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Providing feedback and 
comment on HSIB reports

At the Healthcare Safety Investigation 
Branch (HSIB) we welcome feedback 
on our investigation reports. The 
best way to share your views and 
comments is to email us at  
enquiries@hsib.org.uk or complete  
our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all 
correspondence within five working days.

This document, or parts of it, can be 
copied without specific permission 
providing that the source is duly 
acknowledged, the material is 
reproduced accurately, and it is not 
used in a derogatory manner or in a 
misleading context. 

© Healthcare Safety Investigation Branch copyright 2021.
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About HSIB 

We conduct independent 
investigations of patient safety 
concerns in NHS-funded care across 
England. Most harm in healthcare 
results from problems within 
the systems and processes that 
determine how care is delivered. 
Our investigations identify the 
contributory factors that have led 
to harm or the potential for harm to 

patients. The safety recommendations 
we make aim to improve healthcare 
systems and processes, to reduce risk 
and improve safety. 

We work closely with patients, families 
and healthcare staff affected by 
patient safety incidents, and we never 
attribute blame or liability. 

Considerations in light of coronavirus (COVID-19) 

We have adapted some of our national 
investigations, reports and processes 
to reflect the impact that COVID-19 has 
had on our organisation as well as the 

healthcare system across England. For 
this report, the way we engaged with 
staff and families was revised.

A note of acknowledgement

The patient whose experience is 
central to this investigation is referred 
to by her name, Pauline, in accordance 
with her family’s wishes. We are 
grateful to Pauline’s family for their 
ongoing support and involvement 
throughout this investigation.

We would also like to thank the NHS 
staff, stakeholder organisations and 
professional bodies who gave their 
time to provide information and 
expertise which contributed towards 
this report.    



4

Our investigations

Our investigators and analysts have 
diverse experience of healthcare and 
other safety-critical industries and 
are trained in human factors and 
safety science. We consult widely 
in England and internationally to 
ensure that our work is informed 
by appropriate clinical and other 
relevant expertise.

We undertake patient safety 
investigations through two 
programmes: 

National investigations

Concerns about patient safety in 
any area of NHS-funded healthcare 
in England can be referred to us by 
any person, group or organisation. 
We review these concerns 
against our investigation criteria 
to decide whether to conduct a 
national investigation. National 
investigation reports are published 
on our website and include safety 
recommendations for specific 
organisations. These organisations 
are requested to respond to our 
safety recommendations within 90 
days, and we publish their responses 
on our website.

Maternity investigations 

We investigate all incidents in NHS 
maternity services that meet: 

• the criteria of the Royal College of 
Obstetricians and Gynaecologists’ 
Each Baby Counts programme, or 

• our HSIB defined criteria for 
maternal deaths. 

Incidents are referred to us by the 
NHS trust where the incident took 
place, and, where an incident meets 
the criteria, our investigation replaces 
the trust’s own local investigation. Our 
investigation report is shared with 
the family and trust, and the trust is 
responsible for carrying out any safety 
recommendations made in the report. 
In addition, we identify and examine 
recurring themes that arise from trust-
level investigations in order to make 
safety recommendations to local and 
national organisations for system-level 
improvements in maternity services.

For full information on our national 
and maternity investigations please 
visit our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
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 Executive Summary

 Background

 This investigation explores the 
patient safety risk of outpatient 
appointments which are intended 
but not booked following an 
inpatient stay. People attend hospital 
for a variety of reasons including 
diagnostic tests and treatments. 
People who are admitted to hospital 
are referred to as ‘inpatients’. 
Commonly, after an inpatient hospital 
stay, people may be seen at a future 
date in an outpatient clinic to review 
the progress of their recovery or 
agree next steps for their treatment. 
This investigation uses a real patient 
safety incident, referred to as ‘the 
reference event’, to examine the issue 
of such follow-up appointments not 
being booked. 

 There is limited research literature 
and a gap in national data on the 
prevalence of follow-up outpatient 
appointments which are intended 
but not booked. However, 
evidence from national reporting 
systems, discussions with a clinical 
commissioning group, a focus group 
with GP surgery staff, and discussions 
with staff within several different 
trusts suggest that incidents are 
common. Examples of incidents 
where outpatient appointments 
are intended but not booked 
have also been seen in other HSIB 
investigations. 

 Outpatients tend to be grouped 
under three categories depending on 
the type of referral:

• Patients with suspected cancer are 
referred to a healthcare specialist 
using a process known as ‘fast-track’ 
referral or the ‘two-week wait’ pathway. 
These patients should have their first 
appointment with a specialist within 
two weeks of their referral.

• Patients who need to see a healthcare 
specialist but do not require urgent 
emergency specialist treatment are 
referred by their GP under the ‘18-
week referral to treatment’ (RTT) 
pathway. This means they should 
receive consultant-led treatment for 
their condition within 18 weeks of 
their referral.

• The remaining group of patients 
are those who are receiving 
ongoing treatment and are not, or 
are no longer, on a two-week wait 
or 18-week RTT pathway. These 
patients may be receiving follow-up 
appointments to review and evaluate 
their ongoing care. 

 The NHS Constitution, which states 
the principles and values expected 
of the NHS, outlines standards 
for patients who are referred to a 
healthcare specialist by their GP on 
the two-week wait or 18-week RTT 
pathway. Trusts are required to put in 
place systems and dedicated teams 
to ensure patients are tracked and 
monitored along their two-week 
wait or 18-week RTT pathway, with 
audit processes in place to ensure 
appointments have been made. 
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 The reference event

 In mid-April 2018, Pauline, a woman 
aged 54, was referred by her GP to 
a hospital gynaecology department 
(the department that specialises 
in conditions relating to the female 
reproductive system). She was 
referred under the two-week wait 
pathway for suspected cancer of 
the womb. She was known to have 
a fibroid uterus (growths made up 
of muscle and fibrous tissue in or 
around the womb). She had been 
offered a hysterectomy (an operation 
to remove her womb) in 2006, but 
this was not something she wanted 
to pursue at that time. 

 Pauline had an outpatient 
hysteroscopy (a procedure to 
examine the inside of the womb) at 
the end of April 2018 and a plan was 
made to discuss her results and on-
going care in the rapid access clinic 
(RAC) two weeks later. The RAC is 
a clinic where patients can have a 
range of diagnostic tests and access 
to a variety of clinicians within one 
clinic. Pauline’s RAC appointment 
was scheduled later than intended, 
at the end of May 2018. Pauline did 
not attend the appointment. She was 
discharged from the cancer pathway 
by the gynaecology registrar and her 
care was transferred back to her GP.

 In mid-June, Pauline attended the 
emergency department (ED) with 
a three-week history of lower back 
pain. She was diagnosed with post-
procedure endometritis, an infection 
of the lining of the uterus which 
was thought likely to be linked to 

her outpatient hysteroscopy in April. 
Pauline was admitted onto a ward and 
discharged one week later with a plan 
to be followed up as an outpatient 
at the first available appointment 
in consultant 1’s clinic. The clinic 
appointment was not made. 

 In early August, Pauline was admitted 
to hospital via the ED with lower 
abdominal pain and abnormal vaginal 
discharge. During her stay, the 
consultant discussed with Pauline 
the option of having a hysterectomy 
given her ongoing symptoms; Pauline 
declined this. Pauline was treated 
with antibiotics and discharged 
three days later with a plan to be 
followed up in consultant 2’s clinic 
in six to eight weeks’ time. The clinic 
appointment was not made. 

 Pauline attended the ED again 
in October. She was admitted to 
hospital in December 2018 where 
she remained an inpatient until she 
died in early February 2019 due to 
complex health problems. These 
included pyomyoma (infection of 
uterine fibroid), pulmonary emboli 
(blockage of the blood vessels in 
the lungs by a blood clot), deep vein 
thrombosis (blood clot in a vein) and 
organ failure. 

 National investigation

 The HSIB investigation gathered 
information about the reference 
event and assessed the incident 
against its investigation criteria. 
The scope of the investigation into 
the reference event did not include 
the clinical aspects of Pauline’s 
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care. Although the reference event 
focused on follow-up appointments 
in gynaecology, the findings were 
relevant to other specialties.

 The information gathered about 
the reference event was used to 
inform the scope of the national 
investigation, which included:

• identifying gaps in the process for 
arranging outpatient appointments 
following discharge from hospital

• reviewing the national context 
surrounding outpatient 
appointment booking

• considering opportunities for building 
resilience into the process for 
booking timely appointments after an 
inpatient stay

• developing safety recommendations 
to reduce the chance of losing 
patients to follow-up after an 
inpatient stay.

 Findings

 The investigation identified 
the following gaps in current 
booking processes for outpatient 
appointments:

• There is limited assurance that 
intended follow-up appointments 
are booked for patients who are 
not on a two-week wait or 18-week 
RTT pathway.

• Assurance is built into some 
outpatient appointment booking 
processes, such as the two-week wait 

and 18-week RTT pathways. However, 
this assurance is resource intensive 
and often relies on the vigilance and 
diligence of staff.  

• Some trusts do not know that an 
intended appointment has not been 
booked unless the patient informs 
them. As such, these events are often 
not reported.

• There is a lack of interoperability 
between IT systems (that is, different 
systems are not always able to 
communicate and share data with 
one another) which adds complexity 
and increases the likelihood of 
error in the outpatient appointment 
booking process.

• There is a national drive by the NHS 
to redesign outpatient services to 
reduce face-to-face appointments 
by a third. The national initiatives to 
transform outpatient services are not 
focused on building in assurance that 
intended appointments are booked, 
except for specific groups of patients.

• Digital transformation is placing 
more emphasis on patients having 
greater autonomy in their healthcare. 
While this may reduce unnecessary 
appointments, improve efficiency, 
reduce the number of patients 
not attending their appointments 
and may prevent some patients 
not being followed up, it does not 
provide assurance to trusts that 
intended appointments are made. 
The investigation recognises that 
providing greater patient autonomy 
in healthcare will not be appropriate 
for all patients.  
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 The investigation found there were 
opportunities for improving and 
building in assurance processes into 
the outpatient booking process:

• There is an opportunity to integrate IT 
with appointment booking processes.

• Some trusts were undertaking work 
to reduce the chance of losing 
patients to follow-up. Their systems 
embraced technology and reduced 
the reliance on the vigilance of staff. 
One trust had fully integrated its 
outpatient appointment process with 
its IT system which meant all patients 
were automatically tracked and could 
be accounted for without relying on 
the vigilance of staff.

• The NHSX What Good Looks Like 
programme has the potential 
to share improvements in 
practice which integrate IT with 
appointment booking processes 
to provide assurance that intended 
appointments are booked.

• There is a national drive to improve 
interoperability between IT systems. 
This will help to reduce error and 
improve patient safety, including the 
outpatient booking process.  

HSIB makes the following  
safety recommendations

Safety recommendation R/2021/122:
HSIB recommends that NHS England 
and NHS Improvement develops 
standards and an operating framework 
that describes the assurance required 
for all outpatient appointment booking 
processes, including after an inpatient 
stay. The assurance should include 
feedback mechanisms which provide 
safeguards that intended outpatient 
appointments are booked. Ideally, 
solutions will use technology and 
automation to create resilience and 
efficiency so that there is less reliance 
on staff vigilance.

Safety recommendation R/2021/123:
HSIB recommends that NHSX’s What 
Good Looks Like programme includes 
a requirement for organisations to 
be responsive to HSIB reports and 
recommendations within the ‘Safe 
Practice’ section of its guidance. 
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Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday (not bank holidays) 
from 09:00 hours to 17:00 hours. We aim to 
respond to enquiries within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


