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ASHFORD & ST. PETER’S HOSPITAL NHS FOUNDATION TRUST 

 

BEING OPEN POLICY 
 
 See also: Complaints Policy 
   PALS Policy 
   Handling of Clinical Negligence Claims 
   Dignity at Work Policy 
   Incident reporting Policy 
   Mental Capacity Policy 
AIM  
 
This policy has been designed to ensure that Ashford and St Peter’s Hospitals NHS Foundation Trust 
meets its obligation to encourage open communication between Healthcare Organisations, Healthcare 
Teams, staff and patients and/or their carers. This is in line with the transformations in the NHS in 
England and in Wales which have undergone significant changes that have altered the context, 
infrastructure and language of patient safety and quality improvement. This is demonstrated by the 
Department of Health publication High Quality Care For All, the NHS Constitution and the new 
complaints process in England; as well as the Welsh project ‘Putting Things Right’ and the 
reorganisation of NHS organisations in Wales. Whilst progress has been made on creating a culture of 
openness, more needs to be done. This has been highlighted in Safety First and by the 2009 Health 
Select Committee on Patient Safety.  The Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014 will come into force in November 2014 and this policy will be further reviewed to take 
account of amendments to this act. 
 
1. INTRODUCTION 
 
There is both an ethical responsibility and a duty of candour requiring health care professionals and 
managers to inform patients about actions which have resulted in harm1. It is also recognised that a 
culture of openness is a prerequisite to improving patient safety and the quality of health care systems. 
To support the achievement of a more open culture, the government has amended the Health and Social 
Care Act 2008 to provide a statutory Duty of Candour with guidelines for health care organisations in 
communicating with patients and/or their carers about patient safety incidents. In the past there has been 
inconsistency and uncertainty regarding how to communicate unintended harm caused to patients, 
sometimes resulting in patients or carers not being aware of what has happened.   The Trust is 
committed to the principle of openness and this policy details the meaning of openness in practice. 

In addition to presenting guidance for best practice in being open regarding incidents, the process 
described in this policy is also appropriate in the event of the investigation of PALS concerns, complaints 
and claims. 

 
2. GRADING INCIDENTS 

 
Patient Safety Incidents are defined as occasions when patients are harmed or could have been harmed 
as a result of their care. Staff should report all such incidents on an incident event report form. The 
incident should then be graded by the healthcare team involved - according to the Trust’s incident 
grading system.  

                                                 
1 This is supported by professional bodies such as the General Medical Council, Medical Protection Society, Nursing & 

Midwifery Council and Health Professions Council. 
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The decision to be open and the level of response are dependent on the grading of the patient 
safety incident. 

The summary table below will help you decide the level of response required depending on the grade of 
the incident: 

 
NPSA Guidance 
 

Examples Do I tell the patient? 

No harm (including 
prevented patient 
safety incident) 
 

Any patient safety incident that had the potential to cause 
harm but was prevented and so no harm was caused to 
the patient. 
 
Any patient safety incident that occurred but no harm was 
caused to the patient 

Patients are not usually contacted or involved 
in investigations and these types 
of incidents are outside the scope of the 
Being open policy. 
Individual healthcare organisations decide 
whether ‘no harm’ events (including 
prevented patient safety incidents) are 
discussed with patients, their families 
and carers, depending on local circumstances 
and what is in the best interest of the patient. 
 

Low harm Any patient safety incident that required extra observation 
or minor treatment (e.g. first aid, additional medication). 

Unless there are specific indications or the 
patient requests it, the communication, 
investigation and analysis, and the 
implementation of changes will occur at local 
service delivery level with the participation of 
those directly involved in the incident. 
Reporting to the risk management team will 
occur through standard incident 
reporting mechanisms and be analysed 
centrally to detect high frequency events. 
Review will occur through aggregated trend 
data and local investigation. Where the trend 
data indicates a pattern of related events, 
further investigation and analysis may be 
needed. 
Communication should take the form of an 
open discussion between the staff 
providing the patient’s care and the patient, 
their family and carers. 
Apply the principles of Being open 
 

Moderate harm, 
severe harm or 
death 
 

Any patient safety incident that resulted in a moderate 
increase in treatment (e.g. return to surgery, unplanned 
readmission, prolonged episode of care, transfer to 
another area such as ITU) and that caused significant but 
not permanent harm to the patient. 
Any patient safety incident that appears to have resulted 
in permanent harm to the patient (i.e. permanent harm 
directly related to the incident and not related to the 
natural course of the patient’s illness or underlying 
condition, e.g. permanent lessening of bodily functions, 
sensory, motor, physiological or intellectual, including 
removal of the wrong limb or organ, or brain damage.) 
 
Any patient safety incident that directly resulted in the 
death of the patient (the death must be related to the 
incident rather than the patient’s illness or underlying 
condition) 

A higher level of response is required in these 
circumstances. The Chief Nurse/Medical 
Director and Risk Manager should be notified 
immediately and be available to provide 
support and advice during the Being open 
process if required. 
Apply the Being open process 
 

 
 
3. TIMING 

 
The initial Being Open discussion with a relevant person (usually patient and/or their carers) should 
occur as soon as possible after recognition of the patient safety incident. A relevant person means the 
service user or, in the following circumstances, a person lawfully acting on their behalf – (a) on the death 
of the service user, (b) where the service user is under 16 and not competent to make a decision in 
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relation to their care or treatment or (c) where the service user is 16 or over and lacks capacity.  Factors 
to consider when timing this discussion include: 

� clinical condition of the patient; 
� availability of key staff involved in the incident and in the Being Open process; 
� availability of support staff, for example a translator or independent advocate, if required; 
� patient preference (in terms of when and where the meeting takes place and which healthcare 

professional leads the discussion); 
� privacy and comfort of the patient;  
� arranging the meeting in a sensitive location.  

 
 
4. CHOOSING THE INDIVIDUAL TO COMMUNICATE WITH PATIENTS AND/OR THEIR 
 CARERS  

 
This should be the most senior person responsible for the patient’s care and/or the investigation lead.   
 
The individual(s) should: 

� be known to, and trusted by, the patient and/or their carers;  
� have a good grasp of the facts relevant to the incident;  
� be senior enough or have sufficient experience and expertise in relation to the type of patient 

safety incident to be credible to patients, carers and colleagues; 
� have excellent interpersonal skills, including being able to communicate with patients and/or their 

carers in a way they can understand and avoiding excessive use of medical jargon;  
� be willing and able to offer an apology, reassurance and feedback to patients and/or their carers; 
� be able to maintain a medium to long term relationship with the patient and/or their carers, where 

possible, and to provide continued support and information; 
� be culturally aware and informed about the specific needs of the patient and/or their carers. 

It is unacceptable for junior staff to communicate patient safety information alone or to be delegated the 
responsibility to lead a Being Open discussion unless they volunteer and their involvement takes place in 
appropriate circumstances (i.e., they have received appropriate training and mentorship for this role). 

Some patient safety incidents that resulted in moderate harm, severe harm or death will result from 
errors made by healthcare staff while caring for the patient. In these circumstances the member(s) of 
staff involved may or may not wish to participate in the Being Open discussion with the patient and/or 
their carers. Every case where an error has occurred needs to be considered individually, balancing the 
needs of the patient and/or their carers with those of the healthcare professional concerned. In cases 
where the healthcare professional who has made an error wishes to attend the discussion to apologise 
personally, they should feel supported by their colleagues throughout the meeting. In cases where the 
patient and/or their carers express a preference for the healthcare professional not to be present, it is 
recommended that a personal written apology is handed to the patient and/or their carers during the 
first Being Open discussion – advice regarding the content of this letter may be sought from the Head of 
Patient Safety. 

 
 
5. CONTENT OF THE INITIAL BEING OPEN DISCUSSION WITH THE PATIENT AND/OR THEIR 

CARERS  
 
1. The patient and/or their carers should be advised of the identity and role of all people attending 

the Being Open discussion before it takes place. This allows them the opportunity to state their 
own preferences about which healthcare staff should be present.  
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2. There should be an expression of genuine sympathy, regret and an apology for the harm that has 
occurred.  

3. The facts that are known and agreed by the multidisciplinary team. Where there is disagreement, 
communication about these events should be deferred until after the investigation has been 
completed.  

4. The patient and/or their carers should be informed that an incident investigation is being carried 
out and more information will become available as it progresses.  

5. Where appropriate the patient and/or their carers should be involved in the compiling of the 
Terms of Reference for the investigation. 

6. It should be made clear to the patient and/or their carers that new facts may emerge as the 
incident investigation proceeds.  

7. The patient’s and/or carer’s understanding of what happened should be taken into consideration, 
as well as any questions they may have.  

8. The patient and/or carers should be offered an opportunity to discuss the situation with another 
relevant professional where appropriate. 

9. There should be consideration and formal noting of the patient’s and/or carer’s views and 
concerns in the patient’s notes, and demonstration that these are being heard and taken 
seriously.  

10. Appropriate language and terminology should be used when speaking to patients and/or their 
carers. For example, using the terms ‘patient safety incident’ or ‘adverse event’ may be at best 
meaningless and at worst insulting to a patient and/or their carers. If a patient’s and/or their 
carer’s mother tongue is not English, it is also important to consider their language needs – if an 
interpreter is required for the Being Open discussion, this should be arranged by following the 
Trust Interpreter Policy which can be found on the Intranet 

11. An explanation should be given about what will happen next in terms of the long term treatment 
plan and incident analysis findings.  

12. Information on likely short and long term effects of the incident (if known) should be shared. The 
latter may have to be delayed to a subsequent meeting when the situation becomes clearer.  

13. An offer of practical and emotional support should be made to the patient and/or their carers. This 
may involve getting help from third parties such as charities and voluntary organisations as well 
as offering more direct assistance. Information about the patient and the incident should not 
normally be disclosed to third parties without consent. 

14. The patient should be provided with contact details so that if further issues arise later there is a 
conduit back to the relevant healthcare professionals.  

15. It should be recognised that patients and/or their carers may be anxious, angry and frustrated 
even when the Being Open discussion is conducted appropriately.  

 
6. CHECK LIST FOR THE INITIAL BEING OPEN DISCUSSION 
 
Prior to meeting 

• Inform patient/carers of personnel attending the meeting and gain agreement.  
• Collate all documentation that may be required at the meeting 

 

At the meeting 
• Assign a scribe to take notes of all the following points, starting with the time, place, date, 

name and role of all attendees 
• Acknowledge and give an apology for the harm that has occurred 
• State the known and agreed facts regarding the incident and the level of harm caused 
• State that an investigation is being carried out and that new information may emerge  
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• Advise of the plan for providing further information 
• Listen to the patient/carers’ perspective of what happened and answer questions if possible 
• Offer the opportunity to discuss the situation with another relevant professional where 

appropriate 
• Offer practical and emotional support to the patient and/or their carers 
• Give contact details of someone who will act as a link with the patient and/or their carers 

throughout the investigation 
• Be aware that patients and/or their carers may be anxious, angry and frustrated even when 

the Being Open discussion is conducted appropriately 
• Send a copy of a written summary of the meeting and record the response 

Avoid:  
� Medical/hospital jargon; 
� speculation; 
� attribution of blame;  
� criticism or comment on matters outside own experience; 
� denial of responsibility;  

 
The initial Being Open discussion is the first part of an ongoing communication process. Many of the 
points raised here should be expanded on in subsequent meetings with the patient and/or their carer.  
 
 
7. DOCUMENTATION REGARDING THE BEING OPEN DISCUSSION  

 
There should be documentation of:  
 

� the time, place, date, as well as the name and relationships of all attendees;  
� the plan for providing further information to the patient and/or their carers; 
� offers of assistance and the patient’s and/or carer’s response;  
� questions raised by the family and/or carers or their representatives, and the answers given;  
� plans for follow-up as discussed;  
� progress notes relating to the clinical situation and an accurate summary of all the points 

explained to the patient and/or their carers;  
� copies of letters sent to patients, carers and the GP for patient safety incidents; 
� copies of any statements taken in relation to the patient safety incident;  
� a copy of the incident report. A summary of the Being Open discussion should be shared with 

the patient, and any other relevant documents. 
 

Documentation regarding both the investigation and discussions with the patient and/or carer should 
be kept securely and separately to the patient’s medical records. Responsibility for maintenance and 
safe storage of documentation lies with the investigation lead. 
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8. FOLLOW-UP 

 
Being Open is not a one-off event and regular follow-up meetings should be arranged by the 
investigation lead to ensure the patient and/or carers are kept updated. The investigation lead should 
also liaise with the Head of Patient Safety and the Patient Experience and Involvement Manager to avoid 
confusion and duplication if formal procedures were to be instigated. Where there are implications for 
continuity of care, it may be valuable to consider including the GP in one of the follow-up discussions 
either at discharge or at a later stage, the principles described for the initial meeting apply throughout. 

 

9. COMPLETING THE PROCESS 
 
After completion of the incident investigation, feedback should take the form most acceptable to the 
patient. Whatever method is used, the communication should include:  

� the chronology of clinical and other relevant facts;  
� details of the patient’s and/or their carer’s concerns and complaints;  
� a repeated apology for the harm suffered and any shortcomings in the delivery of care that led to 

the patient safety incident;  
� a summary of the factors that contributed to the incident;  
� information on what has been and will be done to avoid recurrence of the incident and how these 

improvements will be monitored.  

It is expected that in most cases there will be a complete discussion of the findings of the investigation.  
A copy of the investigation report should be offered to the patient. In exceptional cases information may 
be withheld or restricted, for example, where communicating information will adversely affect the health 
of the patient; where investigations are pending coronial processes; or where specific legal requirements 
preclude disclosure for specific purposes. In these cases the patient will be informed of the reasons for 
the restrictions. Advice can be sought from Head of Customer Affairs regarding documents which must 
be withheld or restricted. 
 
10. CONTINUITY OF CARE 
 
Patients and/or their carers should be reassured that they will continue to be treated according to their 
clinical needs even in circumstances where there is a dispute between them and the healthcare team. 
They should also be informed that they have the right to continue their treatment elsewhere if they have 
lost confidence in the healthcare team involved in the patient safety incident.  
 
11. PATIENTS WHO DO NOT AGREE WITH THE INFORMATION PROVIDED 
 
Sometimes, despite the best efforts of healthcare staff or others, the relationship between the patient 
and/or their carers and the healthcare professionals breaks down. They may not accept the information 
provided or may not wish to participate in the Being open process. In this case the following strategies 
may assist: 
 

� deal with the issue as soon as it emerges; 
� where the patient agrees, ensure their carers are involved in discussions from the beginning; 
� ensure the patient has access to support services; 
� where the senior health professional is not aware of the relationship difficulties, provide 

mechanisms for communicating information, such as the patient expressing their concerns to 
other members of the clinical team; 

� offer the patient and/or their carers another contact person with whom they may feel more 
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comfortable. This could be another member of the team or the individual with overall 
responsibility for clinical risk management; 

� use a mutually acceptable mediator to help identify the issues between the healthcare 
organisation and the patient, and to look for a mutually agreeable solution; 

� ensure the patient and/or their carers are fully aware of the formal complaints procedures; 
� write a comprehensive list of the points that the patient and/or their carer disagree with and 

reassure them you will follow up these issues. 
 
12. PARTICULAR PATIENT CIRCUMSTANCES 
 
The approach to being open may need to be modified according to the patient’s personal circumstances 
for example patients with: 

� mental health issues 
� cognitive impairment 
� learning difficulties 
� different communication needs 
� different language or cultural needs 
� children 

For guidance on how to manage these categories please log onto the National Patient Safety website 
and access the full Being open policy www.npsa.nhs.uk  ****NO LONGER AVAILABLE**** 
 
For Interpreting Services: 

External services need to be accessed through Ward/Department Manager (out of hours the site co-
ordinator on bleep 5001). 

 
13. MONITORING 
 
Any recommendations for systems improvements and changes implemented should be monitored for 
effectiveness in preventing a recurrence. The clinical team should develop a plan for monitoring the 
implementation and effectiveness of changes. Examples of good practice should be shared Trust wide 
through the Lessons Learned Newsletter which is published on a quarterly basis. 
The being open process is also monitored through the PICC report which is published for the Integrated 
Governance Assurance Committee on a bi-annual basis by the Governance Managers for each Division 
 
14. DISSEMINATION & IMPLEMENTATION 
  
This policy will be disseminated through the Aspire global e-mail. 
 
15. ARCHIVING 
 
This is a Trust–wide document and archiving arrangements are managed by the Quality Department, 
who can be contacted to request master/archived copies. 
 
16. COMMUNICATION OF CHANGES TO STAFF 
 
Effective communication with staff is a vital step in ensuring that recommended changes are fully 
implemented and monitored. It will also facilitate the move towards increased awareness of patient 
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safety issues and the value of being open. 
 
17. FURTHER INFORMATION 

 
For more information refer to www.legislation.gov.uk/uksi/2014/2936/made 

 

18. SOURCES OF SUPPORT FOR PATIENTS  

Patients 
Patient Advice and Liaison Service (PALS) – provides confidential information, advice and support for 
patients and carers about the Trust’s services.  
Tel:  Ashford – 01784-884456 
      St Peter’s – 01932-723553 
pals@asph.nhs.uk 
 
 
Action for Victims of Medical Accidents (AVMA)- provide a support network and can put patients and 
their families in contact with other people in their area or with alternative organisations and support 
groups 
www.avma.org.uk    

Cruse Bereavement Care – provides information and support to anyone affected by a death. 
Tel: 0870-1671677 
www.crusebereavementcare.org.uk 

Professionals 
Ppc is an Employment Assistance Programme offered to all Trust staff, volunteers and NHS Professional 
staff for – information, advice, counselling, support and legal advice 24 hours a day. 
Tel: 0800 282193 

 

British Medical Association – provides information, advice, support and a counselling service for doctors. 
Tel: 08459 200169 
www.bma.org.uk  

Nursing and Midwifery Council (NMC) – provides information, advice and support for registered 
professionals 
Tel: 0207-3336550 
www.nmc.uk.org 

 

For Interpreting Services: 

External services need to be accessed through the site co-ordinator on bleep 5001 
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