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PURPOSE OF THE REPORT: 

 
This report details an issue with the sending of a cohort of letters to GPs following patients’ attendance 
at A&E between 27 September 2015 and 15 August 2018. The purpose of this paper is to brief the 
Board of Directors on this issue and the actions which have been taken. 
 

 
KEY POINTS: 

 
An issue was identified in September 2018 concerning discharge letters sent from the Accident and 
Emergency department to GPs. There were some instances when there was more than one letter (i.e. 
the original letter was amended) where the patient administration system had not sent the new version 
to the patient’s GP.  Following an initial review it was confirmed that, out of a total of 388,895 letters 
generated between 27 September 2015 and 15 August 2018, circa 12,790 discharge letters had 
content changed between the original letter and the latest version. 
 

 An immediate technical fix was put in place to resolve this issue for future Accident and 
Emergency Department correspondence with GPs.  
 

 A comprehensive review has been undertaken to ascertain any potential patient harm which may 
have occurred from not sending the amended letters. 
 

 Following the two stage administrative and clinical review 83 patients were identified as requiring 
further review by the A&E Consultant who acts as the Department Governance Lead.  

 

 74 patients have since been confirmed as not coming to any harm as a result of the omission to 
send the amended letter. 

 

 4 patients have not attended the follow up invitation despite multiple attempts to contact them and, 
in line with the approved TEG process their follow up has now been closed.   

 

 5 patients requiring further follow up have had their care transferred to the appropriate speciality 
or back to their GP.   

 

 Other GP letter issues identified through the review process have been investigated further and 
updates are included here. 

 

. 
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IMPLICATIONS: 

AIM OF THE STHFT CORPORATE STRATEGY 2012-2017 TICK AS APPROPRIATE 

1 Deliver the Best Clinical Outcomes  

2 Provide Patient Centred Services  

3 Employ Caring and Cared for Staff  

4 Spend Public Money Wisely  

5 Deliver Excellent Research, Education & Innovation  

 
 
 
RECOMMENDATION(S): 

The Board is asked to:  

 Note the issue which was identified and subsequent issues raised by the review. 

 Receive assurance that the issues relating to correspondence with GPs have been resolved. 

 Note that the remedial work has been concluded.  
 

 
 
APPROVAL PROCESS 

Meeting Date Approved 
Y/N 

TEG 14 November 2018 Y 

Board of Directors 18 December 2018 Y 

Board of Directors 29 January 2019  

   

 
1 
Status: A = Approval 

 A* = Approval & Requiring Board Approval 
 D = Debate 
 N = Note 
2 
Against the five aims of the STHFT Corporate Strategy 2017-20 
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Accident and Emergency Department GP clinical correspondence issue 

 
 

1. Introduction 
 

An automatic discharge letter is generated for every patient that attends the Accident and Emergency 
(A&E) Department or the Minor Injuries Unit (MIU) and is sent to their GP.  The letter pulls 
demographic and clinical data from the A&E attendance card to populate a standard letter, which is 
generated without intervention from clinical or administrative staff. 
 
Clinical staff may sometimes amend this automatically-generated letter if they feel further information 
would be relevant for the GP, or to add specific actions for the GP to follow.  These amendments 
may be made whilst the patient is still in the department or shortly after discharge. 
 
In January 2016 it was identified that not every letter was being generated and sent to the GP as 
intended. To address this problem, an adjustment was made to the messaging rules for the Trust 
Integration Engine (TIE) which takes the message from the patient administration system and sends 
it to the appropriate processing list.  
 
On the 18th July 2018 the Acute and Emergency Medicine (AEM) Data Task and Finish Group 
identified an issue with the messaging rules that were reset in January 2016 in that they only allowed 
for one letter to be sent to the GP subsequent to their attendance, and therefore any manual changes 
to letters were stored in the computer system but no further letters were sent through to GPs.  A 
Serious Incident (initial notification) form A was submitted on the 3rd August 2018 and a review into 
the impact and root cause commenced.  
 
A Task and Finish Group was then set up to review the correspondence and this paper provides a 
briefing to the Board on the progress with measures taken to resolve the issue. 
 
 
2. Action plan 

 
A detailed action plan was developed and signed off with the Trust Executive Group.  In brief the 
steps followed from the 18th July were: 
 

1. To contain the immediate risk by communicating the problem found with GP correspondence 
to all A&E doctors and reverting the generation of letters for GP instruction to the medical 
secretaries. 
 

2. To change the messaging rules such that at 0:00 (midnight) each day the latest version of all 
GP letters are sent, such that that any modifications after attendance are captured and 
communicated. 

 
3. To undertake a technical review of all messaging interfaces between TIE and the patient 

administration system to fully understand the messages between the two systems. 
 

4. To commence a review of correspondence not messaged which involved: 
 

a. Development of an audit tool to allow multiple validators to work together through the 
affected correspondence list. 
 

b. An initial administrative review to categorise the letters that had minimal typographic 
or coding changes that did not affect instructions to the GP. 

 
c. A clinical review by the A&E Registrars to categorise those where the omission had 

the potential to affect the timing of tests or treatment. 
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d. A 15% quality assurance process of those excluded after the administrative review 
was undertaken by clinicians, to assure the Clinical Governance team that the review 
was robust. 

 

5. Following the clinical review an identified cohort of patients had the GP letter resent with an 
accompanying letter from the Medical Director where it was assessed that this information 
was informative for the ongoing care of the patient.  Both letters were scanned into the 
patient’s electronic patient record. 
 

6. For those who required further tests these were passed to the Clinical Governance Lead 
Consultant for him to contact both the GPs and patients to arrange the appropriate follow up 
review.  The follow up consultation occurred face-to-face with the Clinical Director or Clinical 
Lead for Emergency Medicine. 

. 
7. Duty of candour processes were followed as appropriate. 

 
 
3. Outcome of the review 

The outcome of the correspondence not messaged review was that 83 patients were identified as 
requiring Consultant review.  78 of these patients are confirmed as not coming to harm (see the 
table) and their cases have been closed:   
 

Category Outcome Total 
Categorised 

No harm and no action required No further advice needed. Patient not 
recalled for further tests 

14 

Second radiology opinion concluded no 
further tests required 

Radiology discussion undertaken. 
Patient not recalled for further tests 

14 

Other specialist opinion taken confirming 
no harm 

No further tests required 5 

Recalled for investigation, no harm X-ray or echo completed and confirmed 
as normal. 1 patient declined follow up 

21 

Patient deceased but no impact from 
failure to communicate with the GP 

Reviewed by 2 consultants and closed, 
no harm. 

8 

Patient contacted and DNA’d/not 
responded  

Case closed as per procedure agreed 
with TEG, GP aware.  

41 

No harm but GP requires the letter No further tests needed. GP letter sent 12 

  78 

 
1Four patients have been contacted on multiple occasions and have not responded.  As agreed by 

TEG after conducting the following process the reviews have been closed: 

 a phone call to their GP to confirm details 

 a letter to their GP 

 a letter to the individual patient 

 3 different attempts to contact the patient by telephone. 

As a result of the full review, there are five patients who require further medical management and 

whose care has been transferred to the appropriate speciality or back to their GP.  All five were 

subject to a duty of candour process.  
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In summary they are as below: 

Category Outcome Total Categorised 

Patient care impacted by 
process. 

Patient referred for management 
under the appropriate clinical 
specialty. Duty of candour 
completed.  Details presented to 
the SI Group 

3 

Reviewed as to whether the 
patient came to harm as a 
result of the delay in sending 
the amended correspondence. 

Scan arranged by patient’s GP 
despite not receiving the follow up 
communication. Patient remains 
under care of GP. Duty of candour 
completed.  Details presented to 
the SI Group 

1 

Patient decision to delay further 
review due to personal 
circumstances 

Transferred to GP care.  Case 
closed. Duty of candour 
completed. 

1 

 

There has been one formal complaint as a result of this issue. 

 

4. Other Identified Issues 

As part of the initial investigation, two further issues were identified and these have now been 

investigated and concluded. 

4.1 No letter generated subsequent to attendance 

As part of checking whether every attendance from the A&E Department and Minor Injuries Unit had 

at least one letter sent to a GP, we discovered some attendances that did not have a letter 

generated. These letters would not have required the GP to take further action, and the test 

information included in these letters is on ICE to which the GP already has access. A list of patients 

is generated each day so that standard letters are created by the administrative teams to go to the 

GP.  This process has been signed off as safe and the issue will be further reviewed through the 

Perfect Patient Pathway process. 

4.2 Information incorrectly written into the letter 

As part of checking the letters sent it was found that some staff had overwritten parts of the letter 

template or typed outside of the template area itself.  Further investigation has shown that where staff 

had typed in the heading section of the letter the information was transmitted to the GP but with 

repeating information and as a continuous sentence.  Examples of these letters were clinically 

reviewed by a GP who works in the department to see if further action needed to be taken. The 

outcome of this review was that there was no clinical risk and therefore no further action was 

required. Where A&E staff had typed outside of the template, the information would not have been 

transmitted to the GP. Having scanned all letters from the A&E and MIU, 145 letters were found to be 

in this category and had not been reviewed as part of this investigation. They have now been through 

the same validation process outlined in this paper and no clinical concerns have been identified.  This 

issue is now closed. 

The Trust Application Services team are currently testing a mechanism to ensure everything written 

on the discharge summary is communicated to the GP and is currently at the User Acceptance Test 

stage. 
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5. Summary and Next Steps 

The investigation and remedial processes relating to this issue have been progressed in line with 

timescales.  All patients have been reviewed by A&E and Duty of Candour discussions taken place.  

As a result, the care of the five identified patients now sits with their GP or the appropriate STH 

specialty to manage.  Lessons learnt with regards to the issue which created this problem have been 

fed into the Perfect Patient Pathway Process and a new sign-off process between the informatics and 

operational teams when making changes to IT systems has been agreed. 

 

6. Recommendation 

The Board is asked to:  

 Note the issue which was identified and subsequent issues raised by the investigation. 

 Receive assurance that the issues relating to correspondence with GPs have been resolved. 

 Note that the remedial work has been concluded. 
 


