
INTRODUCTION
The label ‘did [do] not attend’ (DNA) is given 
to patients who DNA planned appointments, 
without giving notice. In 2013–2014, 
approximately 7.1 million (7.0%) of hospital 
outpatient appointments in England were 
missed through non-attendance. Of these, 
1.3 million (17.7%) were for children aged 
0–19 years.1 

Missed appointments are a concern 
because they may compromise the child’s 
health,2 incur financial costs to the health 
service, and increase waiting times for 
other patients.3 Research suggests that 
approximately 60% of children who DNA, 
or perhaps, more accurately, are not 
brought to their outpatient appointment, 
need medical attention.4 A recent report 
identified that 20% of children who missed 
a paediatric respiratory clinic appointment 
presented to accident and emergency, or 
were admitted to hospital, within 90 days of 
that missed appointment.5 

Several reasons have been identified 
to explain why a child may miss their 
appointment. These include logistical 
issues, such as long waiting times for the 
outpatient appointment,6 administrative 
errors,7 and social factors, such as lower 
socioeconomic status,8 family dysfunction,9 
parental perception of importance,4 and 
parental forgetfulness.10 However, despite 

the pervasive view among healthcare 
practitioners that children who DNA tend 
to come from chaotic families,2 potentially 
raising concerns about their welfare,11 little 
is known about the characteristics of these 
children. 

The recent Centre for Maternal and Child 
Enquiries (CMACE) confidential enquiry into 
child death,12 which looked at all children’s 
deaths in England, Wales, and Northern 
Ireland, recommended that there should 
be proactive follow-up of children who 
DNA appointments. The National Service 
Framework for children also states that a 
local system should be in place to identify 
those who DNA an appointment following 
a referral for specialist care, so that the 
referrer is aware and can take any follow-up 
action considered appropriate to ensure the 
child’s needs are being met.13 Despite this, a 
recent study mapping DNA and associated 
guidelines across paediatric services in the 
UK found that only 41% of English NHS 
organisations had a DNA policy in place, of 
which only 8% had up-to-date guidelines 
in the public domain.14 To date, no studies 
have looked at the implementation of DNA 
guidelines in primary care practices across 
the UK, and little is known about the views 
and response of GPs. GPs are in a good 
position to prevent and manage children 
who DNA their outpatient appointment, on 
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the basis that they are able to make sure 
the parent understands why the child is 
being referred, to whom, and also who to 
contact in the event of the health complaint 
remitting. 

The only qualitative study to explore 
healthcare professionals’ attitudes to non-
attendance suggested that hospital staff 
tended to consider child protection aspects 
of paramount concern, with the need to 
actively follow up missed appointments, 
whereas GPs, in general, were less 
judgemental, being reluctant to interfere 
with parental responsibilities.3

The aim of this study was therefore to 
describe the characteristics of children who 
DNA their hospital paediatric outpatient 
appointments, to understand the process 
of care that follows non-attendance, and to 
explore how GPs view, communicate, and 
respond to DNAs. 

METHOD
A mixed methods study was conducted in 
primary and secondary care settings. 

Establishing the sample
The Medway system, a hospital electronic 
patient database, was used to identify all 
new referrals from general practices in 
the Bristol, North Somerset, and South 
Gloucestershire area to paediatric 
outpatient departments at a hospital based 
in the South West of England between 
1 September and 31 October 2012. The 
following specialties were included: 
endocrinology, haematology, immunology, 
nephrology, gastroenterology, trauma and 
orthopaedics, cardiology, dermatology, 
ENT, oncology, general medicine, metabolic 
disease, neurology, respiratory medicine, 
rheumatology, surgery, and urology. All 
other specialties were excluded, as GPs 

were unable to make standard referrals to 
them. Only children up to the age of their 
17th birthday were included, as the hospital 
policy was to only admit or see new patients 
aged ≤16 years.

Describing the characteristics of  
non-attenders and the process of care 
that follows non-attendance
The Medway system was used to 
characterise all attenders and non-
attenders in terms of sex, ethnicity, and 
postcode (as a proxy for socioeconomic 
status, according to their Index of Multiple 
Deprivation15 score as recorded in 2010). 
Medway, hospital, and GP notes were 
used to establish the process of care that 
occurred in the 12 months following non-
attendance, what information was given to 
the patient’s GP, and whether the patient 
had any safety alerts recorded in their 
hospital or GP records.

Exploring GPs’ views and response to 
non-attendance
Interviews were held between May 2014 and 
July 2015 with GPs working in Bristol, North 
Somerset, and South Gloucestershire. 
Practices that had either the highest or 
lowest number of DNAs were purposefully 
sampled. Information sheets were sent to 
these practices with a request for them 
to be distributed among GPs who had 
referred children to secondary care at the 
study hospital within the previous year. The 
intention was to interview 10 GPs in total: 
five working in practices with low DNAs, and 
five working in practices with high DNAs. 
This number of interviews was viewed as 
pragmatic, given the time available, and 
likely to lead to data saturation in the 
main areas explored. Having conducted 
10 interviews, it was felt that data saturation 
had been reached in relation to these main 
areas, as no new themes were emerging 
from the later interviews. 

The interviews were held over the 
telephone. Well-planned telephone 
interviews can gather the same material 
as those held face-to-face,16,17 and it was 
felt that they would be more convenient to 
the GP, thereby encouraging them to take 
part. It was also felt that interviews would 
be easier to organise than focus groups, 
and would obtain private rather than public 
accounts of a participant’s experience. 
Verbal consent was taken prior to each 
interview. Interviews were audio-recorded 
and transcribed verbatim. A topic guide was 
used to ensure key areas were covered with 
each interviewee, while also allowing GPs to 
raise issues salient to them (Box 1). 

How this fits in
Little is known about children who do not 
attend (DNA) their hospital appointments, 
or GPs’ views on their non-attendance. 
The authors’ findings suggest that non-
attendance is poorly communicated to GPs, 
and that children who DNA are more likely 
than those who attend to be from an area 
of greater deprivation, and to have a child 
protection alert in their medical notes. 
The authors recommend that GPs code 
any paediatric non-attendance in patients’ 
GP records and develop formal policies to 
monitor children who do not attend.
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Data analysis
Quantitative data were analysed using Stata 
version 13 and reported using descriptive 
statistics. Logistic regression was used to 
determine the adjusted odds ratio (AORs) 
and 95% confidence intervals (CIs) for 
the association between non-attendance 
and sociodemographic characteristics. 
Interviews were analysed thematically.18 
This approach entailed transcripts being 
read and re-read by two members of 
the research team who familiarised 
themselves with the data independently, 
identified emerging themes, and drafted 
coding frames. The two researchers met 
regularly to discuss and agree the final 
coding frame. Transcripts were entered 
into the software package NVivo 10 and 
electronically coded. Data pertaining to each 
code were summarised in tables, using an 
approach based on framework analysis.19 
Comparisons were then made within and 
across the interviews to identify thematic 
patterns and deviant cases.

RESULTS
Estimate of non-attendance
Between 1 September and 31 October 2012, 
there were 2488 outpatient appointments 
booked in 17 specialties at the study hospital. 
In all, 2346 (94.3%) patients attended their 
appointment, and 142 (5.7%) were DNAs. 

The specialties with the highest rates of 
non-attendance were endocrinology (n = 10 
out of 88, 11.4%), dermatology (n = 21 out of 
187, 11.2%), and neurology (n = 9 out of 81, 
11.1%) (Table 1).

Characteristics of attenders and non-
attenders
According to the hospital records, non-
attenders were at greater odds of being 
from an area of greater deprivation (AOR 
1.02, 95% CI = 1.00 to 1.02, P = 0.04) and 
with a child protection alert recorded in their 
hospital notes (AOR 2.72, 95% CI = 1.26 to 
5.88, P = 0.01) (Table 2). Although children 
of black ethnicity appeared to have greater 
odds of non-attendance compared with 
children of white ethnicity (AOR 2.11, 95% 
CI = 1.14 to 3.89, P = 0.02) ethnicity did not 
affect attendance overall. 

Process of care that followed non-
attendance according to the patient’s 
hospital records
Information communicated to the 
GP.  According to patients’ hospital records, 
the majority of GPs (59.9%, n = 85 out of 142) 
were not informed that their patients had 
not attended their outpatient appointment. 
This figure was also confirmed in patients’ 
GP records. 

Repeat appointments.  Letters offering 
repeat appointments were sent to 44.4% 
(n = 63 out of 142) of non-attenders, of 
whom 49.2% (n = 31 out of 63) attended 
the appointment within 12 months of the 
missed appointment (Figure 1).

Open referral.  Open referrals were given to 
30.3% (n = 43 out of 142) of non-attenders, 
of whom 14.0% (n = 6 out of 43) were 
eventually seen by the specialty within 
12 months of the missed appointment 
(Figure 1). 

Discharge.  In addition, 25.4% (n = 36 out of 
142) of non-attenders were discharged, of 
whom 16.7% (n = 6 out of 36) were eventually 
seen by the specialty within 12 months of 
the missed appointment (Figure 1).

Eventually seen.  In summary, 30.3% (n = 43 
out of 142) of non-attenders were eventually 
seen by the specialty to which they were 
originally referred within 12 months of the 
missed appointment. Hospital records 
also indicated that 28.2% (n = 40 out of 
142) of non-attenders attended A&E within 
12 months of their non-attendance. Of 
these, 10.0% (n = 4 out of 40) attended A&E 
for the same medical problem (Figure 1).

Table 1. Proportion of children who attended (attenders) and who 
did not attend (non-attenders) their outpatient appointment at the 
study hospital between 1 September and 31 October 2012

	 Attenders, n 	 Non-attenders, n	 Total, n 	 DNA rate, %

Total hospital OP appointments	 2346 	 142 	 2488	 5.7

Endocrinology	 78	 10	 88	 11.4

Haematology	 28	 1	 29	 3.5

Immunology	 38	 4	 42	 9.5

Nephrology	 36	 1	 37	 2.7

Gastroenterology	 65	 4	 69	 5.8

Trauma and orthopaedics	 153	 16	 169	 9.5

Cardiology	 215	 15	 230	 6.5

Dermatology	 166	 21	 187	 11.2

ENT	 58	 6	 64	 9.4

Oncology	 29	 0	 29	 0.0

General medicine	 1043	 28	 1071	 2.6

Metabolic disease	 16	 1	 17	 5.9

Neurology	 72	 9	 81	 11.1

Respiratory medicine	 57	 5	 62	 8.1

Rheumatology	 55	 2	 57	 3.5

Surgery	 169	 13	 182	 7.1

Urology	 68	 6	 74	 8.1

DNA = did not attend. ENT = ear, nose, and throat. OP = outpatient.

Box 1. Topic areas covered in 
the interviews with GPs
•	� The event and process that follow non-

attendance.
•	� The perceived significance of non-attendance 

in relation to the child’s health and safety.
•	� The effectiveness of communication between 

primary and secondary care in relation to 
non-attendance.

•	� Individual responsibilities of GPs with 
regards to non-attendance.

e485  British Journal of General Practice, July 2017



Child protection alerts.  A total of 7.7% 
(n = 11 out of 142) of non-attenders had 
a child protection alert recorded in their 
hospital notes.

Events following non-attendance 
according to patients’ GP records
Further consultation with GP and 
re-referral.  Since missing their 
appointment, 23.9% (n = 34 out of 142) 
of non-attenders had contacted their GP 
either by telephone or direct consultation 
for the same medical problem. Out of these, 
55.9% (n = 19 out of 34) were re-referred to 
the same specialty for the same problem.

Evidence of child safety concerns.  There 
were child safety concerns in the GP 
records of 8.5% (n = 12 out of 142) of non-
attenders (Table 2). Practices did not supply 
this information for 17.6% (n = 25 out of 
142) of non-attenders. The remaining 74.0% 
(n = 105 out of 142) of patients had no safety 
concerns in their GP notes. 

GPs’ views and response to non-
attendance
In all, 10 GPs (five males and five females) 
were interviewed, as data saturation was 
reached in the main areas. Analysis of 
the data led to four broad themes being 
identified. These are detailed below with 
quotations from GPs.

Views on non-attendance and consequences 
for health and safeguarding. All GPs felt 
that one-off non-attendance at hospital 
outpatient appointments was common 
and not an indication that they should be 
concerned for the child’s welfare. They felt 
it typically resulted from the child’s medical 
complaint remitting, errors regarding the 
administration of the appointment, or the 
parent simply forgetting to take the child. 
However, all GPs reported patients who 
DNA multiple times to be a concern. One 
described them as ‘multiple A&E attenders’, 
and another felt they were an indicator of 
inadequate parental care: 

‘Yes, we all forget the odd appointment, I 
understand that. But actually, I think if a 
parent can’t be bothered to take their child 
to their eczema appointment, perhaps they 
can’t be bothered to apply the cream, or 
bath them. I think it can be the tip of the 
iceberg as regards the child’s care.’ [GP1]

GPs described three groups of children 
who were most likely to not attend: children 
from lower socioeconomic families 
struggling to arrange time off work, children 
from ethnic minority groups whose parents 
may not understand the reason or process 
of attendance due to language barriers 
or cultural differences, and children with 
complex health needs whose parents may 

Number of appointments
NOT attended,
n = 142 (5.7%)

Number of patients
given an open referral,

n = 43 (30.3%)

Number of patients
discharged,
n = 36 (25.4%)

Number of patients
eventually seen,
n = 6 (14.0%)

Number of patients
eventually seen,
n = 31 (49.2%)

Number of patients
eventually seen,
n = 6 (16.7%)

Number of patients
offered a repeat

appointment,
n = 63 (44.4%)

Figure 1. Process of care that followed non-
attendance according to the patients’ hospital records. 

Table 2. Characteristics of children who attended (attenders) and who 
did not attend (non-attenders) their outpatient appointment at the 
study hospital between 1 September and 31 October 2012

	 Attenders, n (%)	 Non-attenders, n (%)	 AOR (95% CI) P-value

Average age, year	 5.9	 6.7	 1.02 (0.99 to 1.05) 0.27

Sex 
  Male 	 1182 (50.4)	 75 (52.8)	 1 
  Female	 942 (40.2)	 67 (47.2)	 0.96 (0.66 to 1.39) 0.81 
  Unknown	 222 (9.5)	 0 (0.0)	 – 
  Total	 2346 (100.0)	 142 (100.0)	

Ethnicity  
  White	 1607 (68.5)	 80 (56.3)	 1 
  Mixed	 128 (5.5)	 11 (7.7)	 1.67 (0.77 to 3.62) 0.19 
  Chinese	 12 (0.5)	 1 (0.7)	 1.93 (0.24 to 15.29) 0.54 
  Black	 123 (5.2)	 16 (11.3)	 2.11 (1.14 to 3.89) 0.02 
  Asian	 120 (5.1)	 10 (7.0)	 1.31 (0.58 to 2.97) 0.51 
  Other	 24 (1.0)	 3 (2.1)	 1.68 (0.92 to 3.07) 0.09 
  Unknown	 332 (14.1)	 21 (14.8)	 – 
Total	 2346 (100.0)	 142 (100.0)	  

Socioeconomic scale 
  Average IMD deprivation score 	 21.05	 25.28	 1.01 (1.00 to 1.02) 0.04

Child protection alert 
  No	 2281 (97.2)	 131 (92.3)	 1 
  Yes	 60 (2.6)	 11 (7.7)	 2.72 (1.26 to 5.88) 0.01 
  Unknown	 5 (0.2)	 0 (0.0)	 – 
  Total	 2346 (100)	 142 (100)	

IMD = Index of Multiple Deprivation. 
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receive multiple outpatient appointment 
letters, poorly stating the reason for the 
appointment. 

GPs’ awareness of patients who DNA once. 
All GPs believed their practice was informed 
if a patient DNA an outpatient appointment. 
They reported being informed by a standard 
letter sent from the consultant: 

‘We assume that the process is foolproof, 
that there are no missed appointments that 
aren’t communicated back to us. That’s 
something we have to go on in trust terms, 
but gut feeling? Yes, I think we are always 
told.’ [GP2]

However, many felt they were only 
informed about their patient’s non-
attendance because:

‘All consultants want to do is get rid of the 
responsibility of the patient [to the GP] and 
dump the work onto primary care.’ [GP3]

A number of GPs felt consultants did 
not check their patients’ notes before 
discharging them. Many GPs felt consultants 
hid behind a trust policy of ‘discharge on the 
first DNA’, although they did admit to being 
unsure if this was a policy. Many GPs also 
felt the non-attendance letter they received 
was inadequate. Some said it was not 
uncommon for the letter to arrive months 
after the appointment, and others felt the 
standard format did not adequately convey 
to them the importance of the appointment. 

GPs’ awareness of patients with multiple 
DNAs. Most GPs reported having long 
patient lists and described children as ‘one-
off, last-minute attenders’ [GP4], who did 
not see their regular doctor, making it 
difficult for them to track their medical 
history. As such, many GPs reported relying 
on the child’s GP records to see if the 
child had missed an appointment. However, 
they felt any non-attendance would not 
be apparent if it was very recent, unless 
the GP had read through all of the child’s 
notes, or every DNA letter for the child was 
coded into their notes so that an alert could 
flash up on the front page. Only two GPs 
reported coding DNA letters, and most GPs 
reported that they only had time to make a 
cursory glance at the patient’s notes before 
a consultation.

GPs’ approach to managing and addressing 
non-attendance. Only one practice had 
a formal policy in place for managing 
patients who DNA their hospital outpatient 

appointment. The remaining nine GPs 
described taking a range of actions that 
were based on their own clinical judgement 
and knowledge of the patient. Although 
two GPs professed to not checking the 
notes at all if they saw that the child had 
been offered a repeat appointment, most 
described taking a cursory glance in order 
to check that the appointment letter had 
been sent to the correct address. A few GPs 
described only reading the notes in any great 
detail if the letter came from an ‘important’ 
specialty, such as oncology or cardiology, 
or if the initial referral, as described in the 
letter, suggested that the referral related to 
a serious health complaint. Most described 
being under considerable time pressure at 
work:

‘If I am honest, most days I barely have time 
to go to the loo. If I had more time, I would 
check every letter that arrived in my inbox, 
but when you have the patient load that we 
have, then that’s just not realistic. But yes, 
if I can, I’ll give the letter a cursory glance 
to check it’s nothing too concerning, you 
know, and that the letter has gone to right 
address.’ [GP5]

The majority of GPs described being 
reluctant to address any non-attendance 
with the child’s parents, unless they were 
very concerned for the health and welfare 
of the child, as they did not want to start a 
‘rant’ or had little time to chase patients. If 
the GP was concerned for the child’s health 
or welfare, this appeared to escalate the 
GP’s response to managing the DNA. In this 
instance, GPs described making contact 
with the parent, checking the patient’s 
notes for other DNAs, and writing to the 
parent or speaking to other team members, 
such as the health visitor or community 
paediatrician. A few admitted that the main 
reason for doing this was to ‘cover their 
back’ should any concerns arise from the 
DNA.

DISCUSSION
Summary
According to patients’ hospital records, non-
attenders were more likely than children who 
did attend to come from an area of greater 
deprivation and to have a child protection 
alert recorded in their hospital notes. The 
qualitative findings suggest that GPs are 
less informed about non-attendance than 
they think they are, and highlight concerns 
regarding the lack of any formal policy in 
primary care to manage DNAs, or code 
DNAs in patients’ notes. Taken together, it 
might be argued that GPs should be more 
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concerned about DNA events in children, 
as these findings suggest they may be 
associated with a child’s welfare being 
at risk. This small, mixed methods study 
also indicated that one-quarter of all non-
attenders attended A&E in the 12 months 
following their DNA, and that approximately 
one-third of non-attenders are eventually 
seen by the specialty to which they were 
originally referred. This suggests that health 
complaints for a significant proportion of 
these children do not remit, and confirms 
GPs’ views that non-attenders at outpatient 
clinics may be high A&E attenders. Finally, 
although the General Medical Council do 
not comment specifically on patients not 
attending outpatient appointments,20 and 
their guidance regarding the care of children 
is mainly geared towards child protection 
issues, the medical defence organisations 
suggest there is a protocol for practices 
to follow when informed of patients who 
DNA.21 This does, however, require the GP 
to be informed of the DNA by the hospital.

Strengths and limitations
The main strength of this study is its 
mixed method approach, which enabled 
the study to achieve both of its objectives 
and, in doing so, provide some insight into 
which children DNA, and how primary care 
responds to this. However, the fact that 
data were only from one hospital, and for 
a 2-month period, will limit generalisability 
of the findings. Generalisability may also 
be limited by the fact that GP practices 
were purposefully sampled and only 10 GPs 
were interviewed, although data saturation 
was reached. Nor did the study explore 
the views of service users to understand 
possible reasons for non-attendance. 
Lastly, as the demographic data for the 
study were generated from hospital notes, 
100% accuracy cannot be assumed. 

Comparison with existing literature 
The only qualitative study to explore GPs’ 

attitudes to non-attendance suggested that 
GPs in general were reluctant to address 
non-attendance with patients, and interfere 
with parental responsibilities.2 The findings 
lend some support to this, but also highlight 
the little time GPs have to address non-
attendance, and the reasons why they may 
not be aware of it. The findings also support 
previous research that suggests children 
who DNA may be from lower socioeconomic 
backgrounds,7 and provides some support 
to the notion that there may be welfare 
concerns for these children.11

Implications for research 
This was a small, exploratory, mixed 
methods study and there is clear need for 
further research in this area to support its 
findings. However, the findings do suggest 
that non-attendance at hospital outpatient 
appointments may highlight a safeguarding 
concern. They also cast light on potentially 
poor communication between primary and 
secondary care, drawing attention to the 
lack of procedures or policies in primary 
care to identify and follow up children who 
DNA. Due to limited time and resources it 
was not possible to interview the parents 
or carers of children that DNA. However, 
future research may consider doing so, as 
this would allow for a fuller understanding 
of the reasons for non-attendance. The 
findings from this study may also usefully 
inform the development of a larger survey of 
GPs’ views regarding communication with 
secondary care, patient responsibility, and 
non-attendance, in order that procedures 
and policies across primary and secondary 
care may be improved. Finally, it may be 
that a child who DNA is only at greater risk 
of any welfare issues if this occurs in the 
context of other risk factors, not all of which 
could be identified in this study. Further 
research should therefore include larger 
samples from a wider geographical area, to 
allow more in-depth analysis of presenting 
symptoms and reason for referral. 
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