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Abstract 

Background: Missed outpatient clinic appointments result in inefficient use of staff time, 

prolong waiting lists, limit clinic accessibility for other patients, and may be detrimental to 

patient health. This study examines organisational and patient factors which may lead to hospital 

clinic non-attendance at outpatient clinics in two metropolitan hospitals in Victoria, Australia. 

Methods: We conducted a review of organisational process by interviewing staff on clinic 

triaging, booking, and cancellation processes. An audit of patients booked into the two clinics 

was undertaken with baseline demographic data on patients who missed appointments. 

Electronic databases were reviewed to identify staff follow-up action and the documented 

reasons for failure to attend (FTA).  

Results: Of 207 appointments, 25% (n=51) were not attended during the study period. In 14% 

(n=7) of patient FTAs, there was no electronic documentation trail on follow-up contact by staff 

or outcome. Organisational factors including lack of integration between electronic systems and 

inconsistent electronic documentation by clinic staff were found to contribute to FTA. Of 

contacted patients, the most common reasons for non-attendance were hospital or emergency 

department admission (13%, n=4), not interested in treatment (13%, n=4), and forgetting (9%, 

n=3). 

Conclusion: This study demonstrated a high rate of patient FTAs in two Victorian metropolitan 

outpatient clinics. Robust data on capturing reasons for non-attendance will be valuable when 

identifying measures to reduce patient FTAs. Organisational factors including inconsistent 

electronic documentation by staff and disjointed electronic systems contributed to FTAs. 

Integrating data from multiple electronic systems and developing consistent clinician processes 

to clearly document FTA and attempts to contact patients following FTA will reduce the reasons 

for non-attendance found in this study and enhance co-ordination of care.  
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Organisational process and patient factors contributing to hospital outpatient clinic non-

attendance 

Introduction  

As Australia’s population continues to age and the burden of chronic disease increases, ensuring 

opportunity to access outpatient clinics becomes increasingly important. Hospital outpatient 

clinics have a role in consolidating care between community practitioners and tertiary services 

and ensuring discharged medically complex patients receive timely specialist follow-up [1]. 

Patients who fail to attend (FTA) clinic appointments (that is, non-attending patients who neither 

use nor cancel their appointment) represent a major source of inefficiency in global healthcare 

systems. In the UK in 2012, 5.8 million outpatient appointments were missed, causing an 

estimated £585 million of revenue to be wasted due to non-attendance [2]. Missed appointments 

result in ineffective use of staff time, prevent access to clinics by prolonging waiting times, and 

are detrimental to patient health outcomes as continuity of care is lost [2]. Patients with advanced 

disease who fail to attend are found to have an increased likelihood of emergency department 

admissions and increased mortality in comparison to patients who have not missed appointments 

[3,4]. Determining the reasons behind patients failing to attend may identify solutions that 

improve adherence and reduce inefficiencies in the healthcare system. 

The aim of this study is to examine organisational and patient factors which may lead to non-

attendance in two outpatient clinics in two metropolitan hospitals in Victoria, Australia. 

Methods 

This project was approved as a quality assurance project through the Eastern Health Office of 

Research and Ethics (QA102-2017).  

The project was conducted at an Australian health service at the infectious diseases (ID) clinics 

at two metropolitan hospital sites. These sites shared common organisational processes and 

medical staff, while administrative staff were site specific.  

Brief semi-structured interviews were conducted with administrative staff members exploring the 

process of triaging, booking, and cancelling patient appointments. Data from these interviews 

were then compared to hospital guidelines. Figure 1 outlines hospital guidelines for triaging, 

booking, and rebooking patient appointments. For both sites, medical staff triaged internal and 

external clinic referrals uploaded onto a centralised electronic triage system by administrative 

staff. All patients were routinely sent postal reminders at minimum three days prior to the 

appointment and a text message reminder two days prior, detailing preparation for the 

appointment and instructions for cancellation [5]. If a patient fails to attend, hospital guidelines 

recommend calling the patient to enquire the reason for non-attendance and rescheduling the 

appointment if required [5]. Following two consecutive FTAs, guidelines recommend removing 

patients from the clinic list with clinician approval. Patients are informed of the FTA policy via 

the postal and text message reminders [5].  
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In addition, an audit of non-attending patients over a four-week period was conducted by one 

author, reviewing patients booked into ID clinics at both sites. For patients who failed to attend 

clinic appointments, baseline demographic data was collected including age, gender, and reason 

for appointment. In addition, reason for non-attendance, prior history of failure to attend, 

attempts to cancel, and action undertaken by doctors or administrative staff was gathered. This 

information was extracted by searching three electronic databases where patient information on 

outpatient appointments was captured in both hospital sites: Clinical Patient Folder (CPF), 

Electronic Medical Record (EMR), and HOMER,© in addition to a hardcopy documentation 

used by clerical and medical staff. Basic computations using the data were performed using 

Microsoft Excel 2016.  

Results 

Semi-structured interviews  

Interviews with medical and clerical staff identified that a paper FTA document is used by 

doctors, clinic nurses, and clerical staff to capture a follow-up plan after patient non-attendance. 

After clerical staff have used this document to either rebook, discharge, or contact patients, this 

document is destroyed with no electronic trail. Three electronic databases are used by both 

hospitals for the documentation of FTA data. Two databases (HOMER and EMR) can be 

completed by clerical staff with administration rights capturing information on FTA. These 

databases do not include free text sections on FTA. The third database (CPF) has a section that 

can be completed only by clinical staff (medical or nursing) on FTA, including free text sections 

on reasons for FTA and actions.  

Interviews identified that there was no consistent process followed by medical staff in capturing 

data electronically on reasons for and actions following FTA, although all were comfortable with 

documenting the plan on the paper FTA document. Administrative staff reported routinely 

entering FTA data in one database in real-time (HOMER), however due to lack of integration 

between databases, this information may be incomplete or inconsistent across all databases, 

resulting in difficulty for staff to access comprehensive data on FTAs. The EMR database codes 

for all patient missed appointments, including FTAs, as “cancelled.”    

Patient audit 

Of 207 appointments booked into ID outpatient clinics at two sites over a four-week period, 25% 

(n=51) appointments were missed and 7% (n=14) were cancelled. Three patients missed two or 

three appointments during the study period, accounting for seven missed appointments. These 

patients were included multiple times on FTA data. Of FTA patients, 77% (n=36) were attending 

the clinic for follow-up appointments. Of these 36 patients, 67% had previously failed to attend 

ID clinic appointments, 42% had missed two or more previous ID appointments and 39% had 

previously failed to attend outpatient clinic appointments for other specialities.   

The median age of patients who failed to attend was 43 years (range: 19-89 years) and 55% 

(n=26) were male. Eight patients indicated requiring an interpreter on registration. A greater 

number of FTA patients were follow-up (77%, n= 36) than new (23%, n=11) (Table 1).   
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a) Documented reasons for patient FTA 

Electronic documentation by medical and nursing staff of attempts to contact FTA patients was 

inconsistent, with evidence of real-time electronic entries by medical staff in 86% (n=44) of 

missed appointments on CPF© and no entries by clinic nursing staff. Lack of documentation of 

attempts to contact the patient by clinic nursing or administration staff could be explained by 

lack of electronic documentation despite attempts having been made. 

Where there were entries, we identified 63% (n=32) of patients had been contacted by the clinic 

doctor following FTA and the remaining patients could not be contacted. Of contacted patients, a 

specific reason for non-attendance was not documented in 41% (n=13) of cases. Documented 

reasons for failing to attend in 32 contacted patients were admission to hospital or Emergency 

Department of the health service (13%, n=4), not wanting treatment (13%, n=4), forgetting (9%, 

n=3), feeling better (6%, n=2), and clerical error (4%, n=1), which involved being booked into 

two appointments by staff. Reasons for FTA are summarised in Table 2.   

b) Documented actions following patient FTA 

Most FTA appointments (71%, n=36) were rebooked, with the remaining 25% (n=13) of patients 

discharged, excluding one death and one admission to hospital. Of the 36 rebooked patients, 50% 

(n=18) were directly contacted, attempted to be contacted, or the patient’s primary care doctor 

was contacted. Patients who were discharged from clinic were routinely notified of discharge by 

mail to patient’s nominated address and 30% (n=4) were additionally contacted by the doctor. 

Table 3 illustrates actions following patient FTA.   

Altogether 55% (n=28) of all patients who failed to attend were followed up. 18 patients had 

failed to attend two consecutive appointments and 67% (n=12) of these were rebooked, with the 

remainder being discharged. Of the patients who had missed two consecutive appointments and 

were rebooked, 42% (n=5) were directly contacted, attempted to be contacted, or the primary 

care doctor contacted. 

Discussion 

Missed appointments have damaging medical consequences for patients due to delayed 

diagnosis, lack of follow up, and inability to renew scripts. Our audit demonstrated that one in 

four patients missed their appointments; this is comparable to hospital clinic data nationally [6] 

and internationally, with rates ranging from 6% to 33% [4,7-9]. The high rate of non-attending 

patients in this Victorian outpatient clinic setting demonstrates the relevance of this issue and the 

necessity of identifying solutions to combat non-attendance. Organisational factors including 

lack of integration between electronic systems, unreliable coding for FTAs, and inconsistent 

electronic documentation by clinical staff were found to contribute to FTAs in this study. 

Common reasons for non-attendance included hospital or ED admission, not wanting treatment, 

and forgetting. Patient factors which were associated with FTA included prior FTA in the same 

or different outpatient clinics.   

Examination of organisational processes and staff semi-structured interviews identified 

inconsistencies in data capture across all three electronic systems for data entered on FTAs. The 
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first inconsistency was lack of integration across the three systems. Electronic integration would 

flag real-time data on patients unable to attend due to current readmission to our health service, 

deceased status, or new contact details, which constituted 12% (n=6) of non-attendances in this 

audit. Another inconsistency was coding terms for FTA and patient cancellations being used 

interchangeably in one of the electronic systems, which made it difficult for staff to track how 

often a patient missed appointments. Reviewing these processes would be useful in establishing 

baseline FTA rates and providing more reliable trended data on patient non-attendance. 

Our review found that clinical staff had inconsistent practice in electronically documenting 

actions and reasons for patient FTA, including whether the patient was directly contacted. 

Actions following FTA by clinical staff (for example, rebooking or discharge) was consistently 

captured on a paper document that was destroyed after actions were carried out by administrative 

or nursing staff. Administrative staff were able to document follow-up actions by either flagging 

whether the patient was rebooked (sending the patient an appointment by mail) or discharged 

electronically but had no access to free-text documentation. Organisational factors such as 

inefficient scheduling systems and administrative error have previously been found to cause FTA 

[10]. Identifying these inefficiencies and enacting changes such as duplicating paper data capture 

and improving consistency of coding for patient FTAs will allow for more robust data on 

capturing reasons for non-attendance, which would be valuable in developing service delivery 

improvements. 

The most common documented reason for non-attendance in our audit was admission to hospital 

or an emergency department, which accounted for 13% of FTAs. This demonstrates that 

consolidation of electronic systems to automatically cancel appointments when patients are 

admitted to hospital may substantially reduce FTAs. In addition, patients not wanting treatment 

(9%) or feeling better (6%) were common reasons for non-attendance. Other studies have also 

reported that healthier disease status and patient perception that the appointment was not 

required are characteristic of those who missed appointments [7], while symptomatic disease was 

associated with greater adherence [4]. This demonstrates the potential value of contacting 

patients following non-attendance to remove them from the waiting list. Another practice to 

consider is contacting patients before their appointment to enquire whether they are still 

interested in treatment. This measure has been shown to be effective in other Australian health 

services [6]. Previous studies have found other reasons for non-attendance are patients feeling 

better or unhappy with treatment [2], being unaware of the appointment [7], having conflicting 

appointments, being an inpatient in hospital or in the emergency department, or clerical error [3], 

which includes requests to reschedule or cancel appointments not followed through by staff, as 

reasons for FTA. 

In our audit there were a higher number of non-attendances in males and young adults. While 

this may reflect the baseline demographics of the clinic patients, other studies have also reported 

variation in attendance based on patient demographics including gender and age group with male 

gender and younger age between 16-30 more likely to FTA [11-13]. 16% of FTA patients 

indicated a preferred language other than English on registration data, which has been associated 

with lower health literacy [14] and a reduced understanding and utilisation of healthcare services 
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[15]. Observational studies have also identified other significant factors associated with FTA: 

living far away from the clinic [16], being an ethnic minority, having a perceived lack of social 

support [17], or being from a low socio-economic status [12,13]. Identifying patient groups at 

higher risk of non-attendance should enable the creation of interventions targeted toward these 

groups [17].  

Studies have identified that individuals who had previously missed appointments in the same or 

different outpatient clinics are more likely to fail to attend future appointments [7,12]. This is 

similar to our findings showing two thirds of non-attendees had previously missed an 

appointment. For patients who miss appointments over multiple specialist clinics within the 

health service, clear documentation of reasons for FTA will improve co-ordination of care. Our 

study also showed that despite documented efforts by the doctor to directly contact over half the 

FTA patients, subsequent FTA likelihood remained high. This suggests that patients who 

previously fail to attend are at risk of doing so again. We postulate that this patient group may 

lack a personal connection with their doctor or the clinic and indicates the need for opportunistic 

counselling and reinforcement with these patients where possible when initially booking or 

rebooking the appointment. At the time of discharge from hospital, accurate electronic capture of 

previous multiple FTAs should flag with the discharging team the need to discuss with the 

patient the reasons for clinic follow-up. Accurate capture of FTA and reasons for FTA may also 

offer the opportunity for staff to rebook the appointment using a live call to the patient rather 

than letter and text message. While more time-consuming, a phone call is more effective than 

automated appointment reminders [18]. 

Limitations and Future Research  

 

It was beyond the scope of this study to compare the baseline characteristics of patients who 

attended versus non-attendees. A comparison of these two groups would enable the identification 

of groups at higher risk of failing to attend. The patient audit was restricted by a lack of 

documentation of reasons for and actions following FTA, which may have been due to a delay in 

uploading scanned notes. A study with larger patient numbers or a retrospective analysis may be 

necessary to give a more accurate understanding of how organisational process influences FTA. 

Including more patients registered as non-English speaking would be useful to determine if 

current follow-up processes following clinic non-attendance support this group. Future research 

investigating time and extra resources dedicated to following up FTA patients would also be 

important in streamlining approach and resource allocation. 

Conclusion  

Hospital outpatient clinics have an important role in consolidating care between community 

practitioners and tertiary services and ensuring discharged medically complex patients receive 

timely specialist follow-up. Ensuring consistency of coding for patient FTAs is useful in 

establishing baseline FTA rates and providing trended data on patient non-attendance. 

Duplicating paper data capture and integrating data capture on patient non-attendance across 

electronic systems are other potential areas of improvement identified in our study. Patients with 

previous FTAs are at risk of doing so again, therefore accurate capture of FTA and reasons for 
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FTA is needed to allow more accurate identification of this patient group and offer the 

opportunity for staff to rebook the appointment using a live call to the patient rather than letter 

and text message, and to initiate close patient counselling as part of hospital discharge planning. 

Patients may have multiple clinic non-attendance across multiple public hospital outpatient 

services; clear documentation of attempts to contact and outcomes would support patient co-

ordination of care.  
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Figure 1. Process of booking and rebooking appointments by clinic administrative staff. 
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Variable  Category 

No. 

participants  

% 

participants  

Gender 
Male  26 55% 

Female  21 45% 

Patient type 
New 11 23% 

Follow-up  36 77% 

Prior FTA* 
Prior FTA  24 51% 

No prior FTA  23 49% 

Language 
Non-English 

speaking 8 17% 

*Prior FTA at either ID or non-ID clinic 

Table 1. Characteristics of FTA patients. 
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Contacted patients  32 

    Specific reason not documented 13  

    Hospital or ED admission  4  

    Not interested in treatment 4  

    Forgot  3  

    Feeling better 2  

    Clerical error  1  

    Other  5  

        Death  1  

        Transfer care to other hospital   1  

        Unable to get investigations 1  

        Change of address  1  

        Cannot afford to attend  1  

Unable to contact   12 

Not documented  7 

Total   51 

Table 2. Patients booked for ID clinic appointments, by reasons for FTA. 
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Action following FTA    

Rebooked   36 

    Contacted   18  

    Not contacted  18  

Discharged   13 

    Contacted  4  

    Not contacted  9  

Admission to hospital    1 

Death    1 

Total   51 

Table 3. Documented actions following patient FTA.  
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