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Duty of Candour Annual Report Template

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:

VeinCentre Ltd
Unit 6 Lyme Vale Court, Lyme Drive, Parklands, Stoke-on-Trent,
Staffordshire ST4 6NW

Date of report:

17 September 2025

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?

How have you done this?

We have taken several steps to ensure that all staff understand and apply
their responsibilities under the Duty of Candour:

e Policies and Procedures — We have a clear Duty of Candour Policy in
place, which is accessible to all staff. This sets out the legal and
regulatory requirements and provides a step-by-step process for
managing incidents where candour applies.

e Training and Awareness — Duty of Candour is included in staff
induction and refreshed every three years

e  Culture of Openness — We actively promote an open and honest
culture where staff feel supported to raise concerns and
acknowledge when things go wrong. Senior leaders reinforce this
message in team meetings and supervision.

e Systems and Reporting — We have incident reporting systems that
trigger a Duty of Candour review when a notifiable safety incident is
identified. Regional Clinic Managers are responsible for ensuring that
patients (and their families, where appropriate) are informed,
offered an apology, and provided with clear information on next
steps.

e Monitoring and Governance — Compliance with Duty of Candour is
reviewed at clinical governance meetings. Any learning from
incidents is shared across the service to improve practice and reduce
recurrence.

e  Oversight — The Regional Clinic Manager oversees Duty of Candour
compliance, ensuring staff are supported and that records of
communication, apologies, and actions taken are maintained as
evidence of compliance.

We have achieved this through embedding Duty of Candour into policy,
training, and day-to-day practice. Our systems are designed so that when
an incident occurs, staff are prompted to follow the process, supported by
management, and monitored through governance structures. This ensures
a consistent, transparent, and compassionate approach when things go
wrong.

Do you have a Duty of Candour Policy or

written duty of candour procedure? YES NO
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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 Number of times this has happened

course of someone’s illness or underlying conditions) (April 24 - March 25)

A person died 0

A person incurred permanent lessening of bodily, sensory, 0

motor, physiologic or intellectual functions

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 0

for 28 days or more

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 0

as listed above

Total 0

Did the responsible person for triggering | N/A

duty of candour appropriately follow the

procedure?

If not, did this result is any under or over

reporting of duty of candour?

What lessons did you learn? N/A

What learning & improvements have N/A

been put in place as a result?

Did this result is a change / update to N/A

your duty of candour policy /

procedure?

How did you share lessons learned and N/A

who with?

Could any further improvements be N/A

made?

What systems do you have in place to N/A

support staff to provide an apology in a

person-centred way and how do you

support staff to enable them to do this?

What support do you have available for | N/A

people involved in invoking the

procedure and those who might be

affected?

Please note anything else that you feel We continue to strengthen our approach by reviewing learning from

may be applicable to report. incidents, gathering staff and patient feedback, and embedding Duty of

Candour within our governance processes. Our focus remains on promoting
a culture of openness, transparency, and compassion in all aspects of care.
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