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How Do Clinicians Respond to
Patients Who Miss Appointments?

Jordan W. Smoller, M.D.; Renee Y. S. McLean;
Michael W. Otto, Ph.D.; and Mark H. Pollack, M.D.

Background: Although patientsmiss up to
60% of scheduled outpatient appointments, little
is known about how clinicians respond to “ no-
shows.” In an effort to determine how clinicians
customarily handle missed appointments, we sur-
veyed mental health clinicians and internists at 2
academic hospitals: a private psychiatric hospital
and an urban general hospital.

Method: An anonymous questionnaire survey
was mailed to psychiatrists, psychologists, and
social workers at both hospitals and to internists
at the general hospital. Clinicians were surveyed
about their usual response to psychotherapy, psy-
chopharmacol ogy, and internal medicine patients
who miss appointments.

Results: Among the 356 responses (39.5%) to
902 mailed questionnaires, there was substantial
variability in clinicians' reported handling of “no-
show” patients, although psychiatrists tended to
beinitially less active in pursuing patients than
were nonphysician therapists and internists. A
number of clinical variables were associated with
clinicians' responses including the perceived risk
of abad outcome, hospital site, support staff
availability, and billing practices.

Conclusion: The results suggest that clini-
cians' responses to missed appointments are de-
termined by a complex mixture of influences
rather than adherence to a readily definable “ stan-
dard of care.”
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T he failure to attend appointments is a common oc-
currence in outpatient medical and mental health
settings. Studies have documented that up to 30% to 75%
of patients do not keep an initial outpatient appointment*
and 20% to 60% of follow-up appointments are missed in
medical 2 pediatric, and mental health clinics.* The costs
of these failed appointments may be substantial and in-
clude preventing patients from receiving necessary care,
producing inefficiencies in health care delivery, and im-
pairing the clinician-patient relationship.

Investigations of the phenomenon of missed appoint-
ments (“ no-shows,” “failed appointments”’) have predom-
inantly been of 2 types. First, studies have documented
the prevalence of “no-shows’ and the characteristics of
patients who miss appointments.>® For example, Matas
and colleagues’® reviewed 874 referrals to the outpatient
psychiatry department of a large teaching hospital over a
2.5-year period-and found that patients who missed ap-
pointments weremore likely to be single, carry diagnoses
of persondlity disorders or substance abuse, and be re-
ferred from the emergency department. The other line of
investigation has examined the effectiveness of interven-
tions designed to reduce “no-show” rates. In a meta-
analysis of randomized trials, Macharia et al.* found sup-
port for a range of interventions including mailed
reminders, telephone prompts, contracting with patients,
and educating patients about the structure of the clinic and
the need for appointments.

Although these studies have provided a profile of non-
compliant patients and the outcome of interventionsto re-
duce “no-shows,” little is known about how clinicians
actually respond to missed appointments. The range of re-
sponses may vary widely depending on the particular
characteristics of the clinician, patient, and practice set-
tings involved. With the growing implementation of prac-
tice guidelines in medicine, variation in clinical practices
has been increasingly scrutinized. Clinicians are increas-
ingly expected to adhere to a standard of care, which may
or may not be easily discernible, and failure to do so may
have medical-legal consequences. Missed appointments
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by patients present a common, recurrent dilemma for
clinicians because of the absence of an established stan-
dard of care and the potential harm associated with de-
layed follow-up (e.g., progression of illness in a cardiac
patient or suicide in adepressed patient). It may be impor-
tant to examine the nature and variability of clinicians
responses to “no-shows’ in order to determine the bound-
aries of areasonable standard of care.

The study described here isthe first, to our knowledge,
that has surveyed clinicians about their actual practicesin
response to patients who miss appointments. Three groups
of clinicians were surveyed: psychiatrists, honphysician
psychotherapists (comprising psychologists and social
workers), and internists. Our clinical experience suggested
that clinicians who are medically-oriented are more likely
to assumethat a patient bears responsibility for compliance
with treatment. Consequently, we hypothesized that inter-
nists would be less likely than mental health clinicians
(psychiatrists and nonphysician therapists) to take stepsto
contact patients who missed appointments and that psy-
chiatristswould belesslikely than nonphysician therapists
to pursue patients who miss appointments. We al so hypoth-
esized that a clinician’s response might be influenced by a
number of factors including whether the patient was
known to be “high-risk” or “low-risk” and the clinician’s
years of experience and overall clinical workload.

METHOD

Subjects

An effort was made to survey al clinicianswho had hos-
pital addressesin the psychiatry, psychology, socia work,
and internal medicine departments at 2 teaching hospitals:
Massachusetts General Hospital (MGH) and McLean Hos-
pital. The survey was undertaken with the approval of each
ingtitution’s human subjects committee. Departmental
mailing lists were obtained and reviewed to eliminate in-
dividuals whose duties did not include outpatient clinical
care (e.g., laboratory investigators). In order to minimize
the risk of social desirability response biases, respondent
anonymity was maintained. Subjects were mailed a large
envelope that contained a brief cover letter, the question-
naire, and an interoffice return envel ope addressed to the
principal investigator. They were assured that the question-
nairewas confidential, and no individual identifying infor-
mation (e.g., name, code number) was collected.

Survey Questionnaire

An introductory page asked respondents to provide de-
mographic and practice information including age, sex,
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years of clinical experience, hours devoted to outpatient
work, and, for mental health clinicians, primary clinical
orientation (psychodynamic, cognitive/behavioral, medi-
cal model, other). Practice setting was also included as a
predictor; although al clinicians were hospital-affiliated,
asubstantial minority (36%) reported that they see outpa-
tients primarily in other settings (private practice, com-
munity clinic, or “other”). Clinical scenarios were then
presented, and respondents were instructed to answer
questions based on their usual response to a patient under
their care for at least 2 months who does not come to an
appointment and has not canceled or rescheduled the ap-
pointment in advance. Definitions of “low-moderate” and
“moderate-high” risk patients were provided to standard-
ize the scenarios, and respondents were asked to describe
their response to these 2 types of patients separately. For
mental health clinicians, the low-moderate risk patient
was described as “might include those who do not have
severeillness, have been relatively stable, have an appar-
ently low risk of impulsivity or injury to themselves or
others or who have good supports.” The moderate-high
risk patient “might include those with more severeillness,
ahistory of impulsivity, a potential risk of injuring them-
selves or others, or few supports.” For internists, the low-
moderate risk patient “might include those who do not
have severe illness and have been relatively stable.” The
moderate-high risk patient “might include those with se-
vere or active illness which would progress if left un-
treated.”

The questionnaire presented a repeated series of ques-
tions in which respondents were asked to report the se-
quence of steps they ‘would take in response to a
“no-show.” The psychiatrist version differed from the
nonphysician therapist version in only 1 respect: the
nonphysician therapist version asked only about patients
being seen for psychotherapy, while the psychiatrist ver-
sion included additional sections on patients seen for
pharmacotherapy. Psychiatrists who do not'see patients
for psychotherapy were instructed not to respond to the
psychotherapy items. The internist version contained
questions that were identical to those in the psychophar-
macology section of the psychiatrist version.

For each scenario, clinicians were asked a series of
questions beginning with how they would initially re-
spond to a patient who missed an appointment. For the
patient being seen by a psychotherapist, the second ques-
tion in the series asked: “If you do not hear from the pa-
tient and the patient does not appear for hig’her next
regular appointment, what would you usually do next?’
For the patient being seen by a psychopharmacologist or
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internist, the second question (“next step”) asked: “If you
do not hear from the patient within the time that the pa-
tient should have scheduled a follow-up visit or would
have needed a refill of medication, what would you most
likely do next?” The different wording of this question
reflects the fact that therapy patients often have standing
appointments whereas follow-up appointments for psy-
chopharmacology. and internal medicine patients are usu-
ally made at the time of .avisit. For all scenarios, the third
question (“third step”) in the serieswas: “If | did not make
contact with the patient by the above efforts, | would. . .”

Thefinal section of the questionnaire, identical inthe 3
versions, contained questions about factors that might in-
fluence the clinician's decision to contact the patient.
These items were presented as Likert-type responses
ranging from 1 (“not at al influential”) to 5 (" extremely
influential”). Additional questions asked about hilling for
missed appointments and whether office staff were avail-
ableto call patients.

Data Analyses

The primary dependent variables were the type of re-
sponse selected by the clinician: (1) wait for the patient to
call/do nothing further to contact the patient; (2) call the
patient; (3) write a letter to the patient; (4) try to reach
others who may know the patient (e.g., other treaters,
patient’sfamily). In aminority of cases (2%), respondents
wrote in an “other” response to an item. Inspection of the
individual responses indicated that most of these “other”
responses could be reclassified into 1 of the 4 primary re-
sponse outcomes. In cases where this was not possible (9
item responses), the response was treated as missing data.
In some cases, respondents circled more than 1 response
per question. Theseitems were recoded into 1 of the 4 pri-
mary outcomes by choosing the more “active” response
according to a hierarchy in which “try to reach others’
was considered the most active response, followed by
“call the patient,” “write a letter,” and, finally, “wait/do
nothing.”

The primary analysis compared responses by clinician
(psychiatrists vs. nonphysician therapists for psychother-
apy patients and psychiatristsvs. internists for medication/
medical patients) and patient-type (low risk or high
risk) using Pearson chi-square or, where cell sizes were
small, Fisher exact test. Multivariate logistic regression
analyses were also performed to assess the impact of
potential confounding covariates and to determine which
variables had the greatest influence on clinicians re-
sponses to “no-shows.” All analyses were run using Stata
5.0."
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Table 1. Respondent Characteristics by Clinician Group*

Nonphysician
Variable Psychiatrists ~ Therapists  Internists
N 102 82 143
Age (mean+ SD), y 428+120 46.1+93 436+121
% Female? 26.5 58.3 331
Site, N (%)
General hospital 67 (65.7) 53(64.6) 143 (100)
Psychiatric hospital 35(34.3) 29 (35.4) NA
Orientation, N (%)
Psychodynamic 25 (25.0) 48 (60.0) NA
Medical/Biological 51 (51.0) 0(0) NA
Behavioral/CBT 0(0) 15 (18.8) NA
Other 23(23.0) 17 (21.3) NA
Combination 1(1.0) 0(0) NA
Primary E)racti ce setting,
N (%)
Academic/hospital
clinic 62 (62.0) 39(48.2) 104 (74.3)
Private practice 26 (26.0) 29(35.8) 25(17.9)
Community clinic 5(5.0) 4(4.9) 6 (4.3
Combination 7(7.0) 9(11.1) 5(3.6)
Years of experience
(mean + SD) 146+11.1 153+95 169+121
Outpatient hours/wk
(mean + SD) 174+116 165+89 16.2+13.0

*The denominator for each percentage reflects the number
who responded to that particular question. NA indicates not
applicable.

A(x%= 9.6, df =2, p=.008).

B(x? = 16.9, df = 2, p = .01).

RESULTS

Response Rates and Respondent Characteristics

A total of 902 questionnaires were mailed to clinicians
a MGH and MclLean hospitals. A total of 356
responses (39.5%) were received. There were no signifi-
cant differences in response rates by clinician category
(x?=252, df =1, p=.28). The response rate aso did
not differ by site for psychiatrists (x?=0.52, df=1,
p=.47) or for nonphysician therapists (x*= 1.22, df = 1,
p=.27). One psychiatrist was incorrectly mailed the
nonphysician therapist version of the questionnaire and
was excluded from further analyses. Also excluded were
28 respondents who reported that they do not treat
outpatients. The final sample consisted of 327 valid
guestionnaires.

Table 1 presents the demographic and professional
characteristics of respondents in the 3 clinician groups.
The groups did not differ in age, years of experience, and
weekly hours spent seeing outpatients. Compared with
the other 2 groups, the proportion of female respondents
was higher in the nonphysician therapist group (x*= 9.6,
df = 2, p=.008).
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Table 2. Clinicians’ Initial Responses to Low- and High-Risk
Patients Who Miss Appointments*

Table 3. Crude and Adjusted Odds Ratios for Taking Steps to
Contact a “No-Show” Patient After a Missed Appointment

Nonphysician Fisher
Psychiatrists  Therapists  Internists gyt

Response N % N % N % pValue
Low-risk therapy
patient .013
Call others 0 O 0 0 NA NA
Call patient 29 382 47 580 NA NA
Write 226 0 0 NA NA
Wait/do nothing 45 _59.2 34 420 NA NA
High-risk therapy
patient .50
Call others 4 53 4. 49 NA NA
Call patient 64 842 74 902 NA NA
Write 1 13 0 0 NA NA
Wait/do nothing 7 9.2 4 49 NA NA
Low-risk medication
patient <.001
Call others 1 11 NA NA 0 O
Call patient 17 193 NA NA 47 33.6
Write 6 68 NA NA 44 314

Wait/do nothing 64 72:7 NA NA 49 35.0
High-risk medication

patient .005
Call others 4 47 NA NA 1 07
Call patient 67 77.9 NA NA 114 81.4
Write 3 35 NA NA 17 121

Wait/do nothing 12 140 NA NA 8 57

*The denominator for each percentage reflects the number who
responded to that particular question. NA indicates not applicable.

Responses to Missed Appointments

Initial response. Table 2 displays clinicians’ initial re-
sponses to a patient who misses an appointment. For all 4
patient scenarios, psychiatristswereinitialy lesslikely to
take steps to contact a patient who missed an appointment
than were nonphysician therapists or internists. High-risk
patients provoked a more uniform initial response across
clinician groups. Although only 19% of psychiatrists
would call alow-risk psychopharmacology patient, 78%
would call ahigh-risk patient. Overall, 78% to 90% of cli-
nicians from the 3 groups would initially call a high-risk
patient who missed an appointment. For all patient sce-
narios, most clinicians would initially call or wait; very
few would exercise the option of writing or contacting
others.

As shown in Table 2, initial responses to a low-risk
therapy patient differed by clinician group (Fisher exact,
p=.013). Post-hoc comparisons indicated that this differ-
ence was dueto psychiatrists’ being lesslikely to take any
action to contact the patient (p=.04). For those who did
take steps to contact a “no-show,” psychiatrists and
nonphysician therapists did not differ in their choice of
action (i.e., call the patient, write, or call others). Psychia-
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Crude 95%  Adjusted 95%
Odds Confidence Odds Confidence
Category Ratio Interval Ratio®  Interva

Low-risk therapy patient

Nonphysician therapist

vs psychiatrist 2.01° 1.06t03.79 2.10° 1.07to04.09
High-risk therapy patient

Nonphysician therapist

vs psychiatrist 198 056t07.05 202 0.54t07.52
Low-risk medication patient

Internist vs psychiatrist 495° 276t08.88 6.55° 3.01t014.28
High-risk medication patient

Internist vs psychiatrist ~ 2.68° 1.05t06.84 3.45° 1.18t010.09
@Adjusted for hospital site (psychiatric vs. general), weekly hours of
outpatient care, and availability of staff assistance to contact patients.

trists and nonphysician therapists did not differ in their
initial response to a high-risk therapy patient.

Among psychiatrists, all of those who would initially
wait for a low-risk therapy patient to call and reschedule
would do the same for a low-risk medication patient.
However, of those 24 psychiatrists who responded to
both the therapy and medication items and who would
initially call a low-risk therapy patient, only 11 (45.8%)
would also call a low-risk medication patient while 12
(50%) would wait for the patient to call and reschedule
and 1 (4.2%) would write aletter to the patient (Fisher ex-
act, p <.001). Thus, psychiatrists were significantly less
likely to call alow-risk medication patient than they were
to cal a low-risk therapy patient who missed an
appointment.

Internists were more likely than psychiatrists to take
steps to contact a low-risk medication patient rather than
waiting for the patient to call and reschedule (Fisher ex-
act, p<.001). Of those clinicians who did take steps to
contact the patient, internists and psychiatrists did not dif-
fer in their choice of action. For a high-risk medication
patient, internists were again more likely to attempt to
contact the patient (Fisher exact, p=.05). Post-hoc com-
parisons a so showed that, compared with internists, psy-
chiatristswere more likely to try to contact others (family,
other treaters) than to write to a high-risk medication pa-
tient (p=.012).

Univariate and bivariate logistic regression analyses
were performed to identify variables that were either im-
portant predictors or potential confounders of clinicians
initial response to “no-show” patients. For each of the pa-
tient scenarios and clinician groups, Table 3 displays

J Clin Psychiatry 59:6, June 1998
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Figure 1. Steps Taken by Therapists (Psychiatrists and
Nonphysician Therapists) in Response to “Low-Risk”
Therapy Patients Who Miss Appointments*

No show

Initial response /\
Call Wait
48.4% (N=76)  50.3% (N=79)
Next step / \
Call Call
78.1% (N =57) 76.0% (N =60)
Third step m N

Try others C

all Write Write Wait
22.6% (N=12) 22.6% (N=12) 41.5% (N=22) 61.0% (N=36) 17.0% (N=10)

* Percentages refer to the proportion of respondents at each step
(contingent on response at the previous step) who selected a given
response. Only responses chosen by at least 15% of respondents are
shown. Differences in responses between psychiatrists and
nonphysician therapists are discussed in the text.

Figure 2. Steps Taken by Therapists (Psychiatrists and
Nonphysician Therapists) in Response to “High-Risk”
Therapy Patients Who Miss Appointments™

No show

Initial response ¢

Call
87.3% (N = 138)

Next step / \
Try others Call
38.6% (N=51) 50.8% (N = 67)

Third step M

Try others Write
61.2% (N=30) 34.7% (N=17)

— v —

Try others Call Write
61.2% (N=41) 19.4% (N=13) 17.9% (N=12)

* Percentages refer to the proportion of respondents at each step
(contingent on response at the previous step) who selected a given
response. Only responses chosen by at least 15% of respondents are
shown.

crude and adjusted odds ratios (OR) indicating the likeli-
hood that clinicians would take steps to contact a patient
after amissed appointment. Only the clinicians’ initial re-
sponse (rather than “next step” or “third step” responses)
were considered. Adjusting for hospital site (general vs.
psychiatric), weekly hours of outpatient care, and avail-
ability of staff assistance to contact patients, psychiatrists
were significantly less likely to try to contact a patient af -
ter a missed appointment in 3 of the 4 patient scenarios.
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Nonphysician therapists were more than 2-fold
(OR=2.1) more likely to try to reach a low-risk therapy
patient than were psychiatrists. Internists were 6.6 times
more likely than psychiatrists to try to contact a low-risk
medication patient and 3.5 times more likely to try to
reach a high-risk medication patient.

Inthissame analysis, hospital site appearedtobeanin-
dependent predictor of response to a therapy patient.
Adjusting for clinical discipline (psychiatrist vs. nonphy-
sician therapist), weekly hours of outpatient care, and
availability of staff assistance, mental health clinicians at
the psychiatric hospital were more than twice as likely
(OR=2.15, 95% CI = 1.01 to 4.56, p < .05) to try to con-
tact a low-risk therapy patient at the time of a missed ap-
pointment than were mental health clinicians at the
general hospital. This difference persisted after adjust-
ment for billing practices (OR=2.27, 95% Cl =1.01 to
5.08, p < .05). In addition, psychiatrists at the psychiatric
hospital were more than 3 times more likely to try to con-
tact alow-risk medication patient at the time of a missed
appointment than were psychiatrists at the general hospi-
tal (OR=3.30, 95% CI=0.98to 11.1, p=.05).

Sequential responses to “no-shows.” Clinicians were
asked what they would do after their initial response if
they did not hear from the patient by the time the patient
would be due for his’her next visit or medication refill
(“next step”). They were then asked what they would do if
they had not made contact with the patient despite these
efforts (“third step”). Figures 1-4 depict clinicians' se-
quential responses to each of the 4 “no-show” scenarios.
Only responses chosen by at least 15% of the sample or
subsample at each step are depicted.

Most mental health clinicians (psychiatrists and non-
physician therapists)}—78.1% of those who would ini-
tially call and 76.0% of those whowould initially wait for
the patient to call—would now call alow-risk therapy pa-
tient if they had not heard from the patient by the time of
the next appointment (Figure 1). There were no signifi-
cant differences between psychiatrists and nonphysician
therapists in their responses to a low-risk therapy patient
after theinitial response.

Although most clinicians (87.3%) would initially call a
high-risk therapy patient, as a next step, only 50.8% of
these clinicians would again try calling the patient, while
38.6% would try to reach others who know the patient
(Figure 2). There were no significant differences between
psychiatrists and nonphysician therapistsin their handling
of high-risk therapy patients at any point.

As Figure 3 shows, there was considerable variability
in clinicians' responses to a low-risk pharmacotherapy/
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Figure 3. Steps Taken by Psychiatrists and Internists in Response to “Low-Risk” Psychopharmacology/Medical Patients Who Miss

Appointments*

Initial response

Call
28.1% (N = 64)

No show

—

Write Wait
21.9% (N =50)

49.6% (N=113)

Next step / \

/\

Call Wait Call

/\

ait Call Wait

Wai
68.8% (N =33)

64.4% (N = 38) 17.0% (N = 10) 18.8% (N=9) 36.0% (N = 40) 46.0% (N =51)
Thid siep NG AW P N
Try others all Write Try others Try others all Write

@ Wait
17.7% (N=6) 17.7% (N=6) 41.2% (N=14) 23.5% (N=8) 44.4% (N = 4)

Wait
100% (N=9)

Wait
33.3% (N=3)

Ci ri Wait
18.0% (N=7) 15.4% (N=6) 48.7% (N=19) 18.0% (N=7)

Wait Wait
93.3% (N =28) 87.0% (N =40)

*Percentages refer to the proportion of respondents at each step (contingent on response at the previous step) who selected a given response. Only
responses chosen by at least 15% of respondents are shown. Differences in responses between psychiatrists and internists are discussed in the text.

Figure 4. Steps Taken by Psychiatrists and Internists in
Response to “High-Risk” Psychopharmacology/Medical
Patients Who Miss Appointments*

No show

Initial response ¢

Call
80.1% (N = 181)

Next step /N

Try others Call Write
21.1% (N=36) 55.0% (N =94) 19.3% (N =33)
Third step /\ /\

Try others

Try others
41.4% (N=12)

Write Wait
48.6% (N=17) 34.3% (N=12) 38.0% (N =11)

Try others Call Write
35.2% (N=32) 26.4% (N=24) 35.2% (N=32)

* Percentages refer to the proportion of respondents at each step
(contingent on response at the previous step) who selected a given
response. Only responses chosen by at least 15% of respondents are
shown. Differences in responses between psychiatrists and internists
are discussed in the text.

medical patient. Initially, nearly half (49.6%) would wait
for the patient to call and reschedule, while 28.1% would
cal the patient and 21.9% would write to the patient.
Analysis by specialty indicated that internists were ini-
tially more likely than psychiatrists to take steps to con-
tact a low-risk medication patient (65.0% vs. 27.2%;
Fisher exact, p <.001). However, after an initial attempt
at calling the patient, psychiatrists were more likely than
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interniststo take further stepsto contact the patient (100%
VS. 76.2%; Fisher exact, p < .05). Of those who would ini-
tially wait for alow-risk medication patient to call and re-
schedule, psychiatrists were again more likely than
internists to try to contact the patient as a “next step”
(69.8% vs. 33.3%; Fisher exact, p <.001).

As shown in Figure 4, most clinicians (80.1%) would
initidly try to call a high-risk medication patient after a
missed appointment. If this did not succeed, most of these
clinicians (55.0%) would again try calling the patient asa
“next step.”™ Pairwise comparisons within this group indi-
cated that compared tointernists, psychiatrists were more
likely to call others (family, other treaters) than to write to
the patient (Fisher exact, p<.001) and more likely to
write to the patient than to call the patient (Fisher exact,
p < .001). Among those who would write asa* next step,”
psychiatrists were more likely than'internists to continue
to try to reach the patient (Fisher exact, p < .05).

Of note, for all 4 patient scenarios, themgjority of cli-
nicians indicated that they would make some effort to
contact a high- or low-risk “no-show” patient at at least 1
of the 3 opportunities (initially, at the“ next step,” or at the
“third step”). Fewer than 5% of clinicians indicated that
they would take no stepsto contact alow-risk therapy pa-
tient (3.4%), high-risk therapy patient (0.7%), or high-
risk medication patient (2.9%) at any point. However,
15/63 (23.8%) of the psychiatrists and 25/59 (42.4%) of
the internists (x?= 4.76, df = 1, p=.03) who answered all
3 stages of questions about the low-risk medication pa-
tient indicated that they would take no action at any point
following a missed appointment.
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Influence of Clinician Characteristics

We compared the influence of several characteristics
of clinicians' practices on their responses to “no-shows.”
For these analyses, we dichotomized the initial responses
to missed appointments into (1) taking any steps to con-
tact a patient (calling the patient, writing, calling others)
versus (2) waiting for the patient to contact the clinician.

Clinical orientation (psychodynamic, biological,
cognitive-behavioral or other) of mental health clinicians
appeared to be an important predictor of response to
therapy patients who miss appointments. Those who con-
sidered their predominant clinical orientation to be “ medi-
cal model/biological” were significantly less likely to
take steps to contact a low-risk therapy patient
(OR=0.33,95% CI=0.15t0 0.73, p<'.01).or a high-risk
therapy patient (OR=0.20, 95% Cl=0.045 to 0.88,
p=.03) after a missed appointment than were those with
other clinical orientations. Overall, 27.0% of clinicians
who reported having a psychotherapy practice identified
their primary clinical orientation as “medical model/bio-
logical.” Psychiatrists' clinical orientation did not predict
their response to low- or high-risk medication patients
(analysis not shown).

The number of years of clinical experience was related
to response only for the low-risk medication patient sce-
nario in which more experienced clinicians were more
likely to contact the patient after a missed appointment
(OR=1.02, 95% CI = 1.0to0 1.05, p < .05). The humber of
hours per week devoted to outpatient care was unrelated to
initial response to a missed appointment for any of the 4
patient scenarios.

Practice setting (hospital-based, private practice, com-
munity clinic, or other) was also not related to the likeli-
hood of contacting a“no-show” patient except that mental
health clinicians based at the psychiatric hospital were
more than twice as likely to try to contact a low-risk
therapy patient after a missed appointment than were
those based at the general hospital (OR=2.36, 95%
Cl=1.18t04.71, p= .015).

Asshown in Table 4, clinicians differed in their billing
practices regarding missed appointments. More than half
of psychiatrists and nonphysician therapists sometimes or
always bill for missed appointments compared with only
5% of internists (p < .001). When comparing the 2 hospi-
tal sites, 75.0% of mental health clinicians at the private
psychiatric hospital reported that they sometimes or al-
ways bill for missed appointments compared with 51.8%
at the general hospital (x*=9.2, df =1, p=.002). Billing
practices were not related to clinicians’ initial responses
to low-risk therapy patients or to medication patients.
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Table 4. Billing Practices for Missed Appointments

Nonphysician
Psychiatrist Therapist Internist
Practice N % N % N %
Always 9 9.2 14 175 0 0
Sometimes 48  49.0 36 450 7 5.1
Never 41 418 30 375 131 949

However, those mental health clinicians who bill for
missed appointments were nearly 8 times more likely to
take steps to contact a high-risk therapy patient after a
missed appointment compared with those who never hill
(OR=7.94, 95% CI = 1.65 to 38.2, p=.01). Billing prac-
tices did not differ by clinical orientation.

Internists were much more likely to have office staff
available to call patients regarding appointments: 81.4%
of internists reported that staff assistance was available to
them compared with only 21.1% of psychiatrists and
10.2% of nonphysician therapists (Fisher exact, p < .001).
The availability of staff assistance was an important pre-
dictor of clinician response only for the low-risk medi-
cation patient scenario. Clinicians who had staff available
to call patients were 3 times more likely (OR = 3.14, 95%
Cl =1.76 t0 5.62, p < .001) to try to contact such a patient
than were those without the availability of staff assistance.

Influence of Other Clinical Variables

Clinicians were asked to rate the impact of a variety of
other clinical variables on their response to “no-shows.”
Because the responses to the Likert-type questions were
not normally distributed; the Kruskal-Wallis test was used
to compare the 3 groups and post-hoc comparisons were
made using the Wilcoxon rank sum test (Table 5). Overall,
clinicians rated the degree of the patient’s risk as the most
important variable influencing their response to a missed
appointment. Post-hoc comparisonsindicated that psychia
trists and nonphysician therapists are significantly more
influenced by medicolegal issues (“medicolegal con-
cerns,” “recommendations of risk managers’), method of
payment, and the advice or teaching of supervisorsthan are
internists (p < .005 for all comparisons). Finaly, nonphy-
sician therapists are more influenced by previous good or
bad outcomes than are internists (p=.002).

DISCUSSION
This study is the first attempt (to our knowledge) to as-

certain clinicians' responses to “no-shows’ and as such
should be considered preliminary and exploratory.
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We found marked variability in clini-

Table 5. Influence of Other Clinical Variables*

cians responses to missed appointments,

) ; g Nonphysician Kruskal-
particularly in regard to patients who Psychiatrist Therapist Internist Wallis
are considered low-risk. Although most Variable Mean SD Mean SD Mean SD pVaue
respondents would attempt to reach a “no- Degree of patient’s risk 481 054 477 070 464 083 .43
show” at some point after amissed appoint- Medicolegal concerns 351 116 356 108 303 122 .002

ment, psychiatrists appeared to be the
sowest of the 3. clinician groups to take
steps to contact patients who miss appoint-
ments. For the low-risk-therapy patient,

Patient’s history of attendance
with appointments and
treatment

How busy you are clinically  2.41 1.19 217 103 242 118 .35

Method of payment

3.75 0.96 391 099 364 097 11

(e.g., private vs clinic) 147 101 147 0.90 112 051 .03
psychiatrists were 2-fold more likely to Experience of good or bad
wait for the patient to contact them as an outcomes with patients 348 114 3.77 1.09 318 1.32 .01
- « 4 Advicelteaching from
initial response to a “no-show”. compared supervisors 333 117 343 111 233 115 .0001
with nonphysician therapists. Compared Recommendations of risk
with internists, psychiatrists were initially management advisors 282 120 3.01 126 230 1.22 .0002
even less Iikely to try to contact low-: or “?ﬁtjggtglsalba)sed on Likert scaleranging from 1 (“not at all influential”) to 5 (“extremely

high-risk “no-show” patients. The reason
for these different patternsis not clear, and
they held despite adjusting statistically for'hospital affili-
ation, availability of support staff, and clinical workload.
However, for a low-risk medication patient who has not
been heard from by the time of the next appointment or
medication refill, psychiatrists who initially waited be-
come more active in contacting patients.

In multivariate analyses, hilling practices did not ac-
count for the initial response of psychiatrists to missed
visits, but billing practices may play arole in the handling
of some “no-shows.” We found that for a high-risk
therapy patient, clinicians who bill for missed appoint-
ments were initially nearly 8 times more likely to try to
contact a patient after amissed appointment. The explana-
tion for this rather striking finding is not clear. Perhaps
clinicians feel more obligated to reach out to patients
whom they may bill for a missed appointment. Alterna-
tively, it may be that both billing for missed appointments
and more aggressive follow-up are part of aclinical strat-
egy to encourage greater appointment compliance among
high-risk patients. As expected, internists were much less
likely than mental health clinicians to report that they
sometimes or always bill for missed appointments.

The influence of “ingtitutional culture” may also be a
factor in clinicians responses to “no-shows.” Mental
health clinicians affiliated with the psychiatric hospital
were initially more likely to try to contact a “no-show”
therapy patient and psychiatrists at the psychiatric hospi-
tal were more likely to try to contact a*“ no-show” psycho-
pharmacology patient.

Clinicians from al 3 disciplines reported that the
patient’s degree of risk was the most influential variable
in their response to missed appointments. However, men-
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tal health clinicians were more motivated by medicolegal
concerns than were internists. The medicolegal aspects of
“no-shows’ may, indeed, be salient for mental health pro-
viders given that some court decisions have held them re-
sponsible for their patients’ behavior outside of the office.
For'mental health providers, a missed appointment may
trigger concerns about suicide, acommon reason for mal-
practice litigation. However, there are no data to our
knowledge indicating that clinician follow-up of “no-
shows” reduces suicide rates. Moreover, arecent analysis
found that, among patients who commit suicide within a
month of a health care appointment, fewer than one quar-
ter of patients disclosed suicidal intent during their last
appointment.®

We were not able to examine the impact of several
other variables that might influence clinician responses to
“no-shows.” For example, at the time of the survey, there
was no official protocol at either hospital regarding clini-
cians' responses to missed appointments. The institution
of such policies might be useful for standardizing follow-
up procedures. Because the clinicians surveyed were
based at 2 teaching hospitals, we were also not able to
compare the influence of different reimbursement struc-
tures such as capitation and staff-model HMOs. Finaly,
the impact of differences in actua “no-show” rates was
not examined because reliable data on these rates were
not available.

The relative paucity of information about clinicians
handling of “no-shows” is surprising in light of the docu-
mented frequency of missed appointments. In a meta-
analysis of studies available through 1990, Macharia and
colleagues® reported that the average rate of compliance
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with appointments was only 58%. In 1 of the only studies
to address the nature of clinician interventions after a
missed appointment, Lowe® compared the effectiveness
of either (1) a follow-up letter asking the patient to re-
schedule, (2) aletter automatically rescheduling afollow-
up appointment, or (3) no follow-up. For a sample of 69
therapy patientsat a community mental health center, she
found that the automatic-reschedule letter was the most
likely to result in patients’ returning to the clinic. How-
ever, the subsequent “no-show” rate by patients who re-
ceived this letter was also highest. She concluded that
letters requesting the patient to call and reschedule were
no more effective than no follow-up. In our study, the out-
come of clinicians interventions is unknown; the devel-
opment of effective strategies to deal with thisissueis an
important clinical concern.

A number of limitations of the present study deserve
attention. First, the results are based on clinicians' reports
about their behavior rather than direct observation. Al-
though the anonymity of the survey was intended to mini-
mize social desirability biases, clinicians' self-reports are
an imperfect index of their behavior in the variety of con-
texts in which “no-shows’ occur. Second, the survey was
restricted to a sample of clinicians at 2 teaching hospitals,
and the results may not be generalizableto clinicians el se-
where. Third, only 40% of clinicianswho were mailed the
survey responded. Although response rates were constant
across clinical disciplines and hospital sites, the possibil-
ity of response bias exists in that nonrespondents may
differ systematically from respondents. For example, if
nonrespondents to the survey are also less likely to take
stepsto contact patients, this might lead to an overestima-
tion of the frequency of attempts to contact patients. In
designing the study, we felt that the risk of nonresponse
bias was offset by the potential gain in response accuracy
by assuring clinicians (many of whom were colleagues)
that their responses would remain anonymous. Future
studies might address the possibility of incomplete re-
sponse rates and response bias by performing areview of
randomly selected charts to determine whether docu-
mented behavior differs from the patterns reported here.

The findings presented here must also be considered in
light of the multiple analyses and comparisons that were
made. The possibility of type | error in some of the sig-
nificant results must be acknowledged. However, the goal
of this study was one of hypothesis generation and explo-
ration so that correction for multiple comparisons might
have had the undesirable effect of obscuring interesting
trendsin the data.
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In summary, in a survey of mental health and internal
medicine clinicians, we found considerable variability in
clinicians' responses to “no-shows.” Initialy, after a
missed appointment, psychiatrists were less likely than
nonphysician therapists or internists to take steps to con-
tact patients. For patients considered to be high-risk, more
than 80% of clinicians surveyed would initially call the
patient after a missed appointment, but for low-risk pa-
tients, responses were more varied. A number of clinical
variables, including billing practices, hospital affiliation,
medical model orientation, availability of support staff,
and medicolegal concerns, were related to the choices cli-
nicians made about handling “no-show” patients. How-
ever, the influence of these mediating variables differed
depending on the type of clinician and the degree of per-
ceived risk of the patient. In seeking a standard of carefor
handling missed appointments, professional groups and
risk managers will have to account for the variability and
complexity of clinicians usual practices. At this point, it
may be that a standard of care will be difficult to “stan-
dardize”
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DiscLosURE OF OFF-LABEL USAGE

The authors of this article have determined that, to
the best of their clinical estimation, no investigational
or off-label information about pharmaceutical agents
has been presented that is outside Food and Drug
Administration—approved labeling.
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Instructions

Psychiatrists may receive 1 hour of Category 1 credit
toward the American Medical Association Physician’s
Recognition Award by reading the article starting on
page 330 and correctly answering at least 70% of the
questionsin the quiz that follows.

1. Read each question carefully and circle the correct
corresponding answer on the Registration form.

2. Type or print your full name, address, phone
number, and fax number in the spaces provided.

3. Mail the Registration form along with a check,
money order, or credit card payment in the amount
of $10 to: Physicians Postgraduate Press,

Office of CME, P.O. Box 752870, Memphis, TN

38175-2870.

4. For credit to be received, answers must be postmarked
by the deadline shown on the CME Registration form.
After that date, correct answers to the quiz will be
printed in the next issue of the Journal.

All replies and results are confidential. Answer sheets,
once graded, will not be returned. Unanswered questions
will be considered incorrect and so scored. Your exact
score can be ascertained by comparing your answers with
the correct answers to the quiz, which will be printed in the
Journal issue after the submission deadline. The Physicians
Postgraduate Press Office of Continuing Medical Education
will keep only arecord of participation, which indicates the
completion of the activity and the designated number of
Category 1 credit hours that have been awarded.

1. Overall, which of the following had the greatest impact
on clinicians’ responses to “no-shows”?
a. Years of clinica experience
b. Patient’s degree of risk
c. Clinical workload
d. Billing practices
e. Clinical orientation

2. Compared with internists, mental health clinicians:
a. Were more influenced by medicolegal issues
b. Relied more on office staff to contact patients
c. Werelesslikely to follow-up on “high risk” patients
d. Answersaand b only
e. Answersa, b, and ¢

3. Clinicians' responses to missed appointments:

a. Were most varied in the case of “low risk” therapy
patients

b. Were most varied in the case of “low risk” medication
patients

c. Were most influenced by professiona standards of care

d. Were shown to affect treatment compliance

e. Did not differ between the general hospital and the
psychiatric hospital

4. When a high-risk patient misses an appointment, most

clinicians reported that their first response would be to:

a. Write the patient aletter

b. Wait for the patient to call and reschedule

c. Cal others who know the patient (e.g., family, other
treaters)

d. Cal the patient

e. Document the missed appointment

5. Based on this study:

a. Psychiatrists appear to be more active than other
clinicians in contacting “no-show” patients

b. A standard of care has been defined for responding to
missed appointments

¢. Calling patients appears to be the most effective
strategy for reducing “no-shows’

d. Very busy clinicians appear to be least likely to follow
up with “no-show” patients

€. There appears to be considerable variability in
clinicians' response to missed appointments

6. For therapy patients who are considered “high risk”:

a. Mental health clinicians who bill for missed
appointments were more likely to take initial stepsto
contact a “no-show” patient

b. Calling the patient appeared to interfere with progress
in therapy

c. Psychiatrists at the general hospital were less likely to
follow-up than were those at the psychiatric hospital

d. Answersaand c only

e. None of the above

7. This study was not able to determine:

a. Whether clinicians' self-reports matched their actual
behavior

b. Which response to missed appointments is most
effective

c. Whether there was response bias in the results of the
survey

d. Whether malpractice liability is affected by response to
“no-shows’

e. All of the above

Answersto the December 1997 CME quiz
1. b 2e 3a 4d 5 c 6.c 7.a
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Circle the one correct answer for each question.
b c d
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Print or type
Name
Degree
Affiliation
Address
City, State, Zip
Phone( )
Fax ()
E-mail
Social security no.

(for CME credit recording purposes)

Hospital: 0  Private Practice: 0  Resident: 0  Intern: O

Deadline for mailing

For credit to be received, the envel ope must be postmarked
no later than November 1998 (outside the continental United
States, January 1999).

Keeping a copy for your files

Retain a copy of your answers and compare them with the
correct answers, which will be published after the submission
deadline.

Payment

A $10 payment must accompany this form. You may pay by
check, money order, or credit card (Visa or MasterCard). Make
check or money order payable to Physicians Postgraduate
Press. If paying by credit card, please provide the information
bel ow.

Check one: [ Visa [0 MasterCard
Card number

Expiration date
Your signature

Please evaluate the effectiveness of this CME activity
on a scale of 1 to 5 (1 being poor, 5 being excellent).

1. Overdl quality of thisCME activity
2. Content
3. Format
4. Faculty

5. Achievement of educational objectives:

A. Enabled meto realize that little empirical research
exists on how clinicians respond to missed
appointments. Oyes 0Ono

B. Enabled me to assess the impact of patient and
clinician characteristics on clinician response to
“no-shows.” Oyes Ono

C. Enabled me to discuss findings of the current study and
their implications for establishing a“ standard of
care.” Oyes [no

6. This CME activity provided a balanced, scientifically
rigorous presentation of therapeutic options related to the
topic, without commercial bias. Oyes 0Ono

7. Please comment on the impact that this CME activity might
have on your management of patients.

8. Please offer additional comments and/or-suggested topics
for future CME activities.

TEAR OUT AND MAIL THIS PAGE, ALONG WITH YOUR PAYMENT, TO:
PHysicians PostGRADUATE PrEss ¢ Orrice oF ConTINUING MEDIcAL EbucaTtion ¢ PO. Box 752870 « MempHis, TN 38175-2870

| F YOU ARE PAYING BY CREDIT CARD, YOU MAY FAX THIS PAGE TO:
Orrice oF ConTINUING MEDICAL EpucaTion AT 901-751-3444
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