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Duty of Candour
                        Reporting and managing incidents and near misses
(This policy has replaced the patient safety policy)

In line with our Duty of Candour obligations, we promote a culture that encourages openness and honesty at all levels. We take patient safety seriously and aim to ensure that incidents affecting patient safety directly and indirectly are kept to a minimum. No matter how careful people are with the work that they undertake, mistakes can sometimes happen – the best people sometimes make the worst mistakes. All incidents, near misses and mistakes are reported as soon as possible so that action can be taken promptly.  Adverse outcomes reasonably associated with routine dental care are excluded from this policy. 
Routine good practice 
Before the start of any treatment, 
· The patient is given sufficient information to allow them to make decisions about their care
· The information provided will be clear and concise and in a way that the patient will understand
· The patient will be encouraged to ask questions and be given time to consider their treatment options, which may involve allowing them time to have discussions with family and friends
· The treatment options and proposed treatment is given to the patient in writing
· Any changes to the treatment are discussed and agreed with the patient before progressing with the treatment.
This approach will not, by itself, prevent something going wrong but it will ensure that the patient is kept fully informed about their treatment. 
When something goes wrong 
All members of the team will be open and honest with patients when something goes wrong with their treatment; and also, their care that has the potential to cause harm or distress.
We will: 
· Tell the patient (or, where appropriate, the patient’s family, carer or advocate) what has happened
· Apologise
· Offer an appropriate remedy or support to put matters right (if possible)
· Explain fully to the patient (or where appropriate, the patient’s family, carer or advocate) the immediate and longer-term effects of what has happened
· Make a written record of what happened, what you told the patient and any agreed remedy or action. 
All staff will be open and honest with colleagues and report the incident to Mr Harun Hussain and Mrs Vennessa Duggan. 
Serious incidents
A serious incident may involve patients, patients’ relatives or visitors, team members or contractors and suppliers. Where an accident, event or circumstance has resulted in 
· Unexpected or avoidable death
· Serious harm where the outcome needs life-saving intervention, major surgical or medical intervention, permanent harm or will shorten life expectancy or result in prolonged pain or psychological harm
· A Never Event – a serious incident that is preventable. For dentistry, this includes wrong-site surgery, such as extraction of a wrong tooth (apart from milk teeth) even if re-implanted
· Injuries reportable under RIDDOR 
· being incapacitated for more than seven days
· taken to hospital for treatment 
· fractures of larger bones
· loss or impairment of sight
· serious burns
· loss of consciousness
· incidents reported to, or investigated by, the police
· A disruption to the delivery of services from the practice 
· Allegations of abuse.
We will take immediate action at the scene of the incident to minimise injury and, where necessary, obtain treatment for individuals. Consider what action may be needed to prevent further injury and, if appropriate, call for help.  
The incident will be reported to Mr Harun Hussain and Mrs Vennessa Duggan and, for work-related injuries, record details in the practice accident book and include the date and time of the accident, the name of the person involved, the nature of the injury and the place and circumstances of the accident. 
Near misses
A near miss is an incident that did not lead to harm, loss or damage, but could have done. Near misses will also be reported to Mr Harun Hussain and Mrs Vennessa Duggan to help us identify less obvious hazards in the workplace and areas where a problem is developing.
Mr Harun Hussain and Mrs Vennessa Duggan will prepare a summary of the near miss along with analysis of how is happened and the way it was handled and, if necessary, develop an action plan. 
We discuss all near misses at practice meetings and develop action plans to prevent or limit the possibility of it happening again. Staff are encouraged to be critical about practice procedures and ask questions or challenge if anyone feels patient safety might be affected.
Investigating a serious incident
Mr Harun Hussain and Mrs Vennessa Duggan will investigate the incident to establish: 
· What went wrong and why
· What further action is needed 
· What changes can be made to prevent the incident happening again (or, at least, reduce the likelihood) 
· If any team or individual training is needed
· What lessons can be learnt. 
Mr Harun Hussain and Mrs Vennessa Duggan will: 
· Check that the appropriate action has been taken and assess if any further action is needed
· Notify relevant organisations – for example the National Reporting and Learning System (NRLS), the HSE, the police, the MHRA and the CQC
· Prepare a summary of the incident including how it happened, what immediate action was taken, and the date, time and location, respecting the confidentiality of the individual concerned. 
Those involved with the incident will be treated fairly and be supported. We adopt a no-blame approach to these types of incidents and will not take disciplinary action against any member of the practice team unless the incident occurred due to personal misconduct or recklessness. 
Staff will be expected to participate fully in the investigation and contribute to a team discussion to identify how we can improve practice systems and minimise the risk of similar incidents occurring in the future.
Where an incident has caused a patient harm or distress, Mr Harun Hussain and Mrs Vennessa Duggan will provide the patient with a full explanation of the incident and what action is being taken by the practice. Where appropriate, an apology will be given and followed up in writing, if necessary. All communications with the patient (verbal and written) will be recorded. 
Mr Harun Hussain and Mrs Vennessa Duggan will produce a report of the incident, which will include an analysis of the incident, the way it was handled and an action plan. 
Solutions or changes to current policies and protocols will be discussed fully and action agreed upon. If relevant, changes will be notified to the patient. The practice risk assessment will be updated in the light of the proposed solutions or changes. The effectiveness of the solutions and/or changes will be reviewed at agreed intervals and the findings reported at practice meetings.
Where enforcement agencies are involved, all team members will be expected to co-operate fully and openly with any investigation undertaken by those organisations. 

