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All health and social care services in Scotland have an organisational duty of candour. This is a legal requirement which means that when certain types of incidents happen, the people affected understand what has happened, receive an apology, and the organisation(s) learns how to improve for the future. 

An important part of this duty is that we provide an annual report about the organisational duty of candour in our services. This report describes how our organisation, Clackmannan & Kincardine Medical Practice, has operated the organisational duty of candour during the time between 01 April 2024 and 31 March 2025.
If you have any questions or would like more information about Clackmannan & Kincardine Medical Practice, please feel free to contact us at: fv.gp25135clackcli@nhs.scot. 

How many incidents happened to which the organisational duty of candour applies? 

In the last year, there have been no incidents to which the organisational duty of candour applied. 

Information about our policies and procedures 

Organisations that provide health, care and social work services for people need to be able to learn effectively from what goes well and from what goes wrong. This learning should feed into improvements in the safety and effectiveness of their services. When something goes wrong with someone’s treatment or care and this has resulted, or could result, in harm or death, health and social care professionals have a duty to be open and honest with patients and service users or those acting on their behalf. The organisational duty of candour procedure is a legal duty which sets out how organisations should tell those affected that an unintended or unexpected incident appears to have caused harm or death, to apologise and to meaningfully involve them in a review of what happened. When the review is complete, the organisation should agree any actions required to improve the quality of care, informed by the principles of learning and continuous improvement. They should tell the person who appears to have been harmed (or those acting on their behalf) what those actions are and when they will happen
Where something has happened that triggers the organisational duty of candour, our staff report this to Esther Leckie, Practice Manager. The Practice Manager records the incident and reports as necessary.
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