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Abstract
Objective To examine the clinic no-show rate across different modalities of care delivery 
(Face to Face, Telephone visits and Audio–Video visits).
Methods Clinic no show data for adult patients was extracted from the electronic health 
records used by the psychiatry clinic for 10 months before pandemic and 10 months dur-
ing pandemic. No show rate was analyzed by visits type (new vs return) and across dif-
ferent modalities (face-to-face vs Telephone vs Audio–Video) before and during COVID 
pandemic.
Results There were 13,916 scheduled visits during the 10-month period before the pan-
demic of which 2,522 were no show. There were 13,251 scheduled visits during the 
10-month period during the COVID pandemic of which 2,029 were no show. The overall 
clinic no show rate decreased from pre pandemic to pandemic period (18.1% vs 15.3%) 
after transitioning to telehealth. Across different modalities during the pandemic, the no-
show rate for Telephone visits was significantly lower than for face- to-face visits. No dif-
ference was identified for no-show rates between face-to-face visits and audio–video visits 
during the pandemic. The no-show rate for face-to-face visits before the pandemic com-
pared to during the pandemic also showed no difference.
Conclusion Using technology in health care delivery can decrease the clinic no show rate. 
Digital literacy for patients and providers is critical for successful utilization of telehealth.

Introduction

Psychiatry clinics, especially those associated with academic medical institutions, have 
long struggled with higher no-show rates [1, 2]. No-show attendance rates for outpatient 
psychiatry clinic are reported by various studies to differ anywhere from 2–30% [3]. 
Furthermore, the no-show rate for initial psychiatric evaluations is twice that of most 
other specialties [2].Gajwani reported a no-show rate of 31% at University of Texas 
Health Sciences Center at Houston, an academic institution [1]. Patients who no-show 
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to initial psychiatric appointments have been found to have more frequent hospitaliza-
tion and emergency department visits. [2, 4] In addition to the patients not being treated 
due to missed appointments, there is concern for the large financial burden placed on the 
clinics with monetary loss associated with no-show rates. At the Michael E DeBakey 
VA Medical Center in Houston, Texas, the average cost of a no-show patient across 
multiple departments (Audiology, Cardiology, Dermatology, Eye Care, Gastroenterol-
ogy, Mental Health, Orthopedics, Podiatry, Primary Care, and Urology) was $196 in 
2008 [5]. At the University of Missouri outpatient psychiatry clinic, the no-shows rep-
resented between $11–19 million in lost revenue [6]. Furthermore, high no-show rates 
create increased burden on clinicians and administrative staff in the form of contacting 
and rescheduling patients [7]. No show appointments not only waste clinic resources, 
but they also prolong the waiting time for patients wanting to see a provider. Clinical 
capacity and workflow are not optimally utilized during no show appointments as time 
and clinic resources are wasted whereby providers could be seeing other patients [8]. 
This prolongs the waiting time for patients waiting to see a provider to establish care 
and delays treatment for patients who are already established/seeking care  [9].

Due to the financial burden of missed appointments and the wasted time of provid-
ers and resources, several studies have investigated reasons for missed appointments. 
Common attributes of patients who no-show to their appointments include lower socio-
economic status, younger age, ethnic minorities, prior history of no-show, living far-
ther from outpatient clinics, poorly insured, and the less educated [7, 10]. The Univer-
sity of Missouri’s data revealed that the scheduler who made the appointments affected 
one-third of the probability of whether the patient would show. This was based off 
whether the scheduler followed protocol assigning appointments vs asking the patients’ 
time preference [6]. Common reasons reported for missed appointments by patients 
include patient illness, oversleeping, inability to get off work/scheduling conflict, trans-
portation issues, lost appointment card, believing the appointment was on a different 
day or time, lack of understanding of the scheduling system, and motivational issues/
avoidance of treatment [7, 10]. Forgetfulness as a factor of missed appointments is a 
response heard twice as often in psychiatry outpatient clinics than that other special-
ties [1]. Multiple studies have reported that factors affecting missed initial appointments 
include male sex, younger age, lower socioeconomic status, comorbid substance abuse 
disorders, poor family support, poor adherence to psychotropic drugs, lack of or lim-
ited health care insurance, poor social functioning, unemployment, longer periods from 
contact to appointment, higher numbers of previous hospital admissions, and shorter 
hospital stays. [2, 4], Common practices that have been shown to reduce no-show rates 
include collaborating with referral sources for new patient evaluations, reducing clinic 
wait times, making reminder calls, using behavioral engagement strategies, and cre-
ating a welcoming clinic environment [8]. Parikh et  al. studied patient no-show rates 
among patients receiving a clinic staff reminder, automated appointment reminder or 
no reminder, with results indicating no show rates lower in that respective order. Staff 
reminder calls are most commonly employed and in general health settings reduced 
no-show rates from 23.1% to 13.6% [8]. Ultimately, reducing no-show rates leads to 
improvement for patients, physicians, and clinic workflow.

The current COVID-19 pandemic has presented challenges to delivering quality health 
care to both new and established patients. There was special concern for delivering conti-
nuity of care to those with mental illness, as they may be more susceptible to decompensa-
tion from fear of acquiring the virus and the isolation of quarantine and social distancing. 
[11, 12].
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The field of psychiatry has pioneered the way for telemedicine, allowing easy imple-
mentation of telepsychiatry into current practice [13–15]. This transition was made more 
feasible with the lifting of some prior telehealth restrictions. The Coronavirus Prepared-
ness and Response Supplemental Appropriations Act was signed into law on March 6, 
2020 [16]. This act waived telehealth reimbursement restrictions for geographic and origi-
nating site restrictions. The Health and Human Services Office of Civil Rights has addi-
tionally announced that it would waive HIPPA penalties for using non-HIPAA compliant 
video conferencing software during video conferencing appointments. These include popu-
lar platforms such as Skype, FaceTime, etc. [17].

It is largely unknown how implementation of telepsychiatry visits during the COVID-19 
era impacted clinic workflow. This study examined the no show rate in a large academic 
outpatient psychiatry clinic in eastern North Carolina before and during COVID-19. The 
clinic serves a multi-county catchment area. Given the widespread availability of virtual 
platforms to the public, it was anticipated that the no-show rate would drop, and clinic 
workflow would improve in the outpatient psychiatry clinic.

Methods

This study was conducted at the ambulatory psychiatry clinic at the East Carolina Univer-
sity which is a large academic outpatient psychiatry practice in eastern North Carolina. 
Like other institutions across the country, this clinic transitioned from face-to-face vits to 
telehealth including both telephone visits and audio–video visits during COVID pandemic. 
The clinic used Zoom for Healthcare (HIPPA compliant) as the virtual encounter platform. 
The patients were also given the option of continuing to come in person for visits. Data 
about clinic appointments for adult patients (age 18 and above) was collected from Elec-
tronic Medical Record system for 20 months, from May 2019 to December 2020. We com-
pared the clinic no show rate for the 10-month pre-Covid period (from May 2019 to Feb 
2020) to 10 months during Covid pandemic (March 2020 to Dec 2020). During pre-Covid 
period all the appointments were face to face. During the Covid period telephone visits, 
audio–video visits and face to face visits were included.

We defined clinic no show rate as the total number of patients who did not attend the 
appointment divided by the total number of patients scheduled. We did not include can-
celled appointments or rescheduled appointments in calculating the no show rate. Data was 
analyzed by using SAS software (SAS 9.4, Cary, NC). We compared no show rates by 
appointment type (New vs Return visit) as well as by modality (Telephone vs Audio–Video 
vs Face to Face visit). This study was considered exempt from institutional review board 
approval.

Results

During the 10-month pre-COVID-19 period there were 13,916 scheduled appointments, 
of which 2,522 were no-show. During the 10-month COVID-19 period, there were 13,251 
scheduled appointments, of which 2,029 were no-show (Table  1 and Fig.  1). The over-
all no-show rate was 18.1% for the pre-COVID-19 period and it dropped to 15.3% for 
the COVID-19 period, which was a significant difference (p < 0.0001). For new patients, 
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the no-show rate dropped from 29.8% to 28% (p = 0.2696), and for returning patients it 
dropped from 16.4% to 13.9% (p < 0.0001).

Prior to the pandemic, all appointments were face-to-face. During the COVID-19 
period, some appointments were face-to-face, but phone and virtual appointments were 
also introduced. We compared the no-show rates for face-to-face appointments before and 
during the pandemic to determine if there were pandemic-related differences across similar 
appointment types. We also compared the no-show rate during the pandemic for new and 
return appointments delivered by different modes (phone, virtual) to look for mode-specific 
differences.

Table 2 and Fig. 2 show the no-show rates for face-to-face appointments for new and 
return adult visits both before and during COVID-19. No show rate for face-to-face new 
visits before Covid was 29.8% and during Covid 28.2% (p = 0.3539). No show rate for face-
to-face return visits before Covid was 16.4% and during Covid 16% (p = 0.4427). There 
were no significant differences in no-show rates for similar visits delivered by face-to-face 
across the two periods (pre-COVID-19 and during COVID-19).

Comparing across modes during COVID-19 period, the no-show rate for phone mode 
were significantly lower than face-to -face mode for both new visits (p = 0.0208) and return 
visits (p < 0.0001) (Table 3a, Fig. 3). No-show rates for virtual mode were no better than 
for face-to-face mode for new visits (p = 0.6812) and return visits (p = 0.186) (Table 3b, 
Fig. 3).

Discussion

This study demonstrates that in the ambulatory psychiatry clinic at ECU, a large academic 
outpatient psychiatry practice in eastern North Carolina, the overall no show rate decreased 
after transitioning to telehealth during COVID pandemic. Even though COVID pandemic 
created numerous challenges for the society at large, it also created a necessity to adapt 
quickly to the innovative ways of delivering health care. Telephone and virtual delivery of 
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care made it possible to bridge the physical distancing while maintaining the social dis-
tancing and provided opportunity to compare no show rates across different modes.

Psychiatry is well-suited for telehealth and empowers the providers to reach the patients 
in rural and underserved areas. Before the pandemic, many practices in the country were 
not using telepsychiatry to reach patients at their homes due to multitude of factors and 
one of the primary concerns was insurance reimbursement and requirement for being at an 
originating site [13, 21, 22]. On March 17, 2020, CMS released guidance allowing patients 
to be seen at home via live video conference without having to be at an originating site for 
virtual encounters [14, 15, 23]. Then on March 31, 2020, CMS temporarily waived require-
ments for out of state practitioners to be licensed in the state where they were providing 
services [14]. The DEA has also suspended the requirement of the Ryan Haight Act that 
requires providers conduct in person initial evaluations prior to prescribing a controlled 
substance [24]. DEA licensure in the state where the patient is located to electronically pre-
scribe a controlled substance has also been waived [14, 16]. These provisions have allowed 
the field of psychiatry to evolve with the COVID-19 pandemic more rapidly and transition 
from in person to virtual encounters. Initial reports revealed that implementation of tel-
epsychiatry improved outpatient attendance for healthcare delivery [12, 18]. Massachusetts 
General Hospital-based outpatient psychiatric practice reported a 22% increase in produc-
tivity and 20% decrease in no-show rates from pre-COVID period to COVID period [19]. 
Patient no-show rates for Boston Medical Center psychiatry department dropped to 15% 
from around 45% [20].

In this study the no show rate for New visits did not differ before and during COVID. No 
show rate for Return visits was significantly lower during the COVID than before COVID 
primarily because of using telephone visits. No show rate by telephone mode was signifi-
cantly lower than other modes (Face to face and Virtual) for new visits (7.7%) and return visits 
(7.8%). Patients and providers comfort level with using telephone probably contributed to this 
finding. There were few New visits by Telephone mode than Return visits during COVID. 
No show rate for virtual mode is no better than Face to Face mode during the COVID (17.1% 
vs 16%). Low Socioeconomic status and lack of clear policy on what virtual platform to use 
during the swift transition to telehealth could be possible contributors to the differences in 

29.8
28.2

16.4 16

0

5

10

15

20

25

30

35

Before COVID During COVID Before COVID During COVID

New Adult Face to Face Appointments
p=0.3539

Return Adult Face to Face Appointments
p=0.4427

Fig. 2  Percent of Face to Face Appointments Not Kept Before and During COVI-19 by New and Return

695Psychiatric Quarterly (2022) 93:689–699



1 3

Ta
bl

e 
3 

 a 
an

d 
b 

Pe
rc

en
t o

f F
ac

e 
to

 F
ac

e 
an

d 
Ph

on
e 

A
pp

oi
nt

m
en

ts
 N

ot
 K

ep
t D

ur
in

g 
CO

V
ID

-1
9 

by
 N

ew
 a

nd
 R

et
ur

n

*   s
ig

ni
fic

an
t a

t t
he

 .0
5 

le
ve

l
**

 si
gn

ifi
ca

nt
 a

t t
he

 .0
1 

le
ve

l

Fa
ce

 to
 F

ac
e

Ph
on

e

To
ta

l  
A

pp
oi

nt
m

en
ts

N
um

be
r 

of
 

A
pp

oi
nt

m
en

ts
 

N
ot

 K
ep

t

Pe
rc

en
t N

ot
 

K
ep

t
To

ta
l  

A
pp

oi
nt

m
en

ts
N

um
be

r 
of

 
A

pp
oi

nt
m

en
ts

 
N

ot
 K

ep
t

Pe
rc

en
t N

ot
 

K
ep

t
X2

p

N
ew

 A
du

lt 
Pa

tie
nt

s
1,

14
8

32
4

28
.2

26
2

7.
7

5.
34

0.
02

08
*

R
et

ur
n 

A
du

lt 
Pa

tie
nt

s
6,

18
6

98
8

15
.9

3,
36

2
26

3
7.

8
12

7.
04

 <
 .0

00
1*

*

b
Fa

ce
 to

 F
ac

e
V

ir
tu

al
To

ta
l A

pp
oi

nt
-

m
en

ts
N

um
be

r 
of

 
A

pp
oi

nt
m

en
ts

 
N

ot
 K

ep
t

Pe
rc

en
t N

ot
 

K
ep

t
To

ta
l A

pp
oi

nt
-

m
en

ts
N

um
be

r 
of

 
A

pp
oi

nt
m

en
ts

 
N

ot
 K

ep
t

Pe
rc

en
t N

ot
 

K
ep

t
X2

p

N
ew

 A
du

lt 
Pa

tie
nt

s
1,

14
8

32
4

28
.2

14
4

43
29

.8
0.

16
88

0.
68

12
R

et
ur

n 
A

du
lt 

Pa
tie

nt
s

6,
18

6
98

8
15

.9
2,

38
5

40
9

17
.1

1.
74

8
0.

18
6

696 Psychiatric Quarterly (2022) 93:689–699



1 3

no show rates for telephone and virtual modes. Ease of use with telephone appears to be a 
driver for the very low no show rate for telephone visits when compared to audio video visits. 
Another potential contributor is the complexities associated with accessing virtual platforms. 
Even though virtual platforms have been around for a while, ability to use these platforms 
may be a limiting factor as it requires technical knowledge and needs some time to learn. This 
learning curve for the patients and the providers may be one of the factors contributing to 
increased no show rate for virtual visits when compared to telephone visits. Very low no show 
rate for telephone visits speaks to the fact that if the patients and providers are comfortable 
with using the technology, no show rate for virtual visits will decrease. But it can also be 
impacted by other external factors such as availability of technology to the patients in remote 
areas including computers and reliable internet, availability of IT support to the clinic as well 
as patient navigators to educate and guide patients about using the virtual platform that the 
clinic is using. In addition to these, appropriate policy modifications to support using tele-
health can play a significant role in decreasing clinic no show rate.

Limitations

Specific reasons for clinic no shows were not obtained in this study. Data was collected as 
aggregate no show rate for each modality of care delivery and individual level data was not 
available to identify the change in clinical symptoms and longitudinal outcomes. The periods 
compared were not identical times of the year which could have caused a skew in results due 
to seasonality potentially playing a role in no-show rates. There was no way to determine if 
decrease in no show rate after transitioning to telehealth during COVID pandemic translated 
into improved outcomes for the patients. This study took place in an academic psychiatry 
clinic which may limit generalizability to other specialties and community settings.

Conclusion

Telehealth can decrease the clinic no show rate and has the potential to make a positive 
impact on the provider and staff time, clinic revenue, patient outcomes and the over-
all health care system. It is important to understand the learning curve involved for both 
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patients and providers. Successful implementation requires educating patients and provid-
ers in using technology, staff and technical support and polices conducive to easy access 
and widespread utilization of telehealth.

Next Steps

Future studies looking into the reasons for clinic no shows by different modalities of care 
delivery can help to understand the drivers for no show rate for virtual care. Prospective 
studies focusing on weather decreased no show rate can translate into improved patient out-
comes for telehealth are imperative. It would be helpful to have future studies to evaluate 
the impact of demographic and socioeconomic factors on telehealth utilization as well as 
no shows in variety of clinical settings and age groups.
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