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Abstract

Background. Non-attendance at paediatric hospital outpatient appointments poses potential
risks to children’s health and welfare. Prevention and management of missed appointments
depends on the perceptions of clinicians and decision makers from both primary and secondary
care, including general practitioners (GPs) who are integral to non-attendance follow-up.
Objectives. To examine the views of clinical, managerial and executive health care staff regard-
ing occurrence and management of non-attendance at general paediatric outpatient clinics.
Methods. A qualitative study using individual semi-structured interviews was carried out at
three English Primary Care Trusts and a nearby children’s hospital. Interviews were conducted
with 37 staff, including GPs, hospital doctors, other health care professionals, managers, execu-
tives and commissioners. Participants were recruited through purposive and ‘snowball” sam-
pling methods. Data were analysed following a thematic framework approach.

Results. GPs focused on situational difficulties for families, while hospital-based staff empha-
sized the influence of parents’ beliefs on attendance. Managers, executives and commis-
sioners presented a broad overview of both factors, but with less detailed views. All groups
discussed sociodemographic factors, with non-attendance thought to be more likely in “‘chaotic
families’. Hospital interviewees emphasized child protection issues and the need for thorough
follow-up of missed appointments. However, GPs were reluctant to interfere with parental
responsibilities.

Conclusion. Parental motivation and practical and social barriers should be considered.
Responsibilities regarding missed appointments are not clear across health care sectors, but
GPs are uniquely placed to address non-attendance issues and are central to child safeguarding.
Primary care policies and strategies could be introduced to reduce non-attendance and ensure
children receive the care they require.

Key words: Appointments and schedules, attitude of health personnel, child welfare, general practitioners, pediatrics,
qualitative research.

© The Author 2013. Published by Oxford University Press.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0/), which permits
non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For commercial re-use, please contact journals.permissions@oup.com

m

GTOZ ‘0T Yo\ Uo AisieAlun uosy e /Bio'seuinolploixoeidwe)//:dny wouy papeojumoq


mailto:h.m.pattison@aston.ac.uk?subject=
http://fampra.oxfordjournals.org/

12

Family Practice, 2014, Vol. 31, No. 1

Introduction

In 2011-12, approximately 12.2% of scheduled hospital out-
patient appointments for children and young people in England
(excluding cancellations) were not attended (1). Missed appoint-
ments are problematic not only because they incur financial
costs to health services, increase waiting times and are poten-
tially detrimental to family-provider relationships, but also
because children often still require assessment, investigation or
treatment and so are at risk of avoidable negative health out-
comes (2). This risk will vary depending on the health condition,
type and purpose of the appointment and family circumstances,
but in extreme cases, the consequences can be severe. Indeed, a
confidential enquiry reported that failure to follow-up missed
appointments was an avoidable factor associated with a num-
ber of child deaths (3). Paediatric non-attendance is particularly
concerning as children have a fundamental right to access health
care (4) and do not themselves choose to miss appointments,
rather they are ‘not brought’ by parents or caregivers (5). In
some instances, missed appointments can indicate family vul-
nerability and potential threats to children’s welfare (6), thereby
raising questions about child safeguarding.

Previous research has reported that paediatric outpatient
non-attendance is more likely in lower socioeconomic groups (7)
and in families with ‘diffuse social problems’ (8). Appointment-
related factors are also important, with non-attendance less com-
mon in specialist clinics such as cardiology, and at first rather
than follow-up appointments (2). Longer waiting times increase
missed appointments, (9) and non-attenders are more likely to
travel by means other than car, have longer journey times, have
more appointments per year, and receive their appointment by
post rather than in person (7).

Non-attendance is also related to parents’ perceptions, for
example, when they disagree with the need for referral, are fear-
ful of consequences such as unwanted diagnoses, or believe the
costs of attending outweigh the benefits. Parental beliefs about
children’s health seem particularly important, with ‘child now
well’ the most commonly reported reason for non-attendance in
one study (2). However, later research found that non-attending
parents scored children’s illnesses as more severe than attending
parents (7), suggesting that the link between attendance and ill-
ness perceptions is not clear-cut.

There are no national standards in the UK for managing pae-
diatric outpatient non-attendance. However, hospital guidelines
typically mandate that GPs are informed and asked to review
the need for the appointment. It is uncommon for primary care
providers to have policies addressing missed hospital appoint-
ments, so follow-up depends on the decisions of individual
GPs, often taking into account the health issue, type of visit
missed (e.g. new referral or routine review) and probability that
the appointment is still needed. Similarly, the extent to which

missed appointments are checked by secondary care clinicians
may depend on their perceptions of the urgency of appoint-
ments. This means that follow-up occurs in some cases, but not
in others.

Health care professionals’ (HCPs) views are, therefore, cen-
tral to effectively managing non-attendance. Previous studies
have investigated the potential influences of staff’s perceptions
on the management of missed appointments in primary care
settings. GPs in one study attributed appointments missed by
adult patients mainly to patient rather than service factors and
underestimated the influence of doctor—patient relationships
(10). Research in the USA found that physicians believed that
non-attendance occurred as patients did not value preventive
services and struggled with travel costs, leading doctors to sug-
gest patient education and telephone consultations as appropri-
ate alternatives (11).

Similar studies investigating the views of HCPs about
appointments missed by children in secondary care are lacking.
Given their central role in following up non-attendance, GPs
must be included in such research, as well as those involved in
delivering and managing children’s services. This qualitative
study, therefore, explored the views of clinical, managerial and
executive health care staff from both primary and secondary
care regarding the occurrence and management of non-attend-
ance at general paediatric outpatient clinics. This study was part
of a wider project examining the provision of paediatric outpa-

tient services.

Methods
Sampling

Semi-structured interviews were carried out with clinicians,
managers, executives and commissioners from three English
Primary Care Trusts and a nearby children’s hospital. To obtain
sufficient data from individual groups, approximately 30 inter-
views were estimated to be required (12). Key informants with
experience of contact with, planning or delivering secondary
paediatric outpatient clinics were identified through discus-
sion within the research team and were purposively sampled.
Additional ‘snowball sampling’, where interviewees suggest
potentially useful contacts, identified other professionals with
relevant perspectives. Prospective participants were invited by
e-mail and followed up by telephone. Recruitment and data col-
lection ended when no new information was identified, and data
saturation was reached (13).

Interviews

Interviews were conducted at participants’ workplaces between
May and September 2010, and took 40 minutes on average.
Informed consent was obtained, including acknowledgement
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of job title disclosure, as professional roles provide important
context. A semistructured interview schedule was used, allow-
ing flexible exploration of salient responses (Table 1). Interviews
were recorded and transcribed verbatim. This study was con-
firmed by the National Research Ethics Service as a service
evaluation not requiring review by an NHS Research Ethics
Committee.

Data analysis

Interview data were coded by three of the authors (GH, EC
and SR) and analysed following the five stages of a thematic
framework approach: familiarization; identifying a thematic
framework; systematically applying the framework to the data
(indexing); creating a summarized matrix for each theme (chart-
ing); and interpretation (14). Codes pertinent to access and
attendance were identified for further investigation. The authors
met throughout the analysis period to discuss theme develop-

ment and interpretation.

Results

Thirty-seven health care staff from primary and secondary care
participated, as shown in Table 2. The analysis generated five
themes, which will be described below.

Perceived barriers to attending appointments

Participants suggested the following barriers to families attend-
ing appointments: travel and parking issues; general ‘access’ dif-
ficulties; poor administration of appointment letters; conflicting
priorities such as school, work or illness; lengthy waiting times;
many scheduled appointments; and forgetting. GPs focused on
the real-life practicalities for families, highlighting financial costs

and ability to pay; particular difficulties for parents travelling
with several young children by public transport; and the impact
of ““other more pressing social problems’” (GP 2).

“You know, if you’re about to be evicted from your house...
the last thing on your mind is taking little Johnny or little
Jane to the children’s hospital. You’re more interested in
keeping a roof over your head, putting food on the table. Let’s
be realistic about it”. (GP 2)

Hospital doctors and specialist nurses acknowledged that travel
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difficulties may cause ‘“tremendous aggravation’” (Consultant
7) but asserted that such access issues do not ultimately affect
attendance. Instead it was suggested that supposed barriers might
be due to unrealistic parent expectations and that access was in
fact reasonable. Two hospital-based interviewees proposed that
the degree to which attendance is influenced by access barriers

depends on parents’ motivation.

“For those people who are motivated to bring their young
person to clinic, it doesn’t cause a barrier because nothing
would, but for those where anything is going to cause a prob-
lem, we’re not the easiest to get to.” (HCP 5)

Perceptions of parents’ values, attitudes and beliefs

The majority of participants perceived that parents’ attitudes
and beliefs had at least some influence on attendance. GPs, man-
agers, executives and commissioners cited parents’ perceptions
of appointment necessity and importance, and their motiva-
tion to attend. They claimed that some parents find them “‘too

¢ 39

much hassle”® (Manager 4) or that they “‘don’t want to go
(Commissioner 2).

Hospital-based doctors and other HCPs also referred to
parents’ motivations to attend, such as the value placed on the

relationship with the doctor, the influence of previous negative

Table 1. Topics covered in the semi-structured interview schedule and example questions

Interview Topics

Example Questions

Access to paediatric outpatient services

Perceived reasons for non-attendance at appointments
Ways of managing non-attendance

Perceptions of families’ views and experiences
Working across the primary—secondary care interface

Delivering paediatric outpatient care in community settings

The location and design of services

‘How easy or difficult do you think it is for families to come for an
outpatient appointment at the hospital?’

“Why do you think some families do not attend outpatient appointments?’
“What do you think could be done to prevent nonattendance?’

‘How do you think adolescents feel about visiting the children’s hospital
outpatient department?’

‘How do you feel about the current children’s hospital outpatient services
and their referral system?’

‘How would you feel about having a general paediatric hospital outpatient
clinic at your practice?’

‘How well does the environment of the outpatient department meet the
needs and expectations of families?’

“Where do you think the best place for community-based clinics would be?’
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Table 2. Participant characteristics

Primary care Secondary care

6 GPs 9 Consultants
6 General paediatrics
1 Other HCP
1 Health visitor

1 Respiratory medicine
1 Dermatology
1 Emergency medicine
1 Manager 3 Paediatric registrars
2 Executives 1 Neurology
2 Commissioners 1 Metabolic diseases

1 Paediatric intensive care
5 Other HCPs

3 Clinical nurse specialists

1 Phlebotomist

1 Occupational therapist
3 Managers
5 Executives

Total = 12 Total =25

experiences at the hospital and concerns about wasting clini-
cians’ time. Hospital staff discussed the influence of parents’
perceptions of the child’s condition, whether it is considered
problematic or resolved, and their level of anxiety.

“If parents have got a concern about their child, they will
more likely than not follow that through... if they have been
told that there is a concern or a worry that they are not con-
cerned or worried about, if the child’s slightly overweight or
has some behavioural difficulties that the parents aren’t wor-
ried about, I think in that situation they are highly unlikely to
attend.” (Paediatric Registrar 1)

Hospital consultants, specialist nurses and executives suggested
that non-attendance may be related to the value placed on the
child’s health.

“Some families that are far more concerned about themselves
than their child actually... it’s more important to go and do
something because they want do that as an adult, rather than
actually the child needs to be reviewed.” (HCP 1)

Many hospital-based participants also cited more serious child
protection issues as a factor associated with non-attendance,
suggesting that some appointments are missed for “‘more sinis-
ter reasons”‘ (Consultant 8).

Views on the characteristics of families who do
not attend

Participants from all groups proposed links between attendance
and demographic factors, including socioeconomic status, edu-
cational level and ethnicity. Missed appointments by minority
ethnic families were explained by language issues, cultural beliefs

and previous experience. However, one HCP pointed out non-
attendance is not entirely predictable from demographic factors.

“There are pockets of those patients... that I could equally say
you know, they will definitely come and they’re in that socio-
economic group [socioeconomic groups 4 and 5], because
they have the perception that they don’t want to waste your
time and so there’s a personality thing as much as it is a socio-
economic thing.” (HCP §)

GPs and hospital-based doctors proposed a greater likelihood
of non-attendance in ‘chaotic’ or dysfunctional families. GPs
linked family ‘dysfunction’ to social factors, such as “‘poor edu-
cational abilities”* (GP 2). Consultants thought that other issues
may take precedence in their lives, they lack organization, and
“‘don’t run on diaries”* (Consultant 9).

“Because they’ve got a chaotic life and they don’t, they haven’t
really sort of put that right up at priority one, or they don’t have
system for making something priority one.” (Consultant 2)

Moreover, hospital-based consultants and other HCPs claimed
that there were distinct types of families, suggesting that they
perceive attendance as a relatively fixed characteristic of families.

“I think your general attenders are your general attenders,
I think your nonattenders are your general nonattenders.”
(Consultant 8)

Potential strategies for reducing non-attendance

All groups recommended confirmation or reminder systems and
improved communication processes with families. Participants in
primary care also proposed shorter waiting times, increased flexi-
bility and convenience. Hospital interviewees suggested new ways
of delivering services such as evening clinics, suspended appoint-
ments and multi-appointment ‘one-stop-shop’ visits. They also
recommended improved transport links, sufficient appointment
notice and greater choice over appointment time and location.

GPs and managerial and executive-level decision makers
from primary and secondary care were largely in favour of pro-
viding ‘care closer to home’ in community settings, though some
claimed that effectiveness would depend on the specific trans-
port links and location of such services. Many hospital doctors
felt strongly that despite potential other benefits, such services
would have no effect on attendance.

“They don’t make a hoot of difference to health really or to
DNA [did not attend] rates.” (Consultant 7)

Two hospital-based HCPs advocated addressing parental moti-
vation by penalizing families who miss appointments through
monetary fines or withholding treatment, but acknowledged this
would be difficult to implement. Other interviewees saw this as
unfair and detrimental to children’s well-being. Educational
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approaches were also proposed by hospital-based participants,
with managers and executives focusing on the costs and con-
sequences of missing appointments, while doctors and HCPs
emphasized knowledge of the reason for the appointment, and
their rights and responsibilities around cancelling appointments.

Roles and responsibilities in managing
non-attendance

In accordance with local policy, hospital consultants, managers
and executives stated that referring GPs were informed when
appointments were missed. However, one hospital manager
expressed concerns about ‘passing the buck’ and uncertainty
about the thoroughness of GP follow-up. Hospital consultants
and HCPs suggested that they should retain responsibility for
following up certain cases depending on the appointment type
and perceived urgency.

“I think follow-up DNA’s we do have a responsibility for
because it’s us that’s asked for the appointment, we know the
problem we’re dealing with and then we can make a decision
about whether it matters or not. And if it matters then we
chase up the patient.” (Consultant 4)

An empbhasis on adequate follow-up to ensure child safeguard-
ing was apparent in the interviews of many clinical and non-
clinical hospital participants.

“...one or two missed appointments and are we actually talk-
ing about a child protection issue? ...I don’t feel that we could
a hundred percent say that we’re confident, that we follow all
these kids up and can say categorically no there isn’t.” (HCP 1)

To prevent missed appointments, some consultants thought

¢

that GPs could ‘“tighten their referring practice”* (Consultant
6) to ensure appropriate referrals and educate families about
the importance of attending. One GP, however, was hesitant to
interfere with parental responsibilities, instead suggesting that
the role of the GP is limited to family support and re-referral.
Three hospital-based interviewees echoed this sentiment that
parents are ultimately responsible for ensuring attendance and
should be encouraged to choose for themselves, but one GP
and one registrar noted that these parental choices can result in

missed health care for children.

“...it’s not the children who are not attending, it’s the parents
who aren’t bringing them.” (Paediatric Registrar 3)

Discussion

All groups suggested that attendance is influenced by practical
barriers, parental beliefs and sociodemographic factors. GPs
perceived the greater influence to be situational difficulties,
while hospital-based HCPs presented parents’ perceptions as

the dominant factor. The latter attributed more personal causes
and therefore classified families as ‘attenders’ or ‘non-attenders’.
Non-clinical participants cited both factors but presented less
detailed insights. Accordingly, GPs and primary care interview-
ees focused on reducing barriers and forgetting, tended to be
in favour of community-based clinics and limited their role to
reactive follow-up of missed appointments. Hospital staff sug-
gested more educational and behavioural approaches to preven-
tion, were sceptical of the effectiveness of ‘care closer to home’
for reducing DNA rates and were keen to target parental beliefs.

Divergent views on the occurrence and management of non-
attendance may be explained by the professional context and ori-
entation of different groups. Secondary care professionals often
have relatively short-term relationships with families and direct
knowledge of missed appointments in a hospital setting. They
may, therefore, focus on available transport links and the number
of families who do manage to attend appointments, rather than
individual practical difficulties. This group might consider more
novel prevention strategies, as missed appointments have an acute
impact on their practice and the success of traditional approaches
may have levelled off. Additionally, staff working in a children’s
hospital are child focused and prioritize the needs of the child
patient over those of the whole family. This explains their emphasis
on child protection, willingness to intervene in non-attendance and
hesitance to rely solely on GP follow-up of missed appointments.

Conversely, GPs have regular contact with families so are
likely to have a greater understanding of the practical and social
difficulties faced by parents and the specific requirements of
travelling to hospitals from their locality, thus explaining their
focus on barriers. Moreover, parents may emphasize practical
difficulties when explaining missed appointments to GPs to
avoid blame and maintain positive relationships. Similarly, some
GPs may prefer not to address motivational issues in case this
harms their rapport with families. A previous study found that
GPs were cautious about addressing adult missed appointments
in primary care for this reason (15). GPs also retain the notion
of being a ‘family doctor’; they address the needs of whole fami-
lies and treat child patients within this context. Their support
for parental autonomy and responsibility may be related to this
promotion of the primacy of the family unit.

Though divergent staff perceptions can be explained by alter-
native professional priorities, the difference in views regarding
responsibilities for dealing with non-attendance is a barrier to
effective management of missed appointments, which must be
considered and addressed.

Links to existing literature

Participants in this sample were aware of the majority of factors
identified in the literature as influencing attendance, including
access barriers, service issues (7) and parent decision making,
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akin to the cost-benefit analyses reported in earlier research (2).
Interviewees acknowledged links between attendance and soci-
odemographic factors but presented relatively nuanced views.
For instance, ethnicity was thought to affect attendance mainly
through the influence of language and cultural beliefs, support-
ing a previous study that showed that differences in non-attend-
ance rates between ethnic groups were not significant when
culturally appropriate measures were implemented (16). While
participants noted that non-attendance might be more likely
in lower socioeconomic groups, it was emphasized that social
background is not sufficient to explain non-attendance. As one
interviewee indicated, parents from deprived backgrounds may
nevertheless be motivated to attend, suggesting an over-riding
influence of parental beliefs. The notion of ‘chaotic families’
cited by health care staff also accords with earlier findings that
non-attendance is higher in families with ‘diffuse social prob-
lems’ (8) and who have contact with social services (17).
Patients with ‘chaotic’ lifestyles were also mentioned in pre-
vious qualitative studies of staff views in primary care settings.
One GP in a study by Martin et al. (10) stated that, ‘““some
people’s lives are so chaotic they are incapable of remembering
things’.” This closely reflects the statements in our study that
these families were disorganized and had no systems for pri-
oritizing appointments. ‘Chaotic lives’ were also mentioned by
GPs in studies by Hussain-Gambles et al., (15) who ascribed
this trait to young people in particular, and by Gill et al., (18)
who noted this as a source of powerlessness preventing them
from influencing child hospital admissions. This perceived link
between non-attendance and disorganized lifestyles seems to be
pervasive among HCPs in the UK. Further research is required to
understand the origin and meaning of this term, whether disor-
ganization is linked to non-attendance and if so, the precise rela-
tionship between them. Interventions could then be designed to
target specific issues in this group of patients. Meanwhile, exist-
ing strategies could be tailored to best fit the needs of such fami-
lies, for example, delivering multiple appointment reminders.
Additionally, our interviewees referred to non-attendance
as a fixed characteristic of patients and families. This was also
mentioned by health care staff in the study by Hussain-Gambles
et al. (15) who referred to ““repeat offenders’.” This too war-
rants further study, and there is already evidence to suggest that
non-attending families are significantly more likely to have also
missed previous appointments (7). Interventions could, therefore,
be targeted at families who do not attend on multiple occasions.

Implications and recommendations

Our findings suggest that GPs can be reluctant to interfere with
parental responsibilities regarding attendance at children’s hos-
pital appointments, focusing primarily on barriers to attending
rather than parents’ motivations. Yet, by dealing with parents’
beliefs and practical concerns, GPs can help to uphold the rights

of their child patients to access the health care that they require.
UK guidelines explicitly recommend that local systems are devel-
oped to enable GPs to take action following missed appoint-
ments (6) and highlight the central role played by GPs in child
protection (19,20). Moreover, GPs are in a unique position to
address non-attendance given their long-term and ‘near-univer-
sal’ contact with children and families (21), and the privileged
knowledge of families obtained through these relationships.

Thus, primary care providers could take responsibility for
promoting attendance and managing non-attendance at hospi-
tal appointments, being the central organizing hubs of patients’
health care. This notion of GP responsibility for coordinating
care across multiple settings is a core principle of the Patient
Centred Medical Homes that have arisen in the USA since 2007
(22). Even in cases where referrals are made to specialist services
by other HCPs (e.g. from an emergency department), GPs are
usually notified and can maintain an active role in overseeing
their patients’ interactions with the health care system.

To promote attendance, GPs can check parents’ understand-
ing of the reasons and need for referred appointments, empha-
size the importance of attendance and ensure they know how to
cancel or reschedule, and the importance of doing so if neces-
sary. This type of approach was recommended by some of the
hospital-based interviewees in our study, though purely ‘edu-
cational’ or information-giving strategies are unlikely to have
large effects on attendance on their own. Rather a ‘package’ of
techniques to influence behaviour, of which information provi-
sion is one aspect, would usually be more effective (23). Engaged
two-way discussions, problem solving and confidence-building
approaches may all be useful supplementary methods that could
be implemented by both primary and secondary care clinicians.

It is also essential that all missed outpatient appointments are
followed up by primary care centres. This is especially important
as secondary care clinicians may only follow up non-attendance
if they see the health condition as serious and believe that parents
are ‘bothered’ about the appointment, or they may have unneces-
sary concerns about child safeguarding that could be precluded
by GPs’ input. GP practices could develop policies addressing
hospital non-attendance and systems for implementing a follow-
up procedure. This could be by phone call, in person or using
digital communication as appropriate, and might be carried out
by health visitors, nurses or receptionists in addition to GPs.
The methods used may depend on available resources, perceived
urgency of particular appointments and individual family circum-
stances. Automated electronic reminders and recording systems
on GP computers could facilitate this. Annual review of all chil-
dren who miss primary care appointments has previously been
recommended by GPs as a new health care quality marker for
children’s care (18). However, we suggest that follow-up should
be initiated immediately following non-attendance to ensure that
the reasons for missing the appointment can be addressed while
still pertinent, and to monitor child safeguarding issues.
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Strengths and limitations

To our knowledge, this is the first qualitative study to investigate
HCPs’ views of non-attendance at secondary paediatric outpa-
tient clinics. The study benefited from a diverse sample; however,
we acknowledge that the majority of participants came from sec-
ondary care. This was due to difficulty recruiting busy GPs from
our base within a hospital setting, and the potentially greater
resonance of the topic with those in the children’s hospital.

Multiple researchers analysed and interpreted the data,
thereby lending credibility to the findings. Although we would
be cautious about transferring findings directly into other con-
texts, this article addresses fundamental issues relating to health
services’ responsibilities to families and patients and thus has
wider relevance for the management of non-attendance, includ-
ing in primary care and adult outpatient clinics.

Conclusion

Although national policies, funding, procedures and technolo-
gies have not thus far been developed to address non-attendance
at children’s outpatient appointments, this is nonetheless an
important issue that can have significant bearing on children’s
health and well-being and warrants due attention. By discussing
with parents their motivations to attend and following up all
missed hospital appointments, GPs can act to help ensure that
their paediatric patients receive appropriate and timely care.
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