018/2019
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. 
Services must tell the patient, apologise, offer appropriate remedy or support and fully explain the effects to the patient. 
As part of our responsibilities, we must produce an annual report to provide a summary of the number of times we have trigger duty of Candour within our service. 

	
Name & address of service:

	
St Columba’s Hospice 
15 Boswall Road
Edinburgh
EH5 3RW


	
Date of report:

	
April 2019

	
How have you made sure that you (and your staff) understand your responsibilities relating to the duty of candour and have systems in place to respond effectively?


	
In December 2017, a report was prepared for the Board of Governors and Management Committee at the hospice to provide information regarding the upcoming legislation being implemented on 1st April 2018.  Within this report we considered our systems and readiness for the new legislation. 

A copy of the report is available here:
 



In September 2018, an updated report was provided confirming the identification of the ‘responsible person’ for duty of candour, that policies had been updated and that senior clinical staff had completed required training. 

A copy of the report is available here:






	
Do you have a Duty of Candour Policy or written duty of candour procedure?
	
Duty of Candour requirements are 
embedded in our operational policies.  



	
What systems do you have in place to support staff to provide an apology in a person-centred way and how do you support staff to enable them to do this?
	
Prior to implementation of the legislation all staff received training in ‘the power of apology’.  The session included reflection on good / poor apologies, guidance on how to provide meaningful apologies and dispelling some of the ‘myths’ surrounding provision of apologies.

Guidance on providing apologies is now included in our incident reporting policies.


	
What support do you have available for people involved in invoking the procedure and those who might be affected?
	
For patients and their families, we have a multidisciplinary team including counselling and family support services available.  A named lead individual would be identified in the event of a Duty of Candour incident.
  
For our staff and volunteers, we have a range of support available including policies and procedures, accessible line management, HR support, occupational health and staff counselling.




	
How many times have you/your service implemented the duty of candour procedure this financial year?


	Type of unexpected or unintended incidents (not relating to the natural course of someone’s illness or underlying conditions)
	Number of times this has happened (April 18  - March 19)

	A person died
	0

	A person incurred permanent lessening of bodily, sensory, 
motor, physiologic or intellectual functions
	0

	A person’s treatment increased
	0

	The structure of a person’s body changed
	0

	A person’s life expectancy shortened
	0

	A person’s sensory, motor or intellectual functions was impaired 
for 28 days or more
	0

	A person experienced pain or psychological harm for 28 days or more
	0

	A person needed health treatment in order to prevent them dying
	0

	A person needing health treatment in order to prevent other injuries 
as listed above
	0

	Total
	0




To date we have not required to invoke Duty of Candour procedures but we are confident that we have the appropriate systems and support in place in the vent that they are required.

Dot Partington
Clinical Services Director
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Duty of Candour

Dot Partington

27/12/17



Duty of Candour legislation is due to be implemented across Scotland on 1st April 2018.  

This report is provided to supply information and assurance to the Board of Governors that the Hospice will be ready to meet the necessary requirements.  

Background

Duty of Candour legislation has been in place in England since 2014.

The duty of candour provisions in the Health (Tobacco, Nicotine etc. and Care) (Scotland) Bill were given Royal Assent on April 6, 2016. 

A target implementation date for Scotland of April 1, 2018 has been agreed.

The bill and full details can be found here:

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

The legislation applies if and unexpected or unintended incident occurs which has or could result in one of the following outcomes:  

(a) the death of the person,

(b) a permanent lessening of bodily, sensory, motor, physiologic or intellectual functions 

(c) harm which is not severe harm but which results in—

(i) an increase in the person’s treatment,

(ii) changes to the structure of the person's body,

(iii) the shortening of the life expectancy of the person,

(iv) 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,

(v) 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,

(d) the person requiring treatment by a registered health professional in order to prevent—

(i) the death of the person, or

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



The hospice was contacted in February 2017 by Healthcare Improvement Scotland in relation to planned implementation of ‘Duty of Candour’ processes.  The letter confirms in Annex A that hospices are included in the list of organisations covered by the Act.

The letter is included below for information.









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



This duty requires organisations to follow a procedure which will include notifying the person 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. 



Organisations will also be required to publish an annual report on when the duty has been applied. This will include the number of incidents, how the organisation has complied with the duty and what learning and improvements have been put in place. 



Hospice Implementation Requirements 



Formal guidance is awaited to support implementation and will address how the duty should be integrated with existing processes for responses to complaints, adverse event and incident reporting — emphasising the requirements for support, training and identification of learning and improvement actions.

Organisations are required to nominate a ‘responsible person’ for duty of candour. It is anticipated that I will hold that role as registered manager with Healthcare Improvement Scotland but this will be confirmed once final guidance has been received.



In readiness for the implementation myself and Clinical Governance manager attended an event run by Healthcare Improvement Scotland and NES in March 2017.  Attendance at this event provided us with assurance that current hospice processes are very much in line with requirements, and that changes required are simply related to documentation and reporting.  We have a very open reporting culture in place, and routinely share information about all incidents with those who were or were potentially harmed.

Throughout 2016 and 2017 I led sessions for all hospice staff as part of mandatory training focussing on ‘being open’, ‘duty of candour’ and the ‘power of apologising’ when something goes wrong.  Apologies are integral to successful implementation of duty of candour and these sessions have supported staff to see this as part of their role and to dispel myths which often surround making apologies.

Annex B of the February’s letter from HIS listed 7 points for organisations to consider in readiness for implementation.  We have reviewed these points and respond as follows:

1. How will your organisation identify the incidents that trigger the Duty of Candour procedure, as outlined in section 21? Have you satisfied yourself that you understand your responsibilities and have systems in place to respond effectively? 

All incidents, accidents and near misses are currently reported via the hospice internal risk management processes.  There is a good reporting culture and all forms are reviewed by a senior manager.  All incidents which currently result in harm to a patient are already reported to Healthcare Improvement Scotland via their eForms system.  

Whilst the guidance remains outstanding, I have been informed informally by our senior inspector, that the eforms system will continue to be the mode of reporting and therefore the change to our processes is minimal. It is not currently clear if we need to submit a specific annual report as this may be collated via eForms however for internal assurance an annual report will be submitted and monitored via the Clinical Governance Group.

Once formal guidance has been received, we will update our incident reporting form and relevant policies to include the revised process and to specify responsibilities. 

We have not identified any concerns in relation to identifying these incidents.  

2. Who do you need to engage with to satisfy yourselves you can meet the responsibilities of the Duty and deliver the requirements outlined in the Act? 

We are continuing to engage with our senior inspector at HIS.  

Once formal process is confirmed we will hold training sessions with senior managers to ensure awareness of their roles and responsibilities.  We will also carry out awareness raising sessions for all staff.

3. What systems do you have in place to support staff to provide an apology in a person-centred way and how do you support staff to enable them to do this? 

Throughout 2017 all Hospice staff have received training in providing apologies and the importance of openness.  Hospice policies will be updated once processes confirmed to clarify roles and responsibilities.

4. Do your current systems and processes provide you with the information required to report on the Duty of Candour? How will you align this annual report with other reports you are required to provide such as feedback and complaints, significant events reviews, case reviews etc.? 

We believe our current systems provide us with necessary information.  As we already report these types of incidents via eForms this is not a change in day to day practice or culture.    

We will also include information on any arising incidents in our quarterly reports to our Clinical governance group, management committee, board of governors and to NHS Lothian.  

5. What training and education do you have at present that will support the implementation of the Duty? This could be training that considers issues such as how to give an apology, being open, meetings with families, dealing with difficult situations. You should also consider national training that is available freely to your staff such as e-learning opportunities. 

Hospice teams have already received training in making apologies, and being open principles.  Family meetings and dealing with difficult conversations is integral to clinical team roles in the hospice.  

We will review available eLearning modules and assess whether beneficial to add to our mandatory training programme for 2018. 

6. What support do you have available for people involved in invoking the procedure (staff) and those affected (staff and service users)? 

We have a range of staff support in place.  Policies and procedures support practice and accessible line management means issues can be quickly identified and addressed.  Relevant policies will be updated in readiness for April 2018 and managers will receive information and training.  

Patient support is available from a multidisciplinary team including counselling and family support services. 

7. How do you currently share lessons learned and best practice around incidents of harm? Could this be improved in any way? 



We currently share though reports to clinical governance group, management committee, board of governors and NHS Lothian.  A quarterly report is also shared with all staff and volunteers.  We also share through reporting via eForms and where appropriate, through Accountable officer networks.  



Conclusion

We have not identified any concerns in relation to implementation of duty of candour.  We have been preparing for this for some time and anticipate that the changes required to processes are minimal.  Some policy updates and staff training / awareness sessions will take place at time of launch however we believe that duty of candour principles are already firmly embedded in the hospices culture. 





image1.emf

Duty of Candour  Letter.pdf




Duty of Candour Letter.pdf

Scottish Government
Riaghaltas na h-Alba
gov.scot

>

'Q
Healthcare \JD

Improvement care
Scotland inspectorate

)
~

Duty of Candour implementation

As you will be aware, 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. This duty will apply to
almost ten thousand organisations. Annex A gives a full list of the services to whom
the duty applies. The implementation date for the duty of candour to come into effect
is 1 April 2018.

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. This duty requires organisations to follow a duty
of candour procedure which will include notifying the person 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). The details of this procedure will be set out in
Regulations which will be published prior to 1% April 2018. 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, how the organisation has complied with the
duty and what learning and improvements have been put in place.

An implementation structure has been set up to oversee this work, with
representatives from a broad range of health and social care organisations. To assist
you to meet these new requirements the Scottish Government, Healthcare
Improvement Scotland (HIS), the Care Inspectorate (Cl), Scottish Social Services
Council (SSSC) and NHS Education for Scotland (NES) are working in partnership
with a wide range of stakeholders to design and develop education and training
resources and monitoring requirements to support organisations meet the new
statutory duty of candour.

Annex B gives some questions and answers which you may wish to consider when
planning local implementation of the duty. If you have any further questions, please
do not hesitate to email dutyofcandour@gov.scot

A dedicated webpage with Frequently Asked Questions has been established.
Regulations and guidance, examples of duty of candour templates and local policies
will be added during 2017.





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


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


mailto:dutyofcandour@gov.scot


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





As Care Inspectorate and Healthcare Improvement Scotland already have existing
eForms systems for regulated health and social care services, the intention is to
align existing processes and systems as far as possible to minimise paperwork
whilst still ensuring that the organisational duty is being applied through a culture of
openness and learning.

Further information and updates will be issued as this work progresses.

Yours sincerely,

Claire Sweeney,
Interim Director of Quality Assurance
Healthcare Improvement Scotland

Rami Okasha
Executive Director of Strategy and Improvement
Care Inspectorate

Professor Craig White
Divisional Clinical Lead, Planning & Quality Division
The Scottish Government







ANNEX A

Duty of Candour: organisations covered by the Act

e NHS Boards

e Scottish Ambulance Service

e State Hospital

e Golden Jubilee

e GP services

e Dentistry

e Glasgow Dental Hospital

e Pharmacy

e Optometry

¢ Independent hospitals and hospices
e Private psychiatric hospitals

¢ Independent clinics

e Independent medical agencies

e Independent ambulance services
e Support services

e Care home services

e School care accommodation service
e Nurse agencies

e Child care agencies

e Secure accommodation services
e Offender accommodation services
e Adoption services

e Fostering services

e Adult placement services

e Day care of children

e Housing support services

e Social work services offered by or on behalf of local authorities







ANNEX B

Points to consider

1. How will your organisation identify the incidents that trigger the Duty of
Candour procedure, as outlined in section 21? Have you satisfied yourself
that you understand your responsibilities and have systems in place to
respond effectively?

2. Who do you need to engage with to satisfy yourselves you can meet the
responsibilities of the Duty and deliver the requirements outlined in the Act?

3. What systems do you have in place to support staff to provide an apology in a
person-centred way and how do you support staff to enable them to do this?

4. Do your current systems and processes provide you with the information
required to report on the Duty of Candour? How will you align this annual
report with other reports you are required to provide such as feedback and
complaints, significant events reviews, case reviews etc.?

5. What training and education do you have at present that will support the
implementation of the Duty? This could be training that considers issues such
as how to give an apology, being open, meetings with families, dealing with
difficult situations. You should also consider national training that is available
freely to your staff such as e-learning opportunities.

6. What support do you have available for people involved in invoking the
procedure (staff) and those affected (staff and service users)?

7. How do you currently share lessons learned and best practice around
incidents of harm? Could this be improved in any way?

Useful links

The links below include an example of a local duty of candour policy in England.
Although the legislation differs (there is no requirement for an annual report, a written
apology must be given, definitions of harm are based on national patient safety
agency), the policy intention is the same: to be open and honest with service users,
regulators and the general public.

Executive summary of the Mid-Staffordshire Inquiry:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/27912

4/0947.pdf

Case of Robbie Powell, whose father campaigned for a duty of candour
https://www.theguardian.com/society/2006/jan/04/health.healthandwellbeing

Sample policy from The Children’sTrust:
https://www.thechildrenstrust.org.uk/media/images/IncidentReportinglnvestigationinc
ludingDutyofCandourPolicy 1183.pdf





https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279124/0947.pdf


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279124/0947.pdf


https://www.theguardian.com/society/2006/jan/04/health.healthandwellbeing


https://www.thechildrenstrust.org.uk/media/images/IncidentReportingInvestigationIncludingDutyofCandourPolicy_1183.pdf


https://www.thechildrenstrust.org.uk/media/images/IncidentReportingInvestigationIncludingDutyofCandourPolicy_1183.pdf
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Duty of Candour

Dot Partington  17/09/18

Duty of Candour legislation was implemented across Scotland on 1st April 2018. 

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



A paper was shared with the board in December 2017 providing an action plan for implementation in the hospice.  This paper provides a summary of progress made to date

1. How will your organisation identify the incidents that trigger the Duty of Candour procedure, as outlined in section 21? 

Have you satisfied yourself that you understand your responsibilities and have systems in place to respond effectively? 

We have nominated myself as ‘responsible person for duty of Candour

All incidents, accidents and near misses are currently reported via the hospice internal risk management processes.  All clinical incidents involving patient harm are immediately escalated to a director, at which point duty of candour process would be initiated.

All incidents which currently result in harm to a patient are already reported to Healthcare Improvement Scotland via their eForms system.  

A quarterly Clinical governance report is written and shared with management committee, board of Governors and NHS Lothian, this includes details of any Duty of candour incidents. 

Our policies have been reviewed to include information regarding Duty of Candour responsibilities. 



2. Who do you need to engage with to satisfy yourselves you can meet the responsibilities of the Duty and deliver the requirements outlined in the Act? 

Clinical team managers have now completed online training in relation to recognising Duty of Candour Incidents

We have helpful working relationships with HIS inspectors for support if any incidents arise resulting on patient harm



3. What systems do you have in place to support staff to provide an apology in a person-centred way and how do you support staff to enable them to do this? 

Throughout 2016 and 2017 I led sessions for all hospice staff as part of mandatory training focussing on ‘being open’, ‘duty of candour’ and the ‘power of apologising’ when something goes wrong.  Apologies are integral to successful implementation of duty of candour and these sessions have supported staff to see this as part of their role and to dispel myths which often surround making apologies.

4. Do your current systems and processes provide you with the information required to report on the Duty of Candour? How will you align this annual report with other reports you are required to provide such as feedback and complaints, significant events reviews, case reviews etc.? 

Our current systems provide us with necessary information.  As we already report these types of incidents via eForms this is not a change in day to day practice or culture.    

We will also include information on any arising incidents in our quarterly reports to our Clinical governance group, management committee, board of governors and to NHS Lothian.  



5. What training and education do you have at present that will support the implementation of the Duty? This could be training that considers issues such as how to give an apology, being open, meetings with families, dealing with difficult situations. You should also consider national training that is available freely to your staff such as e-learning opportunities. 

As mentioned above, hospice teams have already received training in making apologies, and being open principles.  Family meetings and dealing with difficult conversations is integral to clinical team roles in the hospice.  

Clinical managers have completed online training module.



6. What support do you have available for people involved in invoking the procedure (staff) and those affected (staff and service users)? 

We have a range of staff support in place.  Policies and procedures support practice and accessible line management means issues can be quickly identified and addressed. 

Patient support is available from a multidisciplinary team including counselling and family support services. 



7. How do you currently share lessons learned and best practice around incidents of harm? Could this be improved in any way? 



We currently share though reports to clinical governance group, management committee, board of governors and NHS Lothian.  A quarterly report is also shared with all staff and volunteers.  We also share through reporting via eForms and where appropriate, through Accountable officer networks.  

Conclusion

We have not identified any concerns in relation to implementation of duty of candour.  Duty of candour principles are already firmly embedded in the hospices culture. 






