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This study identified characteris-
tics of patients who missed their
intake appointments at a universi-
ty psychiatric outpatient clinic for
persons with serious mental ill-
ness after referral from a state
agency. Of the 313 patients whose
charts were reviewed, 113 (36
percent) missed their appoint-
ment. Demographic characteris-
tics, DSM-1V diagnoses, clinician
rating scales, and psychopharma-
cological therapy were compared
between attenders and nonatten-
ders. Five predictors of nonatten-
dance were significant: being
younger, being Hispanic, having a
poor family support system, not
taking psychotropic medications,
and having health insurance. Per-
sons at greater risk of missing
their intake appointment may be
prospectively identified and tar-
geted for measures to improve
compliance. (Psychiatric Services
53:1173-1176, 2002)
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In outpatient psychiatric clinics,
missed appointments can compro-
mise quality of care and reduce the
efficiency of resource allocation. Ini-
tial appointments are more frequent-
ly missed, are less often rescheduled,
and require more staff time than ap-
pointments for ongoing treatment
(1). Studies to identify patients at risk
of missing initial appointments in a va-
riety of outpatient psychiatric treat-
ment settings have yielded inconsis-
tent results (1). Younger age (2,3), low
socioeconomic status (4), and longer
waiting periods from contact to ap-
pointment (3,4) are the factors most
consistently associated with nonatten-
dance. Knowledge of the characteris-
tics of those who attend and those
who do not in a particular setting al-
lows the prospective identification of
patients at risk and can lead to pro-
gram modifications to reduce the risk
and rate of nonattendence.

Methods

The sample population included 313
patients with scheduled appoint-
ments at a Southwestern medical-
school-affiliated psychiatric outpa-
tient clinic from April through August
2000. Study subjects were referred by
the Texas Department of Mental
Health and Mental Retardation, a
public-sector state agency that pro-
vides mental health services to per-
sons with serious mental illness who
meet specific diagnostic and financial
criteria. Patients were given a specif—
ic date and time for an appointment
at this clinic, which was within their
catchment area and thus accessible to
them. Data were obtained from med-
ical records, including clinicians’ rat-
ings on the Brief Psychiatric Rating

Scale (BPRS) (5), agency assessment
using the Multnomah Community
Ability Scale (MCAS) (6), and a struc-
tured interview assessment of so-
ciodemographic information.

The explanatory variables in this
study can be categorized as predis-
posing, enabling, and need factors in
accordance with the behavioral mod-
el of health services utilization of An-
dersen and Newman (7). Predispos-
ing variables include age, sex, ethnic-
ity, living situation, education, and le-
gal trouble. Enabling variables in-
clude marital status, employment sta-
tus, sources of financial support, an-
nual income, and insurance status.
Need variables included alcohol use,
drug use, diagnoses, medications, in-
patient history, BPRS score, and
MCAS score. Tolerance statistics and
Pearson correlation coefficients were
used to examine correlations between
predictor variables.

Logistic regression was used to
identify factors associated with ap-
pointment attendance. Bivariate
models of each explanatory variable
assessed how useful the variable was
at predicting whether patients would
attend their appointments. A multi-
variate logistic model was used to de-
termine which variables were inde-
pendently associated with attendance
after the other measured characteris-
tics were controlled for.

Results

Table 1 summarizes the descriptive
statistics for the sample population.
Of the 313 patients, 113 (36 percent)
failed to attend their appointment at
the psychiatric outpatient clinic. The
majority of the study population were
female, non-Hispanic white, unmar-
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Table 1

Characteristics of patients referred by a public-sector agency to an outpatient clinic for persons with serious mental illness,
by whether or not they attended their first appointment

Sample Attended appointment
(N=313) (N=200) Multi-
Bivariate bivariate
Type of factor and variable N or N or odds odds
(reference group) mean % mean % ratio 95% CI ratio® 95% CI
Predisposing factors
Age in years (18 to 24)
25 to 34 96  30.7 57 59.4 1.31 .67-2.56
35 to 49 125  39.9 89 71.2 2.99* 1.15-4.27 3.29"* 1.44-7.53
50 and over 37 118 25 67.6 1.87 .78-4.45 4.29%1.41-13.06
Female (male) 198  63.3 127 64.1 97 .60-1.57
Hispanic (white) 71 22.7 37 52.1 AT 27-.82 48" .23-.99
Other ethnicities (white) 49  15.7 28 57.1 57 .30-1.09
High school or GED (less than high school) 121 386 75 62.0 1.17 67-2.04
Any college (less than high school) 101 32.3 71 70.3 1.67 .92-3.02
Lives with one or more family members 132 422 88 66.7 1.23 T77-1.97
Supported housing (independent residence) 63 20.1 37 58.7 .76 43-1.34
Legal trouble, such as parole, probation, arrests 69 220 49 71.0 1.51 .84-2.70
Enabling factors
Unemployed all of the past 90 days 180  57.5 109 60.6 71 44-1.14
Primary financial support
Family (indigent) 67 214 52 77.6 2.29* 1.104.75 2.59% 1.08-6.24
Social Security and other public
benefits (indigent) 76 24.3 38 50.0 .66 .35-1.25
Wages (indigent) 93  29.7 64 68.8 1.43 .76-2.70
Insured 71 22.7 33 46.5 39 23-.67 .38* 17-.89
Income less than $10,000 (no income) 107 342 65 60.8 .88 53-1.45
Income $10,000 or more (no income) 43 13.7 31 72.1 1.47 .70-3.07
Married 69  22.0 50 72.5 1.65 .92-2 97
Need factors
Uses drugs (abstinence) 107 342 62 57.9 .68 42-1.10
Uses alcohol without impairment (abstinence) 92 294 51 55.4 54* 32-93
Alcohol abuse or dependence (abstinence) 63  20.1 39 61.9 71 .39-1.31
Diagnoses (other disorders)
Psychosis 49 15.6 24 49.0 .52 17-1.64
Bipolar disorder 70 224 46 65.7 1.05 34-3.17
Depression 177 56.6 119 67.2 1.12 .39-3.18
Medications (not on medication)
Antipsychotic medications 31 9.9 21 67.7 1.24 55-2.81 4.32°1.32-14.22
Other medications 110  35.1 71 64.6 1.08 .66-1.78
Former inpatient 153 489 99 64.7 .93 .59-1.48
Multnomah Community Ability 57.19+7.98 57.87+7.92 1.03* 1.00-1.06
Scale (mean=SD score)?
Interference functioning subscale 18.46+2.53 18.74+2.49 1.13*  1.03-1.24
(mean+SD score)?
Adjustment to living subscale 10.72+2.87 10.87+2.95 1.05 97-1.14
(mean+SD score)P
Social competence subscale 13.33+3.31 13.50+3.40 1.04 97-1.12
Community-compliance subscale 14.67+3.65 14.77+3.70 1.02 .96-1.09
(mean+SD score )P
Brief Psychiatric Rating Scale 48.51+10.83 48.11+11.54 .99 97-1.01

(mean=SD score)d

# Significant multibivariate odds ratios are reported. Model was 76.4 percent concordant, -2 log L. 409.41, p<.001, df=33
b Possible scores on the Multnomah Community Ability Scale range from 17 to 85, with higher scores indicating higher functioning. Possible scores
on the interference functioning subscale range from 5 to 25, with higher scores indicating less interference. Possible scores on the adjustment to
living subscale range from 3 to 15, with higher scores indicating better adjustment. Possible scores on the social competence subscale range from
5 to 25, with higher scores indicating more competence. Possible scores on the community—compliance subscale range from 4 to 20, with higher
scores indicating better compliance.
¢ The community—compliance score was excluded from the multivariate model because of collinearity with scores on the other subscales of the Mult-
nomah Community Ability Scale.
d Possible scores of the Brief Psychiatric Rating Scale range from 18 to 126, with higher scores indicating greater number and greater severity of
symptoms.
“p<.05
p<.01
<005
< 001

1174 PSYCHIATRIC SERVICES ¢ http://psychservices.psychiatryonline.org ¢ September 2002 Vol. 53 No. 9



ried, living alone in an independent
residence, uninsured, unemployed
during the past 90 days, and without
income.

Bivariate logistic analysis

Seven characteristics were signifi—
cantly different (p<.05) between
those who attended their appoint-
ment and those who did not (Table 1).
An age of 35 to 49 years (versus under
25), receipt of family financial sup-
port, and higher MCAS scores were
positively associated with attendance
at the scheduled appointment (odds
ratios greater than 1). Hispanic eth-
nicity, having health insurance (in-
cluding Medicaid and Medicare), and
use of alcohol without impairment
(versus abstinence) were negatively
associated with attendance (odds ra-
tios less than 1).

Multivariate analysis

The odds ratios of significant explana-
tory variables in the multivariate
model (Table 1) indicate the relative
likelihood that an individual with that
characteristic would attend the ap-
pointment compared with an individ-
ual without the characteristic, when
other variables are controlled for. Six
variables were significant (p<.05): age
of 35 to 49 years or 50 to 64 years, re-
ceipt of family financial support, and
use of antipsychotic medication were
positively associated with attendance.
Hispanic ethnicity and having insur-
ance were negatively associated with
attendance—that is, Hispanics and
patients with insurance were more
likely to miss their appointment.

Use of antipsychotic medication
and the highest age group were signif-
icantly associated with attendance in
the multivariate but not in the bivari-
ate model. This finding can be ex-
plained by correlations with other
model variables. Use of antipsychotics
was correlated with patients’ diag-
noses, and higher age was correlated
with receipt of public financial sup-
port and insurance. However, exami-
nation of the tolerance statistics and
correlation coefficients revealed that
multicollinearity was not a problem.

Discussion
Although the “no-show” rate of 36
percent for this public-sector outpa-

tient clinic was well within the range
of the 26 to 50 percent previously re-
ported for initial appointments (4),
this rate is nevertheless cause for con-
cern. Patients who do not attend their
appointments are at risk of being re-
hospitalized or of endangering them-
selves and others (8).

At least one study found that most
patients who miss psychiatric ap-
pointments reschedule within two
weeks of the original appointment
(1). The problems of patients who do
not spontaneously reschedule may re-
solve without professional care (1,9).
However, this is unlikely to be the
case among patients with severe men-
tal illness, who constituted the patient
population treated in the study clinic.

Our finding that patients aged 35
and older are more likely to attend
their outpatient appointment than
those under 25 is consistent with pre-
vious research (2—4). The relationship
between higher age and attendance
may be related to previous psychiatric
treatment, which is associated with
attendance (2).

The relationship between ethnicity
and not attending the initial appoint-
ment is consistent with previous stud-
ies that reported less use of mental
health services by Hispanics. Cultural
barriers are often cited as the reason
for less use by Hispanics when finan-
cial access is controlled for (10).

The finding that the receipt of fam-
ily support is related to appointment
attendance suggests that such sup-
port may help to overcome financial
barriers or that family members who
provide financial support may also
encourage the patient to obtain psy-
chiatric care. Family support has
been proposed as one mechanism
that enables patients to seek care (2).

The relationship between insur-
ance and a lower likelihood of attend-
ing the initial appointment is interest-
ing and suggests several policy issues
connected with the relationship be-
tween access to care and funding.
The findings of this study suggest that
individuals who have health insur-
ance, including Medicaid, have alter-
native treatment options and may use
them if they offer advantages to treat-
ment in a public-sector agency. While
quality of care may not be adversely
affected under these circumstances,

they may contribute to inefficient use
of staff and agency resources.

A major limitation of this study is
that we had incomplete information
about previous involvement with the
psychiatric care system and about
whether patients were referred from
inpatient or community settings—
factors that are known to affect ap-
pointment attendance (2). Unfortu-
nately, neither the date of hospital
discharge nor the initial date of refer-
ral were consistently documented in
the data available for review. This in-
consistency also precluded the calcu-
lation of another important variable,
the time between initial referral and
the date of the scheduled appoint-
ment.

The important role we observed for
antipsychotic medications is consis-
tent with findings of studies that have
identified a relationship between pre-
vious psychiatric treatment and ap-
pointment attendance (2). Patients
who take medications may be more
motivated to attend their scheduled
appointments, particularly if the ben-
efit of medications is evident to them
or their caregivers.

Conclusions

This study identified patient charac-
teristics associated with attendance at
an initial appointment at a university-
based outpatient psychiatry clinic af-
ter referral by a state agency. This in-
formation can be used to identify pa-
tients who are at risk of not attending
their initial appointment and to de-
sign interventions to reduce the risk
factors for nonattendance. ¢
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