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Executive Summary 
 
The effects on patients, relatives, carers and staff, when things go wrong, can be devastating. 
‘Being Open’ outlines the principles that healthcare staff should use when communicating with 
patients, their families and carers following an incident, complaint or claim where a patient was 
harmed or involved in an incident, complaint or claim. It supports a culture of openness, 
honesty and transparency1. 
 
This policy addresses Southampton University Hospitals NHS Trust’s response to the ethical 
responsibility and duty of candour when a patient safety incident occurs, using the 10 
principles underpinning ‘Being Open’ as supported by the National Patient Safety Agency 
(NPSA). These are: 
 

• Acknowledgement 

• Truthfulness, timeliness and clarity of communication 

• Apology 

• Recognising patient and carer expectation 

• Professional support 

• Patient Safety, Risk Management and systems improvement 

• Multidisciplinary responsibility 

• Clinical governance 

• Confidentiality  

• Continuity of care 
  

2 

                                                
1
 NPSA/2009/PSA003 19

th
 Nov 2009 Being Open 

2
 NPSA (2009) Saying sorry when things go wrong. Being Open- communicating patient safety 

incidents with patient their families and staff.  NPSA/NRLS pg 2 
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1 Introduction 
 

1.1  

The effects of harming a patient can have devastating emotional and physical consequences 
for patients, their families and carers. It can also be distressing for the professionals involved. 
‘Being open’ about what happened, discussing the incident/complaint/claim fully, openly and 
compassionately can help all involved cope better with the consequences of harm whether 
potential or actual and in managing through the situation and also in coping in the longer tem. 
In addition, Being Open when things go wrong promotes a learning culture of an organisation 
that is willing to learn from its mistakes.  
 
‘Being Open’ supports a culture of openness, honesty and transparency and includes 
apologising and explaining what happened3. Openness and honesty at the point of an incident 
occurring can help prevent such events becoming complaints or litigation claims4. ‘Being 
Open’ is endorsed by (among others) the Department of Health, the Medical Defence Union, 
the NHS Litigation Authority, the NHS Confederation and a number of the Royal Colleges. 

  
 

1.2 Scope 

  
The Trust is committed to Being Open; about communicating with patients, their relatives and 
carers about any failure in care or treatment, whether they be the results via a 

• Patient Safety Incident 

• Complaint 

• Claim 

• And additionally, any act of omission or neglect 
 
This policy deals with the information and methods of sharing that information with patients, 
relatives and their carers, staff and other healthcare organisations. The extent to which it is 
enacted will be determined on the grading of the severity of the incident, complaint or claim. 
Further information on the grading of harm is contained in the table in section 9.2. 

 

1.3 Purpose  

 
The purpose of this policy is to provide a best practice framework, based on the guidance of 
the National Patient Safety Agency (NPSA), to create environment where patients, their 
representatives and staff feel supported, and have the confidence to act appropriately and for 
ensuring that all communications with relevant people is open, honest and occurs as soon as 
possible after an incident, complaint or claim. 
 

1.4 Definitions 

 
Patient Safety Incident- is any unintended or unexpected incident which could have or did 
lead to harm for one or more patients.  

                                                
3
 NPSA/2009/PSA003 19

th
 Nov 2009 Being Open 

4
 NPSA (2009) Saying sorry when things go wrong. Being Open- communicating patient safety 

incidents with patient their families and staff.  NPSA/NRLS pg 2 
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‘No Harm’ – The incident had potential to cause harm, but harm was prevented, and no harm 
was caused to the patient OR the incident was not prevented, but no harm came to the 
patient. 
 
‘Low harm’ – Any patient safety incident that occurred but no harm was caused to the patient. 
 
‘Moderate harm’ – Any patient safety incident that required extra observation or minor 
treatment and caused minimal harm to one or more patients. 

 
‘Severe harm’ – Any patient safety incident that appears to have resulted in permanent harm 
– related directly to the incident and not to the natural course of the patient’s illness or 
underlying condition. 
 
‘Death’ – the incident must be related to the incident rather than the underlying condition or 
illness. 
 
Being Open – The process by which the patient, their family, their carers are informed about 
a patient safety incident/complaint/claim involving them. 
 
Near Miss – / Potential Incident is defined as any incident/ occurrence which, but for luck or 
skilful management would in all probability resulted in an adverse outcome prevented patient 
safety incident 
 
Never Event – Are serious, largely preventable patient safety incidents that should not occur if 
the available preventative measures have been implemented by the Healthcare provider. 
 
NRLS – National Reporting and Learning System- the electronic system by which all NHS 
Trusts inform the NPSA of patient safety incidents. 
 
NPSA- (National Patient Safety Agency) An arms length body of the Department of Health 
(DH) 
 
SIRI – Serious Incident Requiring Investigation is any incident occurring in relation in care that 
is reportable to the Strategic Health Authority. Further explication can be found within the 
Incident Reporting and Management Policy. 

2 Related Trust Policies 
 
Incident Reporting and Management Policy (link to) Incident Reporting and Management 
Policy 
Claims and Litigation policy (link to) Claims and Litigation policy 
Concerns and Complaints policy and Procedure (link to) Concerns and Complaints Policy 
Records Management Policy (link to) Records Management Policy 
Whistle Blowing Policy (link to) Whistleblowing Policy 
Supporting Staff Involved in an Incident, Complaint or Claim Policy  
Disciplinary Policy (link to) Disciplinary Policy 
Concerns Relating to the Conduct or Performance of Doctors and Dentists Policy Link to 
policy 
Performance Management Policy  
Additionally, guidance for staff about statement writing and the support available can be 
accessed via Staffnet (link to) Guidance on writing a statement 
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3 Roles and Responsibilities  
 

Chief Executive - The Chief Executive has overall accountability for safety. 

 
Executive Leads for Safety – The Director of Nursing and Medical Director have 
designated responsibility for Patient Safety.  

 

Non Executive Director - there is a nominated non executive director to support ‘Being 
Open’. 

 

 Associate Medical Director – has responisbility for the medical aspects of patient safety. 
 
Deputy Director of Nursing and Head of Patient Safety - has responsibility for overseeing 
the strategic and operational aspects of safety across the organisation. 

 

Patient Safety team- has responsibility for supporting the Deputy Director of Nursing and 
Head of Patient Safety with the implementation of the strategic and operational aspects of 
safety. 

 

PALs have a responsibility for supporting patients, their relatives and carers in signposting 
the appropriate staff for the patient to link with in ‘Being Open’. 
 
Complaints manager have responsibility for the management of the complaints process, 
ensuring that complainants are listened to and to ensure that action is taken as a result and 
that it is done within the context of ‘Being Open’ 
 
Litigation and Insurance services Dept – are responsible for the management of the 
handling of all clinical and non clinical personal injury claims made against the trust, in 
accordance with both Statutory and mandatory requirements.  

 
Divisional/ Care group responsibility and accountability  

The Multi-disciplinary team, including the senior clinician involved in the care of the patient 
should meet as soon as possible after the event to: 

• Establish the facts of the case 

• Assess the incident to determine both the level of harm and the immediate response 
required 

• Identify who will be responsible for the discussion between the patient, and/ or their 
carers 

• Consider whether support from PALS, Patient Advocate, independent Healthcare 
Professional or facilitator are warranted. 

• Where SIRIs / Never Events are thought to have occured, to escalate to the Deputy 
Director of Nursing and Associate Medical Director who will convene a initial scoping 
meeting. 

 
 
All Trust staff - All staff, including temporary, agency or volunteer staff, have a responsibility  
for identifying actual or potential hazards, safety incidents and risks and  
reporting/escalating issues in accordance with this Incident Reporting and Management  
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Policy, Risk Management Policy/Procedures and the Complaints and Claims policy. 
 
 
‘Being Open’ begins with the detection of a patient safety incident as a result of an incident, 
complaint or claim. It is the responsibility of the member of staff discovering the incident 
(whether they identify it themselves, or it is brought to their attention by the patient, their family 
or carers) to take steps, as a priority, to ensure that the patient has prompt and appropriate 
care to prevent further harm, whether they can effect this themselves, or seek further 
assistance. An Incident Form should be completed in line with the requirements of the Incident 
Reporting and Management Policy. As soon as a situation resulting in harm occurs then the 
member of staff involved should think about the best person to relay the information to the 
patient and their relatives/ carers. 
 
The responsibility for communicating with the patient about the incident, claim or complaint 
should be lead by the most senior person responsible for the patient’s care i.e. their 
Consultant, ward manager or Matron.  
 
In the case of a Serious incident requiring investigation (SIRI), at the initial scoping meeting, a 
member of staff should be indentified to speak to the patient, their relatives or carers and also 
support them through the investigation process. 
 
Only in very specific circumstances should this be delegated to a junior clinician.  
Junior staff or those in training should not lead the being open process except when all of the 
following criteria have been considered: 

• The incident resulted in low harm; 

• They have expressed a wish to be involved into he discussion with the patient, their 
family and carers 

• The senior healthcare professional responsible for the care is present for support 

• The patient, their family and carers agree 
 
It is essential that all communication with the patient, their family or carers be fully and 
explicitly documented at the time the discussion is being held. 

4 10 Principles of ‘Being Open’ 
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This process underpins ‘Being Open’. The purpose is to encourage open communication 
between staff, patients, carers and other healthcare organisations and is described in more 
detail below. 
 
 
Process for acknowledging, apologising and explaining when things go wrong  
 
Acknowledgement  
All patient safety incidents/ complaints/claims should be acknowledged and reported as soon 
as they are identified. Where the concerns are raised by the patient, their family or carers, the 
concern should be taken seriously from the outset and treated with compassion and 
understanding by all healthcare professionals. 
 
Truthfulness, timeliness and clarity of communication 
Information about the incident / complaint /claim must be relayed in an honest and open 
manner, by the appropriate person, as soon as is practicable. It should be based only on the 
facts known at the time, and provide the patient with a step-by-step explanation of what 
happened. Information should be unambiguous and free from jargon. Care should be taken 
that patients do not receive conflicting information from different members of the team. 

 
Apology 
A sincere, meaningful apology for the patient safety incident / complaint /claim should be 
offered as early as possible. 
 
Verbal apologies allow face-to-face contact between the patient and the healthcare team and 
should be given as soon as staff are aware that an incident has happened. This must always 
be followed up by a written apology. 
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It is important not to delay the apology for any reason, including the setting up of a more 
formal ‘Being Open’ meeting. 
 
Requirements for truthfulness, timeliness and clarity of communication -  
Recognising patient and carer expectations 
Patients and their carers can reasonably expect to be informed of if the issues surrounding the 
patient safety incident/ complaint/claim, and it’s consequences in a face-to-face meeting. They 
should be treated sympathetically, with respect and consideration. They should be provided 
with support as is necessary, for example, an independent advocate or interpreter. Information 
on how to access the PALS service and other relevant bodies should be offered. 
 
PALS can be contacted on internal extension 8498 
Interpretation services can be contacted via extension 4688 
 
Provision of additional support 
Professional support 
It can be very traumatic for healthcare staff to be involved in a patient safety incident/ 
complaint/claim. SUHT is committed to ensuring that staff feel supported through the incident/ 
complaint or claim investigation process. Staff are also encouraged to seek support from their 
relevant professional body. (See the Trust Supporting Staff Involved in an Incident, Complaint 
or Claim Policy) 
 
Additional, confidential support is available to staff from 
Occupational Health via internal ext. 4156 
Chaplaincy via internal ext. 6517 
Staff are also encouraged, if appropriate to seek advice from their Trade Union 
Representative, and also to feel free to pass any statement via their Trade Union 
Representative. This however, should not unduly delay the submission of the statement. 
 
–Staff will not be unfairly exposed to punitive disciplinary action, increased medico-legal risk or 
threat to their registration Where there is evidence to believe that a punitive or criminal act (the 
NRLS’s incident decision tree should be used to ensure a robust and consistent approach. 
Incidents relating to employee performance or conduct should be referred to the appropriate 
Divisional HR Business Partner and managed in accordance with the Trust Disciplinary Policy 
or the Performance Management Policy. 
 
Risk Management and systems improvement 
SUHT supports the Root Cause Analysis approach to looking at the causes of patient safety 
incidents. The focus is on improving systems of care. Further details are available in the 
‘Incident Reporting and management policy’. 
 
 
Multidisciplinary responsibility 
SUHT acknowledges that patient care is delivered through multidisciplinary teams and the 
investigation into a patient safety incident/ complaint or claim is focused on systems and 
processes, rather than individuals. For this reason, senior Clinicians and managers must 
participate in the investigation process. 
 
Confidentiality 
Details surrounding a patient safety incident/ complaint/ claim are confidential. Full 
consideration should be given to maintaining the confidentiality of the patient, carers and staff 
involved. 
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It is good practice to inform the patient, their family and carers about who will be involved in 
the investigation, and give them opportunity to raise any objections. Communication outside 
the clinical team should be strictly on a ‘need to know’ basis. Equally the relatives may need 
specific questions answered by the investigation process and should be given the opportunity 
to raise these. 
 
Continuity of care 
Patients have the right to expect that their care will continue, and that they will receive all their 
usual treatment with the care, respect and dignity that they are entitled to. If the patient has a 
preference for their care to be delivered by another team, the appropriate arrangements 
should be made.  
 
Requirements for documenting all communication 
All discussions and communication with the patient, their family or carers should be carefully 
detailed in the patient medical case notes. Additionally, in reviewing the care for that patient, 
the interaction with the patient, their family or carers should be detailed within the Investigation 
report. 

5 Implementation 

5.1 Communication Plan 

 
A news item will be posted on the SUHTranet to raise awareness of the revised policy 
A news item will be included in the weekly ‘Staff briefings’ 
An article to be placed in the Trust Newsletter, ‘Safety Matters’ 
This document will appear in the ‘New and Updated’ area of the Intranet 
This document will be both consulted and communicated via the Divisional Governance Co-
ordinators via the Operational Safety Group 
Via the Divisional Clinical Directors forum 
Externally to the Links group 
 

5.2 Education Plan 

 
‘Being Open’ forms part of the syllabus for all Trust RCA courses 
‘Being Open is included in the local induction course for all risk leads 
‘Being Open’ is a mandatory component of the junior Doctors education programme 
A number of NPSA web education programs (Webnars) are available via the Staffnet and staff 
will be encouraged to participate. 
A training awareness programme to be co-ordinated by the Patient Safety Team 
 

6 Process for Monitoring Compliance/Effectiveness 
(cont) 
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Element of Policy  
to be monitored 
(use relevant 
NHSLA criterion 
where appropriate) 

Lead  Tool/Method 
(e.g. audit, 
review of 
minutes, 
records, training 
etc) 

Frequency Who will  
undertake 

Where 
results will 
be 
reported 
(e.g. which 
group/commi
ttee) 

Process for 
encouraging 
open 
communication  

DMTs Bi- Annual  Divisional 
Governance 
Managers, 
Patient 
Safety and 
Complaints 
team 

PSSG 
PESG 

Process for 
acknowledging 
and apologising 
when things go 
wrong 

DMTs Bi- Annual Divisional 
Governance 
Managers, 
Patient 
Safety and 
Complaints 
team 

PSSG 
PESG 

Requirements for 
truthfulness, 
timeliness and 
clarity of 
communication 

DMTs Bi- Annual Divisional 
Governance 
Managers, 
Patient 
Safety and 
Complaints 
team 

PSSG 
PESG 

Provision of 
additional 
support as 
required 

DMTs Bi- Annual Divisional 
Governance 
Managers, 
Patient 
Safety and 
Complaints 
team 

PSSG 
PESG 

Requirements for 
documenting all 
communication  

DMTs 

Audit of an 
agreed 
random 
sample of 
investigation 
reports/ 
complaints/ 
claims 
responses to 
ensure ‘Being 
Open has 
been adhered 
to. 

Bi- Annual Divisional 
Governance 
Managers, 
Patient 
Safety and 
Complaints 
team 

PSSG 
PESG 

 

7 Arrangements for review of the policy 
 
This document will be reviewed after 3 years, or sooner, should new evidence, legislation, 
guidance or best practice be issued. 

8 References 
 
NPSA/2009/PSA003 19th Nov 2009 Being Open 
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9 Appendices 
 

9.1 EIA 

 
Appendix A: EQUALITY IMPACT ASSESSMENT TOOL - To be completed for all new/revised policy, procedural 
and guideline documents.  
 
Equality Impact Assessments (EQIAs) are a way of examining new policy* documents to see whether they have the 
potential to affect any one group of people more or less favourably than another. Their purpose is to address actual or 
potential inequalities resulting from policy development. The duty to undertake EQIAs is a requirement of race, gender 
and disability legislation. 
The word ‘policy’ is taken to mean all procedural documents i.e.: Policy, Procedure, and Guideline. (this does not include 
Patient Information) 

Document Title 
 
 

Being Open 
Version 
4.0 

Is this a new or revised 
document? 

Revised 

Area to which document relates 
Specify whether Trust wide or, Care 
Group. Name Care Group 

Patient Safety, Complaints, claims 

Name of person completing 
Assessment 
 

Maggie Marsh 

 
STAGE 1 – INITIAL SCREENING 
This stage establishes if the proposed change will have an impact from an equality perspective on any particular 
group(s) of people.  See guidance notes on completion. 

Does the document affect 
one group more or less 
favourably than another on 
the basis of any of the 
strands of diversity? 

Positive 
Impact 

Y/N/Neutral 

Negative 
Impact 

Y/N/Neutral 

Comments - Give details of concerns and 
evidence in the boxes below 

Impact 
Level 

N/L/M/H 

Age 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Disability 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Gender 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Sexual Orientation 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Race & Ethnicity 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 
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Does the document affect 
one group more or less 
favourably than another on 
the basis of any of the 
strands of diversity? 

Positive 
Impact 

Y/N/Neutral 

Negative 
Impact 

Y/N/Neutral 

Comments - Give details of concerns and 
evidence in the boxes below 

Impact 
Level 

N/L/M/H 

Religion or Belief 
No No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Culture 
No  No Applies equally to all patients involved in a 

patient safety incident, complaint or claim 
No 

Other e.g. Mental Health, 
Geographic factors, 
Economic factors... 

No No 
Applies equally to all patients involved in a 
patient safety incident, complaint or claim 

No 

 
 
 
 
Level of impact: 
Taking into account the impact level for each group, circle one of the words in the boxes below to identify 
the overall impact level: 
 

NONE 
 
Significance 
Is the positive / adverse impact significant enough to warrant a more detailed assessment (Stage 2) A full assessment 
will usually be required if the level of impact is above ‘LOW’ as identified above. 

 
NO (delete as applicable) 

 
  If no give brief details of any action taken/information gathered to justify this decision: 
 
Applies equally to any patient safety incident, complaint or claim, irrespective of any minority group. It is neither age, 
gender specific. 
 
 
Or give brief details of how the change will be monitored to assess the impact over a specified period of time: 
 
 

 
 

 
IF NO POTENTIAL DISCRIMINATION HAS BEEN IDENTIFIED or THE IMPACT IS NOT SIGNIFICANT ENOUGH TO 

WARRANT A FULL IMPACT ASSESSMENT, PLEASE SIGN AND DATE BELOW. 
 
(NOTE: A full impact assessment should be undertaken if initial screening demonstrates that there could be 
significant detrimental impact.) 
 
 
I have assessed this document and found: 

• no potential impact on any group  

• the impact is not significant enough to warrant a full impact assessment 
             (delete as applicable) 
 
 
SIGNATURE:                                                           DATE: 
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PRINT NAME:                                                         POST HELD: 
 
 

 
THE COMPLETED EQIA MUST BE RETURNED TO THE TRUST POLICY ADMINISTRATOR ALONG WITH THE FINAL 

VALIDATED DOCUMENT 
 

IF YOU HAVE IDENTIFIED ANY POTENTIAL IMPACT THAT REQUIRES FURTHER ASSESSMENT PLEASE CONTINUE TO 
COMPLETE STAGE 2 OF THE ASSESSMENT 
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9.2 Grading of Patient Harm and required Response 
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9.3 Incident Decision Tree 

 

 
 
 
http://www.nrls.npsa.nhs.uk/resources 


