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The Impact of Appointment Failures 
 

The failure of a patient to show up for a     

scheduled appointment has a significant     

negative impact on the physician, staff, and 

patient.  The obvious effect the ñno-showò  

patient has on the practice is financial, since the 

physician misses out on the revenue that would 

have been collected for the visit and the       

inability to schedule another patient in the now 

open slot.  Further, the time and energy       

associated with following up on these patients 

to reschedule appointments can be costly, not to 

mention frustrating as well.  For the patient, 

failure to show up for a scheduled appointment 

can adversely affect their health, continuity of 

care, and result in possible termination from the 

practice.  Some providers feel that no-shows are 

a nuisance, but not a risk, so they donôt track 

the number of no-shows, and others may not 

understand the potential impact failed          

appointments can have on the office practice.  

However, patients that fail to follow up as   

directed and have adverse outcomes are not 

prevented from suing the physician, and in the 

end, while the physician may prevail; it still 

takes a financial and emotional toll.  Providers 

may be surprised to learn that the average office 

practice has about a 5-10% no-show rate and it 

can be as high as 20-30%, which represents 

both a loss of quality and money. 

 

(Continued on page 2) 

ñNo-Showò Trends 

Risk Management Concerns and Solutions 

On Thursday, February 4, 2010, the Illinois 

Supreme Court struck down the entire    

Illinoisô medical liability reform law.  For 

additional review of this decision, please 

go to http://www.ihatoday.org/news/

reporter.pdf. 

 

From a risk management perspective, we 

recommend you look to minimize your risk 

to potential liability exposure through the 

implementation of proactive risk          

management practices. Should have any 

questions about your liability exposure, 

please contact Mary Stankos, RN, MJ,  

Director Risk Management at               

(630) 276-5565, mstankos@ihastaff.org. ƴ 

...patients that fail to follow up as       

directed and have adverse outcomes are 

not prevented from suing the physician...   

http://www.ihatoday.org/news/reporter.pdf
http://www.ihatoday.org/news/reporter.pdf
mailto:mstankos@ihastaff.org
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The no-show patient has been a long standing problem for office  

practices, but seems to be more prevalent in these tough economic 

times as many patients decide against preventative care and follow-up 

treatments.  While many patients may call and cancel scheduled    

appointments there are others who decide just not to show up.       

Addressing the problem of no-shows in the office practice starts with 

collecting data that allows the physician to measure the rate of          

no-shows.  Once this has been determined the physician has to      

understand why patients donôt show up. 

Staff and Patient Behaviors that Contribute to Missed 

Appointments 
 

Limited research into the area of why patients donôt show up for a 

scheduled appointment has done little to establish a root cause and 

many believe the problem to be multifaceted.  It has been suggested 

that certain patient characteristics can help identify the patient who is 

likely to become a no-show patient, such as general demographic  

information of age, sex, and socioeconomic status.  Moreover, there 

are individual patterns of patient behavior that have been linked to the 

probability of being a no-show patient, and include: regularly arriving 

late for an appointment, paying late for services, and patients who 

cancel appointments at the last minute.  Recently, researchers have 

looked at other sources for no-show behavior and believe that the  

failure to provide discharge education to the patient on the importance 

of follow up may be a contributing factor.  Another factor is the     

patientôs perception as to how the physicianôs office schedules       

appointments and how staff respects the patientôs time and person.  

For example, patients who regularly wait for scheduled appointments 

feel that their time is disrespected, and if they choose not to show for 

an appointment it is justified and will not negatively affect the        

physicianôs schedule.  In fact, many may feel they are actually helping 

the physician by providing them with more time to see other patients. 

 

It is beneficial for the provider to initiate measures that allow him/her 

the ability to identify which type of patients may be no-shows, and 

determine staff processes that may trigger no-show behaviors in    

patients.  Consideration should be given to not only measuring the rate 

of no-shows, but identifying specific information about the type of 

patient that does not show up for scheduled appointments.   Further, 

the provider should evaluate the accuracy of office scheduling       

procedures, general wait times to see the provider, how staff          

communicate to patients, and the type of information that is given to 

patients during the exit interview and by whom. 

 

Risk Management Strategies to Reduce and/or  

Eliminate No-shows 
 

Once the provider has reviewed  staff processes, evaluated patient 

behaviors/types that may contribute to no-shows, and has a better  

understanding as to why patients in his/her practice donôt show up for 

scheduled appointments, then specific strategies can be implemented 

to reduce or eliminate the problem of no-show patients. 

Addressing the problem head on 

The following is a list of interventions and actions an office    

practice may consider to combat the problem of patient no-shows.  

The approaches chosen really depend on the identified issues and 

contributing factors to the failed appointments.  Depending on the 

scope of the problem and issue, only one or several of these    

interventions may be appropriate.  Regardless of which            

interventions are chosen, the provider must monitor effectiveness 

and sustainability.  Further, these approaches have been shown to 

reduce no-show rates, but not eliminate them. 

 

Develop a policy and procedure on how you address no-shows 

in the office practice, which includes the follow up and     

communication process. 

In some instances, speaking to patients who are habitual       

no-show patients and educating them on the effect their     

behavior has on the office staff, physician, and other patients 

can be effective. 

Providing patients with meaningful exit/discharge               

information, so they have a clear understanding about the  

reasons for following up and the importance of maintaining 

their scheduled appointment.  Also, consider who is doing the 

exit interviews, is it a receptionist who is busy answering 

other phone calls, or is it someone who can provide his/her 

full  attention to the patient and answer questions? 

Re-vamp your scheduling process and improve accuracy in 

patient scheduling.  Make sure that waiting times to see the   

physician do not exceed 10-15 minutes, and if they do,      

provide reasonable explanations and options for alternative 

appointments.  Show 

the patient that the 

office values his/her 

time. 

When scheduling a 

patient, allow the 

patient to suggest a 

time he/she is    

available as        

compared to giving 

the patient the next 

open appointment.  

If the patient chooses 

the time and date of 

the appointment, he/

she will be more 

likely to keep it. 

Develop a list of 

patients who are 

willing and able to 

come to the office on a momentôs notice. 

Provide education to staff on how to communicate effectively 

and respectfully with patients both on the phone and in person. 

Consider charging a nominal fee for patients who donôt show 

or who cancel appointments in less than 24 hours.  Remember, 

charging a fee for something the patient did not receive can 

(Continued on page 4) 

Addressing the problem of no-shows in the office 

practice starts with collecting data that allows the 

physician to measure the rate of no-shows. 
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The Health Information Technology for Economic and Clinical 

Health (HITECH), part of the federal governmentôs economic 

stimulus plan, has promised financial incentives for Medicare or 

Medicaid participating physicians who utilize a qualified or   

certified electronic health record (EHR) system, and demonstrate 

meaningful use of that system.  The Health and  Human Services 

Secretary initially did not define these terms, which left many to 

wonder what would be necessary to meet these minimum       

requirements.  On December 30, 2009, CMS and the Office of 

the National Coordinator for Health Improvement Technology 

(ONC) moved closer to defining these key components by     

releasing two-sets of federal regulations. 

 

The meaningful use regulations are proposed and the EHR     

certification regulations are interim final regulations.  Both are 

subject to a 60-day public comment period due on March 15, 

2010, with final regulations to be published in 2010.  The       

proposed meaningful use regulations take a staged approach 

from 2011 to 2015 and initially focus on electronically capturing 

health information in a coded format to track key clinical       

conditions, communicating that information to coordinate care, 

initiating  clinical quality measures, and public health             

information.   

 

According to the CMS proposed rules, in order to qualify for 

Stage I HITECH incentive payments: 

Providers will need to prove meaningful use of their EHR for 

at least 90 continuous days in 2011, and for the entire years 

thereafter. 

Physicians must prove that they have met all functional      

objectives with the use of their EHR, which include         

computerized physician order entry, the use of clinical       

decision alerts, and incorporation of lab results into their EHR 

as  discrete data, ePrescribing, and electronic information   

distribution to patients. 

Providers must submit clinical quality measures on a Core set 

of measures, unless the 

provider is exempt if 

none of the  proposed 

measures match the 

specialty. 

In 2011 all reporting 

will be done by        

attestation, but will 

move towards an    

electronic form in    

future years. 

 

Starting in 2013, the     

requirements related to 

meaningful use will be more challenging, focusing on decision 

support for national high priority conditions, patient access to 

self management tools,   access to comprehensive patient data, 

and improving population health.  Overall, in order to meet the 

meaningful use requirements, the EHR needs to be part of      

customary care for patients and used effectively by physicians 

and staff in the delivery of quality care. 

 

Any provider who is seeking to receive a HITECH incentive 

payment in 2011 should consider working on meaningful use 

immediately, because it is not anticipated that there will be     

substantive changes from the proposed to the final rules.   If  you 

currently do not have an EHR, be sure that any vendor you 

choose can help assure you meet the meaningful use               

requirements now and into the future, and if you already have  an 

EHR system, identify gaps and begin a process of implementing 

the necessary changes to ensure compliance. 

 

For additional information on the meaningful use requirements, 

please to: 

http://edocket.access.gpo.gov/2010/pdf/E9-31217.pdf  

 http://www.cms.hhs.gov/apps/media/press/factsheet.asp?

Counter=3564.ƴ 

MAIC/IRMS Education Sessions 

Mar 4 Risk Management Meeting 

 IHA, Naperville 

May 13 OB Risk Management Video Conference 

 IHA, Naperville/Springfield 

July 15 ED Risk Management Meeting 

 Southern IL location TBD 

 

July 21 ED Risk Management Meeting 

 IHA, Naperville 

Sept 29 IRMS Annual Meeting 

 Marriott, Normal 

Visit www.maicinsurance.com to obtain an agenda, driving 

directions, and registration form or contact Lisa Galvan at         

630/276-5694 or lgalvan@ihastaff.org for additional            

information. 

http://edocket.access.gpo.gov/2010/pdf/E9-31217.pdf
http://www.cms.hhs.gov/apps/media/press/factsheet.asp?Counter=3564
http://www.cms.hhs.gov/apps/media/press/factsheet.asp?Counter=3564
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challenge the patient/physician relationship, and could be 

considered a ñdouble-standardò especially if in the past the 

patient waited a prolonged time to see the physician. The best 

approach is to make sure that all new patients know about the 

policy, remind all patients of the no-show charge policy 

when scheduling appointments, and post conspicuous signs 

in the waiting room and at the reception desk.  A brochure 

that outlines expectations for patients can be helpful and  

provide them with an explanation and fair warning.        

However, patients should never be denied access to care  

because they have failed to pay the no-show fee. 

Depending on no-show rates, consider double booking     

certain appointments.  Utilize a strategic approach as       

compared to a random approach, instead of adding sporadic 

slots of overbooking; understand the best time/day to      

overbook, such as 4pm to 6pm on Fridays.  Remember, there 

are risks for overbooking, and the staff must be prepared to 

address the influx of patients. 

Consider providing patients with notice about their upcoming 

appointments either by call, e-mail or post.  As a general rule, 

it is a good risk management practice to know how best to 

contact the patient, and this should be documented in the 

medical record.  To limit the expense of personnel time    

necessary to provide patients with appointment reminders, 

the office may consider the use of automated systems that 

call patients or provide them with information on a personal 

voice mail box. 

Consider assigning patients with a history of not showing up 

for scheduled appointments to a provider with an open  

schedule, or who is responsible for seeing walk in patients. 

Before terminating a chronic no-show patient, consider    

entering into a contract/agreement with the patient that     

addresses progressive action. 

Eliminating appointments, open-access scheduling as the      

solution 

The concept of open-access scheduling has been around for 

some time and is often referred to as ñdoing todayôs work     

today.ò  Open-access scheduling is not for every type of        

physician practice and certainly lends itself more amenably to 

primary care.  The advantage of open-access scheduling is it 

improves patient flow, virtually eliminating the issue of            

no-shows.  Further, it assures patients get seen the same day or 

in the immediate future, and seen by their primary care          

physician.  This has been shown to improve patient satisfaction, 

improve patient/physician relationships, reduce staff stress, and 

allow for practice growth, because new patients donôt have to 

wait weeks for an open appointment.  Switching an office     

practice to open-access scheduling is a commitment and may 

take a while for staff and patients to get used to it.  Because 

some established patients may object to the open scheduling, 

they may choose to switch to another provider.  However,      

exceptions can be made for scheduling in advance under an open

-access system, which includes:  patient preference, necessary/

required follow up, and regular or monitoring visits. 

 

 

Turning ñNo-Showsò into ñShowsò 
 

The issue of the no-show patient can have a negative effect on staff 

morale, office finances, and patient health.  Factors that contribute to 

the issue are multiple and involve office processes, staff attitudes, 

and patient perceptions.  Before an office practice can address the 

problem of no-shows, providers have to understand the depth and 

scope of the problem.  Measuring the rate of no-show patients,    

reviewing staff communication skills and scheduling practices, and 

identifying patient behaviors associated with failed appointments 

will be helpful in assessing the problem and developing strategic 

approaches/plans to assist in reducing or eliminating no-show rates.  

Consideration of what intervention to implement rests solely in the 

full comprehension of the no-show issue and office operations, as 

some interventions may not be helpful or may be impossible to    

implement.  Creativity in addressing the problem of no-shows is a 

bonus, as it allows you to tailor the solution to the specific needs of 

the office, staff, and patients.  An office practice can significantly 

reduce the rate of no-shows and its impact on staff and patients, and 

possibly eliminate the problem by making a major change in its   

approach to scheduling and consider open-access scheduling. 

 

If you would like more information on this topic, or have questions 

on how you can reduce your no-show rates, contact Mary Stankos, 

RN, MJ, Director Risk Management at (630) 276-5565 or 

mstankos@ihastaff.org.ƴ 

Reducing the Rate of ñNo-Showò Appointments Isnôt Easy, but It Can Be Done. 
http://www.medscape.com/viewarticle/500543_print (Accessed 1/5/2010) 

Studyôs solution to no-shows:  overbooking.   Amednews.com. http://ama-assn.org/

amednews/2008/02/04/bil20204.htm (Accessed 2/9/2010) 
Best Ways to Deal with No-Shows. http://www.medscape.com/

viewarticles/705520_print  (Access 1/5/2010) 

Managing the Habitual No-Show Patient. http://www.medscape.com/
viewarticles/501477_print  (Access 1/5/2010) 

Why We Donôt Come:  Patient Perceptions on No-Shows. . http://

www.medscape.com/viewarticles/496210_print  (Access 1/5/2010) 
The Effect of the Exit-Interview patient Education on No-Show Rates at a Family 

Practice Residency Clinic. . http://www.medscape.com/viewarticles/464863_print  

(Access 1/5/2010) 
How to Deal with Missed Appointments. . http://www.medscape.com/

viewarticles/712367_print  (Access 1/5/2010) 

mailto:mstankos@ihastaff.org
http://www.medscape.com/viewarticle/500543_print
http://ama-assn.org/amednews/2008/02/04/bil20204.htm
http://ama-assn.org/amednews/2008/02/04/bil20204.htm
http://www.medscape.com/viewarticles/705520_print
http://www.medscape.com/viewarticles/705520_print
http://www.medscape.com/viewarticles/501477_print
http://www.medscape.com/viewarticles/501477_print
http://www.medscape.com/viewarticles/496210_print
http://www.medscape.com/viewarticles/496210_print
http://www.medscape.com/viewarticles/464863_print
http://www.medscape.com/viewarticles/712367_print
http://www.medscape.com/viewarticles/712367_print
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It was just an average busy, stressful day at work, in May 2004, when the deputy sheriff arrived with a summons. I sucked in 

my breath, signed the receipt and returned to my desk piled high with charts, messages, lab results and forms. I was being 

sued for medical malpractice. 

 

That was how it started. Eventually I peeked at the text of the complaint, which was riddled with accusations. Apparently, 

my conduct was ñmalicious, willful, wanton or reckless,ò and I had ñnegligently, carelessly and without regardò for my pa-

tientôs health treated her in such a manner that she had died the previous year. 

 

At night I lay awake going over and over what happened. My patient was a relatively young woman who had developed an 

aggressive colon cancer; her illness was unexpected, and her course was tragic. I felt that I had treated her as I would wish to 

be treated. 

But now her children, whom I barely knew, were coping with their own complex emotions, which I imagined to be grief, 

very likely anger and frustration, and  perhaps misunderstanding. Filing a malpractice suit somehow addressed this. And 

now it would hang over all of us for years. It was as if a noxious subtle film had settled all around, making everything 

vaguely unfamiliar and unpleasant. I had become a little unfamiliar to myself. 

 

The film settled on everything at home and at work. I loved my patients and my practice, but this made me wary and mis-

trustful of them ð and of myself. 

 

Medicine can be a minefield of uncertainties; no matter how thoughtful and careful we are, physiology is infinitely complex 

and fate is capricious, and occasionally something blows up in your face. If this happens, you have to integrate the           

experience, but for a while you lose your bearings. It is discombobulating. When this is followed by litigation, the effect can 

be paralyzing. And the lawsuit felt like an assault. Being sued, even with assurances that ñitôs nothing personalò and that my 

insurance would most likely cover any settlement, was in fact deeply personal. The experience was devastating. 

 

Still, I coped well enough. I was able to see patients and almost lose myself in their stories. One day I went in to see a      

delightful 95-year-old woman for a blood pressure check. In the middle of the visit, she gave me a piercing look. ñYouôve 

got something on your mind,ò she told me. ñYou take care of yourself.ò 

 

A few months later, my lawyer, Amy, arrived, a brisk, no-nonsense woman hauling a suitcase full of records. We spent an 

exhausting and inconclusive morning reviewing the case and the questions it raised. I couldnôt tell if she thought I might win 

or lose the suit. This was the first of many such marathons. 

 

I had been cautioned not to discuss the details of the case with anyone except my defense team. At one point, I told Amy 

that I had decided to keep a journal of the experience. Apparently, this was a bad idea. A journal could be subpoenaed, and 

even if it contained no evidence of wrongdoing, the plaintiffôs lawyer could very likely find something that would be used 

against me. So talk only to Amy and my claims representative; other than that, suck it up. 

 

After the initial flurry of activity, things subsided, and more than a year elapsed before I was deposed. For a grueling four 

hours, the plaintiffôs lawyer asked a lot of questions, but he did not hold my feet to the fire, and then that was that. It is often 

the case that these suits drag on for years, so I was taken by surprise when, in fall 2007, a trial date was scheduled for Oct. 

27, 2008, in Middlesex Superior Court. In January 2008, I left my primary care practice after almost 30 years. I canôt say it 

was because of being sued, but I canôt say it was irrelevant either. 

 
(Continued on page 6) 

By Joan Savitsky, M.D. 
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In March 2010 we will be changing our provider of on-line risk management education to ELM.  ELM has worked with hospitals, health 

systems, and insurance carriers to educate healthcare providers about risk and patient safety for the past 20 years. Last year, ELM       

delivered more than 70,000 courses that defined standards of care and helped healthcare providers gain confidence in their professional 

performance. ELM programs develop a physicianôs critical thinking and clinical decision-making skills to maximize factors within their 

control to protect patients from harm, as well as protect themselves and their organizations from compensable damages.  As in the past, 

MAIC physicians who complete on-line risk management education will be eligible for premium discounts of up to 4%, and receive 

Category 1 CME credit. 

 

When the switch to ELM occurs in March it will result in a period of ñdown timeò of approximately 1 to 2 weeks.  Once the change has 

been completed, we will be mailing you a subscription code that will allow you to log-in to the website to gain access to the available 

courses.  If during this transitional period you need to access a course to initiate your Risk Advantage discount, please contact Mary 

Stankos, RN, MJ, Director Risk Management at mstankos@ihastaff.org, or call at (630) 276-5565. 

 

Please visit our website at www.MAICinsurance.com for additional information regarding the transition of  our educational service    

provider, or for information on our risk management discount program, Risk AdvantageSM.  For information about MAIC Insurance, 

please contact Dianne OôDonnell at dodonnell@ihastaff.org or  (630) 276-5872. 

In September 2008, Amy and I resumed the process of reviewing records and discussing strategy. In early October, I was 

coached on how to testify: keep your feet on the floor, do not cross your legs or fold your arms. Donôt put your fingers      

together and pontificate. For heavenôs sake, donôt slump. Answers should be crisp and cogent, but do not hesitate more than 

three seconds before responding. Look at the jury. Donôt lose your cool during the cross-examination. And above all, relax 

and be yourself. 

 

On Oct. 16, 11 days before trial, I got an urgent e-mail message from Amy. It turned out that the plaintiffs and their law firm 

had ñirreconcilable differences.ò These differences werenôt spelled out, but it appeared that the lawyers had decided they 

were not going to win the case. They couldnôt have figured this out four and a half years earlier? Before all this wasted time, 

the emotional anguish, and the more than $150,000 spent by my insurance company in the run-up to trial? 

 

The plaintiffs, my patientôs children, refused to let their lawyers drop the case. I could imagine that they didnôt feel well 

served by this process. They met with their lawyers to resolve this, but neither side gave in. As this slowly unfolded, my 

mood turned from stoic resignation to a toxic muck of apathy and irritation. 

 

On Oct. 23 everyone except me went in front of the judge. The plaintiffsô lawyers asked to withdraw from the case, and the 

family requested a continuance, which would allow the case to be tried at a later time with a new set of  lawyers. Amy       

opposed the continuance. The judge denied the continuance and ordered everyone to proceed with the trial as scheduled. 

 

Just before Amy left, the children and their lawyers conferred again. The lawyers told them that they were unlikely to win 

and that they would have to pay for the expert witnesses if the case went forward. Finally, the  family agreed to drop it, and 

they all went before the judge to seal the deal. 

 

Amy called me. All in all, I thought I was pretty cool about the whole thing by now. The initial turbulent emotions had been 

squeezed out or tamped down, and I was ready for whatever happened. But when she told me the news, I started to cry. 

Dr. Joan Savitsky is an internist in the Boston area. 
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