
Duty of candour 
and the review process 

Our commitment to you when something goes 
wrong... saying sorry 

A guide for patients, families and carers 



About this leaflet 
This leaflet provides information on the duty of candour and what patients, 
their families and carers can expect from us.  
 
Why do things go wrong? 
Keeping patients safe is our most important responsibility and here at Royal 
Cornwall Hospitals NHS Trust we will do everything we can to ensure that we 
cause no harm. Sadly though, despite our best efforts occasionally there are 
times when things do go wrong and harm is caused. When this happens we 
want you to feel confident that we will be open and honest with you and 
wherever possible, take action to put things right. 
 
What is duty of candour? 
Duty of candour is all about being open and honest with patients and their 
relatives. It is a legal requirement that sets out what we must do following an 
incident where moderate or more serious harm has occurred. This means we will: 

apologise and tell you in person what has happened,  •

work closely with you to investigate why it happened; and •

meet with you to discuss what we found. •
 
What can I expect following the incident? 

As soon as possible following an incident, a senior member of staff will •
speak to you in person, apologise, explain what has happened and discuss 
your condition and ongoing plan of care. 

If you are not able to receive the information, for example if you are too ill •
or recovering from an anaesthetic, staff will inform your next of kin, or the 
person named by you in your healthcare record. 

If, sadly a member of your family has died, this conversation will take place •
at the most appropriate time with the patient’s next of kin. 

The conversation will be followed up in writing. •

You can include family members or carers in these discussions. •

You will be treated with dignity and respect at all times and receive an •
apology. 
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You will be offered support from the Trust. •

You will be informed that a review will take place and how you can be •
involved. 

As part of the review, we will ask you how you would prefer the findings to •
be shared with you. 

We will make sure we communicate with you in the way that you prefer. •

You will be given a named contact to speak to about any concerns or queries •
you may have.  

You can expect confidentiality at all times. •
 

How should I prepare for the conversation with staff following 
the incident? 
When staff meet with you to explain what has happened you may find it 
helpful to: 

write down any questions or concerns you may have about what has •
happened 

bring somebody along to support you who you don’t mind hearing personal •
information. We can arrange an independent advocate for you if you would 
like this 

think of things that may assist you going forward, so that we can help. •
 
How does the review process work? 
You will hear from the person who will review the incident. They will invite you 
to discuss how you would like to be involved, so that your views and concerns 
are fully addressed. 
 
The review looks at the details of the incident not just to establish what 
happened, and when, but to examine the reasons why. This will help us 
pinpoint the cause of the incident and what might have prevented it so that we 
can correct problems and learn from your experience. 
 
A lot of information has to be obtained and the Trust has a set time period to 
complete the review and produce a report with findings and recommendations.  
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Please be assured that we will be open and honest with you at all times, will 
regularly contact and update you and answer any concerns or queries you may 
have.  You can of course contact us at any time. 
 
What happens when the review is complete? 
We will invite you to discuss the findings and give you a copy of the final 
report. Because the report is a formal document, it can seem a little impersonal 
in how it is written. This is because it needs to be structured and factual in 
order to see exactly what happened.  
 
The individual patient and the impact of what happened to them is our key 
focus and again you are welcome to bring along somebody to support you at 
this meeting.  
 
What action will the Trust take? 
It is so important that we take action when we learn from incidents, both to put 
things right and make sure we keep our patients safe. When we review 
incidents we agree a set of actions that describe the steps we will take to 
improve. We use this information to ensure that we have made the necessary 
improvements. 
 
Can I complain? 
If you are not satisfied with your care or feel your concerns have not been 
addressed, you should raise this with the investigating officer or your 
consultant if this is easier for you. You also have the right to make a complaint. 
 
Please contact the Patient and Family Experience Team if you want to discuss 
making a complaint. 

Telephone: 01872 252793 
Email: rcht.patientexperience@nhs.net 
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Further sources of support 
Royal Cornwall Hospitals NHS Trust spriritual care 
The Chaplaincy is a confidential service available 24 hours a day, offering support 
in all aspects of spiritual and pastoral care to both members of all faiths or those 
of no particular religious belief. 

Telephone: 01872 252883 
Email: mark.richards9@nhs.net 
 
Healthwatch England – represents the views of patients and the public in 
health and social care. 

www.healthwatch.co.uk 
Telephone: 03000 683000 
 
Support, Empower, Advocate, Promote (SEAP) – an independent advocacy 
service. 

www.seap.org.uk 
Telephone: 03304 409000 
 
Carers UK – provides advice and support to carers and the people they care 
for. 

www.carersuk.org 
Telephone: 02073 784999 
 
Cruse Bereavement Care – a national charity providing support to those 
having experienced the death of a close friend or relative. 

www.cruse.org.uk 
Telephone: 08088 081677 
 
Action for Victims of Medical Accidents (AVMA)  
Provides free independent specialist advice and support to people when things 
go wrong in healthcare.  

www.avma.org.uk   
Helpline: 0845 123 2352 
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We believe that learning from mistakes leads to improvements in the 
safety of our patients and the quality of the care they receive. 
 
Your named contact is: 
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If you would like this leaflet in large print, braille, audio version  
or in another language, please contact the General Office on  
01872 252690
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