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SUMMARY. In a two-month study in an urban general prac-
tice of eight partners, 11.7 per cent of patients failed to
attend for their appointments. Defaulters were younger than
a control group of attenders, but the male to female ratio
was almost identical. Annual consultation rates for defaulters
were slightly lower than controls. Return visits had a default
rate of 18 per cent and there was a strong statistical cor-
relation between how and when an appointment was made
and the default rate, with a maximum default rate of 19 per
cent if the appointment was made between one to two
weeks in advance. There was a significant difference in
default rate between the partners (range -7.2-14.6 per cent)
and the default rate was lowest on Mondays (9.7 per cent)
and highest on Fridays (14.9 per cent). The majority of the
defaulters had only defaulted once in the previous 12
months. These findings have important implications when
planning an appointment system and asking patients to
return for follow-up.

30 per cent (once again based on American primary care
centres) and discussed techniques of reducing default
rates. The only available literature on defaulters in the UK
has been from hospital clinics and screening programmes.

During my first month as a trainee, I estimated the
default rate for my appointments to be 15 per cent, and
a pilot study in the practice indicated an overall default
rate of 10 per cent. On reviewing the literature on appoint-
ment systems it became apparent that, despite the large
numbers of defaulted appointments, few, if any, studies
have been designed to analyse this problem in British
general practice.

This paper is an attempt to identify the characteristics
of defaulters.

Aims

Introduction

Appointment systems are extensively used in general prac-
tice: in 1964 15'per cent of patients surveyed said that their
doctor used an appointment system and by 1977 this pro-
portion had increased to 75 per cent.' Appointment
systems in group practices and health centres were even
more common (85 per cent).2 Cartwright3 showed that,
in general, patients were satisfied with appointment
systems but Kaim-Caudle and Marsh4 indicated some of
the difficulties patients had in getting appointments and
it was estimated that 8 per cent of complaints by patients
to Executive Councils were because of dissatisfaction with
appointment systems.5

Stevenson6'7 did some early statistical evaluation of
appointment systems, producing a breakdown of
defaulters. Later work on appointment systems8-'0 has
looked more fully into the punctuality of patients (and
doctors) and showed default rates varying from 2.9 to 9.5
per cent. Later, Warrall" discussed how to operate a suc-
cessful appointment system but without reference to
defaulters. In America Goldman and colleagues'2
showed an 18 per cent default rate at an American primary
care centre and tried to identify certain characteristics of
defaulters, such as age, sex, race, method of payment,
psychosocial problem, previous defaulting record. Various
review articles'3-'5 have indicated 'no show' rates of 15 to

The aims of this study were to:

1. Define the numerical extent of defaulters of a general
practice surgery.
2. See if there is a difference in default rates between
doctors or between days of the week in a group practice.
3. Identify characteristics of defaulters in terms of age,
sex, consultation rates and numbers of partners consulted
in the previous 12 months.
4. See if, as believed, a small number of patients cause
a large number of the defaulted appointments.
5. Identify whether the circumstances in which an ap-
pointment is made influences the likelihood of a defaulted
appointment.

Method

The study was carried out during two consecutive months.
The West Granton Medical Group is a 13-doctor urban
teaching practice looking after 18,000 patients. The doc-
tors work from two premises, one adapted for general
practice use (five doctors, three full-time partners, one
partner with limited commitment and one trainee) and
the other a modern purpose-built surgery (six full-time
partners, one partner with limited commitment and one
trainee). The study was carried out at the latter surgery
which has a defined practice area of four square miles,
made up in the main of post-war council housing estates
with a list size of 11,500 patients, 80 per cent being social
class 4 and 5. A full appointment system is in operation,
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with surgeries from 09.00 to 18.00 hours, and there is a
non-appointment surgery on Saturday mornings. Patients
are free to request an appointment with any partner. Each
partner has one half-day off per week but not on a Mon-
day or Tuesday. A number of appointments are kept aside
on Mondays and Tuesdays (four for each morning surgery)
and can only be booked on the morning of that day.
Appointment sheets are only made four weeks in advance
and hence patients are unable to make appointments more
than four weeks ahead. Nursing services and separate
special clinics were excluded from the study.
During the first month of the study the notes of

defaulters were collected and analysed for age, sex, atten-
dances, defaulted appo'intments, (non-attendances are
traditionally marked in the notes by the general practi-
tioner or receptionist), and the number of doctors seen
in the previous 12 months. Additional information was
taken in special circumstances, for example, for patients
who were temporary residents, drug addicts or who had
been on the practice list for less than one year.

During the second month of the study all appointments
were coded in terms of: whether the appointment made
for the person himself or for another person; whether the
appointment was made by telephone or 'face to face'; how
many days in advance the appointment was made;
whether the appointment was initiated by the doctor
(return visit) or by the patient. In this way all appoint-
ments were coded and those attended as well as defaulted
could be analysed.
A control group of iQ0 patients who had kept their ap-

pointments during the study period and who had not
defaulted during that month was selected and analysed
in the same way as above. Controls were chosen as being
those who attended an appointment following a defaulted
appointment.

Results

In the first month of the study 359 appointments were
missed out of the 3,074 appointments made (11.7 per cent;
95 per cent confidence limits 10.8-12.8 per cent). In the
second month the default rate was 10.1 per cent out of
2,976 appointments made. Breaking these figures down
into default rate per doctor showed a significant difference
between the doctors in the rate of defaulted appointments
(0.01 > P > 0.001), the range being 7.2-14.6 per cent
(Table 1).

Analysis of defaulting by days of the week showed a
significant increase in the default rate from 9.7 per cent
on Mondays to 14.9 per cent on Fridays (0.01 > P >
0.001) (Table 2).
The ratio of male to female defaulters (35:65) was

almost identical to that of the control group of 100
attenders (37:63). The age distribution showed the
defaulters were mainly between the ages of 16 and 35
years (57.6 per cent) (Table 3).
Of the 359 defaulted appointments during the study

month, 26 people missed two appointments and one per-
son missed four appointments. Twenty-seven defaulters
had been on the practice list for less than one year and
four temporary residents had missed appointments. Of
the 100 control attenders, four had been on the list for
less than one year and one was -a temporary resident.

Table 2. Analysis of appointments and default rate by day
of week

Total number of Number (%) of
appts. made defaulted appts.

Monday 659 64 ( 9.7)
Tuesday 644 63 ( 9.8)
Wednesday 560 66 (11.8)
Thursday 549 67 (12.2)
Friday 662 99 (14.9)

appts. = appointments
x2 = 13.6, df = 4, 0.001 > P > 0.001.

Table 3. Age distribution for attender controls and defaulters
in percentages

Age group Defaulters Attenders
(years) (n = 359) (n = 100)

0- 4 11.8 7.0
5-15 5.4 6.0
16-35 57.6 38.0
36-64 21.5 43.0
65-75 3.7 5.0
76 and over - 1.0

x = 22.65, df = 5, P < 0.001.

Table 1. Analysis of appointments and default rate for each doctor

Dr A Dr B Dr C Dr D Dr E Dr F Dr Ga Dr H

Total number of
appointments made 347 251 470 441' 406 454 261 444

Defaulted appointments
(%) 7.2 8.0 8.6 9.0 9.4 12.2 13.6 14.6

a Trainee. x2 = 21.13, df = 7, 0.01 > P > 0.001.
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Table 4. Consultation rates for defaulters and attenders

Defaulters Attenders
(n = 270) (n = 100)

Mean number of 7.6 10.3
consultations SD (n-1)=6.6 SD (n-1)=8.97

Mean number of 2.4 2.5
doctors
consulted SD (n - 1) = 1.34 SD (n - 1) = 1. 12

SD = standard deviation

Table 5. Breakdown of number of appointments missed
by defaulters in the last 12 months

Number of missed appts. Number (%) of defaulters
(n = 270)

1 150 (55.6)
2 68 (25.2)
3 21 (7.8)
4 11 (4.1)
5 8 (3.0)
6 5 (1.9)
7 4 (1.5)
8 2 ( 0.7)
9 _ _

10 1 (0.4)

From 270 sets of notes analysed, the average number
of consultations per year was 7.6 for defaulters compared
with 10.3 for control attenders. The defaulters saw an
average of 2.4 doctors over the previous year while the
attenders saw 2.5 doctors (Table 4).
The defaulters in the main had only defaulted once in

the year, but 52 patients had defaulted more than twice
in the year (Table 5). One person - a known
schizophrenic - had defaulted 10 times in the year. We
were surprised to find that 26 of the 100 control attenders
had defaulted at some time during the year: 21 controls
had defaulted once, two had defaulted three times, one
four times and two patients had defaulted five times in
the year.

In the following month, 2,506 appointments were cod-
ed in terms of how far in advance they were booked. The
default rate in appointments made on the same day was
5.2 per cent (41/781) and this figure increased to 19.1 per
cent (27/141) for appointments made 8-14 days in ad-
vance (Table 6). Only 9.5 per cent of appointments (2/21)
were missed if they were made two to three weeks in
advance.
The default rate for appointments made face-to-face

at the surgery (14.5 per cent) was higher than for those
made by telephone (8.3 per cent) (Table 7). Of all the ap-
pointments coded as return visits (16 per cent of the total
visits; 412/2508), the default rate was 18 per cent
(74/412).

Table 6. Default rate according to the number of days ahead
appointments were made

Total number Number (%) of
of appts. made defaulted appts.

Same day 781 41 ( 5.2)
One day ahead 672 82 (12.2)
Two days 235 25 (10.6)
Three days 174 23 (13.2)
Four days 121 21 (17.3)
Five days 88 16 (18.2)
Six days 54 11 (18.5)
Seven days 219 38 (17.4)
Eight to 14 days 141 27 (19.1)
14 to 24 days 21 2 (9.5)

Spearman rank correlation, r=0.9, P < 0.01.

Table 7. Default rate according to how appointments were
made

Total number Number (%) of
of appts. made defaulted appts.

Face to face
Appointment for

self 961 146 (15.2)
Appointment for

another 280 34 (12. 1)
Total 1,241 180 (14.5)

By telephone
Appointment for

self 881 68 ( 7.7)
Appointment for

another 386 37 ( 9.6)
Total 1,267 105 ( 8.3)

Return
appointments 412 74 (18.0)

x2= 25.0, df = 2,P<0.001.

Discussion

The number of appointments missed during the period
of the study confirmed our suspicion that there was a
large problem. This default rate - over 11 per cent -
compares unfavourably with other studies in which the
rates varied from 2.9 to 9.5 per cent.6'0 Males were
shown to default at the same rate as females, and an
analysis of ages showed the largest percentage of
defaulters to be in the 16-35 years age group. If children
(always accompanied by an adult) were included, the pro-
portion rose to 74 per cent. These findings are broadly
in line with Carne's,'0 who found that 87 per cent of
defaulters were under the age of 44 years.
Somewhat surprisingly, the control group had a higher

consultation rate in the preceding year than the default
group and saw more or less the same number of doctors
that year; we had expected defaulters to be people who
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moved from doctor to doctor and attended frequently.
It was clear that the chance of a patient missing an

appointment increased with the number of days in ad-
vance the booking was made, rising to 19 per cent for
appointments made one to two weeks in advance. The 18
per cent default on return visits was the highest rate of
any method of making an appointment and has clear im-
plications for future decisions about return visits.
Stevenson6'7 who found that return visits accounted for
11 per cent of the total appointments, with a default rate
ranging from 4.9 to 11 per cent, and felt that appointment
card reminders were unnecessary. Our high figure for
defaulters on return visits may well indicate a need for
these reminders.
Our higher figure for default rate of 'face to face'

appointments compared with telephone appointments
could be explained by the former group containing all the
return visits, for which the default rate was high, but even
removing return appointments from the figures the default
rate is still high at 12.8 per cent. Stevenson7 found
default rates for these two groups to be equal at 2.7 per
cent, yet our figures for the way appointments were made
were almost identical to those of Stevenson7 and Aber.'6
A further explanation may be that appointments made
in person will require the patient to return to the surgery
for the appointment, and this may increase the default
rate.
The increase in default rate towards the end of the week

may be related to the number of days ahead the appoint-
ments were made, whereas Monday appointments may be
seen as being more urgent and more immediate.
Stevenson6 found that 50 per cent of 'defaulted-returns'
occurred on Friday and Saturday.

Thirty-one out of 359 defaulted appointments were
caused by people who had been on the list for less than
one year, compared with four out of 100 controls. Recently
registered patients are known to cause more work,'7 but
this study would indicate a greater non-attendance rate
for new people to the list.
The difference in default rate between doctors was more

difficult to assess: in part it is certainly a function of the
number of return visits and the waiting time for non-
urgent appointments (up to two days for some partners).
Nevertheless, there was a feeling that the explanation was
more complicated than this. As we found difficulty in
identifying a definite population in terms of age, sex, at-
tender and defaulter characteristics, we concluded that
defaulting is a complex interaction of patient, appoint-
ment, doctor-patient relationship and 'loyalty'. Certain
American studies12,13 have tried to identify this inter-
action, which was beyond the scope of this study into
defaulters in general practice.
On the question of what can be done about defaulters,

it must be remembered that defaulters do provide certain
advantages. They allow time for extending other consulta-
tions or other activities and may act as a reminder to the
general practitioner that a patient who has failed to attend,

say for a return visit, may require follow-up. During the
first study month 259 'extra' appointments were fitted in
in place of 359 appointments.

If defaulters are becoming disruptive (as many general
practitioners find they are) 'hospital techniques' of writ-
ten or telephone reminders which have been shown to be
effective in the USA14 may not be appropriate, but
appointment cards may be of value. Certainly the evidence
from this study is that an efficient appointment system,
responsive to demand, may help to reduce the number of
defaulters by reducing the number of days patients wait
for an appointment. In addition, the decision to ask a
patient to return must be made in the light of the figures
for non-attendance for return appointments.
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