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Abstract

Introduction: While evidence has been established on the impact of medical appointment non-attendance on the
healthcare system and patient health, previous research has not focused on how poverty and rurality may influence
patient experiences with non-attendance. This paper explores patient perceptions of non-attendance among those
experiencing poverty in a rural US county to better inform providers to the context in which their patients make
attendance-related decisions. Methods: Using a grounded theory approach, we conducted semi-structured interviews
with 32 U.S. low-income adults in the rural Western U.S. who recurrently missed primary care appointments. We also
used a questionnaire to assess individual characteristics related to health, resiliency, personal mastery, medical mistrust,
life chaos, and adverse childhood experiences. Results: Participants identified 3 barriers to attending appointments:
appointment disinterest, competing demands, and insufficient systems. Appointment disinterest stemmed from physical
and mental health issues, misalignment between needs and treatment, and comfort with the provider. Competing demands
included family responsibilities, employment, and relationships. Finally, participants reported that current scheduling and
transportation systems were helpful but insufficient. To provide further context, participants also reported low overall
health, moderate levels of medical mistrust, life chaos, and mastery, moderate to low resilience, and very a high number
of adverse childhood experiences. Conclusions: Results point to the need for modified structures that allow low-income
patients more control over their personal health and highlight opportunities for clinics to address patients’ lack of interest
and fear in the medical encounter.
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have worse continuity of care® which can result in lower
patient satisfaction.”!°

While a strong body of evidence has been established on
the impact of no shows on the healthcare system and patient
health, less attention has been devoted to the patient’s expe-
rience with missing medical appointments. Quantitative

Introduction

Medical non-attendance or “no shows” occur when indi-
viduals fail to attend their medical appointments without
prior rescheduling or cancellation. In the United States, no
show rates range from 5% to 55% in primary care set-
tings,' and unfilled appointments limit the ability of clin-
ics to provide efficient care.? Further, patients who have
high no show rates are more likely to utilize emergency
departments and in-patient care.*> No shows are commonly
framed as healthcare systems issues, yet missing clinical
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appointments has adverse effects on patient health. Patients
with high no show rates are less likely to complete preven-
tive screenings® and more likely to have unmanaged chronic
disease®”’ compared to patients with low no show rates.
Patients who frequently miss medical appointments also
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research has shown that issues such as miscommunication!!
or not being notified about the appointment,'? forgetfulness,
work, and transportation are barriers to primary care
appointment attendance.!’'> Beyond reasons for missing
appointments, research has also found that being of younger
age, lack of insurance, scheduling a check-up visit, and 2 or
more previous no show visits increase the likelihood of
missing appointments.'® Further, only 1 purely qualitative
study in the U.S has explored the contextual factors that
influence primary care appointment attendance behavior.
Lacy et al'* found that not understanding the scheduling
system, emotions related to the appointment, and perceived
disrespect from staff are key factors in non-attendance.
Likewise, 1 qualitative study from the U.K. identified issues
such as competing priorities for patients, patient/staff rela-
tionships, and appointment booking systems. '3

Previous research has not focused specifically on the
role of social and economic factors, particularly poverty
and access to healthcare in a rural environment. For exam-
ple, Martin et al'> do not explicitly examine the experience
of rural patients. Further, while some studies on the patient
perspective described their clinics as predominately serving
low-income patients,'>'* they lack detail on the context in
which patients live and make decisions. As low-income
populations have a higher risk of missing appointments,'®
and experience greater disparities in health outcomes,'” it is
of particular importance to understand the role that poverty
and related contextual factors may play in no show behavior
in these communities.

Living in a poverty context (ie, financial instability and
limited wealth) results in persisting hardships and events
which make one’s ability to meet their personal needs less
attainable.'® Poverty has various adverse effects including a
decreased quality of physical and mental health.'® Given the
influence of poverty on instability and health outcomes, fur-
ther exploration of medical appointment behavior among
those experiencing poverty is warranted. The landscape of
primary care in the US and in the State of Oregon is com-
plex and variable. Rural populations have more limited
access to primary care physicians than those in urban areas
and tend to be older, have more health conditions, and expe-
rience higher rates of poverty.?’ Research suggests that
Medicaid (state sponsored health insurance for low-income
people) expansion is associated with greater access to care,
greater use of preventive services, and improved chronic
disease management.”! Therefore, it is imperative to under-
stand the additional barriers to adequately utilizing avail-
able care, particularly among low-income, rural populations.
This study aims to provide an in-depth and contextually
grounded understanding of primary care non-attendance
among low-income patients in a rural environment. This
study is needed to give providers a better understanding of
the conditions outside of the exam room that influence
attendance. The study employs qualitative interviews to

explore patient experiences with non-attendance and
describes individual and community level factors that shape
these experiences.

Materials and Methods

We employed a grounded theory approach??-** centered on a

process of purposeful sampling, systematic inductive cod-
ing, category and theme identification, and evaluation of
data saturation. The study uses both qualitative interviews
and a psychosocial questionnaire with low-income individ-
uals living in a rural area. Individuals were classified as
low-income if they were enrolled in Medicaid, state subsi-
dized health care for low-income individuals in the state of
Oregon, otherwise known as the Oregon Health Plan.
Individuals qualify for the Oregon Health Plan based on a
maximum income of less than approximately $1400 per
month for an individual and less than $2800 per month per
month for a family of 4 during 2017 (the year study partici-
pants were recruited).?> Approximately 25% of Oregonians
are enrolled in the Oregon Health Plan.?® We conducted
semi-structured interviews with Medicaid members in a
rural Oregon county (USA) to understand their experiences
missing primary care appointments. Purposive sampling
was employed to recruit participants from specific groups
(ie, men and non-White individuals). We recruited adults
enrolled in the local Coordinated Care Organization’s
Medicaid plan. Participants were patients at a variety of
local primary care clinics, including a Federally Qualified
Health Center, a family medicine residency clinic, a hospi-
tal-affiliated primary care clinic, and 2 private primary care
clinics. To be included in the study, participants must have
been between the ages of 18 and 64, been enrolled in the
Oregon Health Plan, and had missed 4 or more appoint-
ments in the previous year. Health status and comorbidities
were not considered for inclusion or exclusion in the study.

The majority of interviews were conducted in-person in
a private room at a community work space (n=26) while a
few were conducted over the phone (n=6). Twenty-nine of
the 32 interviews were recorded and transcribed verbatim.
Three interviews were not recorded due to participant
refusal; detailed notes were taken during these interviews.
Qualitative interviews lasted an average of 35 min ranging
from approximately 20 to 95 min. Additional information
related to psychosocial characteristics (ie, ACES, resiliency,
personal mastery, and life chaos) and health and healthcare
(medical mistrust and self-rated health) was gathered
through a questionnaire.

Participant recruitment concluded once saturation of
data was reached.?’ Data saturation occurs in the coding
process where existing information and codes are prevalent
and new codes do not emerge. Reaching data saturation did
require additional criterion based purposeful sampling of
participants based on select demographic characteristics
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including males, people of color, and individuals under the
age of 30. The research team obtained informed consent
from each participant, and interviewees received a $50 gift
card as incentives for participation. This study was con-
ducted in collaboration with a local Coordinated Care
Organization and was approved by the Institutional Review
Board at Oregon Institute of Technology.

Interview Protocol

The semi-structured interview protocol covered topics such
as experiences with the medical system, routines and proce-
dures related to scheduling and attending appointments, bar-
riers and facilitators to attending medical appointments, and
recommendations for improving appointment attendance
rates. Participants were asked questions related to how they
chose their doctor or clinic and if they were satisfied with
their health care. They were also asked questions such as,
“Is it ever difficult to make the appointments?” and “Can
you tell me about a time you didn’t make it to an appoint-
ment?” Participants were asked about events leading up to
the appointment and their actions after having missed
appointments. They were asked about the role of work,
family, and everyday life in attending medical appoint-
ments. Finally, they were asked about how the medical
office could help ensure that patients were able to attend
medical appointments.

Questionnaire Measures

To provide greater context to the experiences of partici-
pants, the sample was asked to complete a questionnaire
that included range of psychosocial and health metrics.
These measures were included to provide a psychosocial
profile in addition to demographic characteristics of the
participants and to explore the extent to which factors such
as adverse childhood experiences, medical mistrust, and life
chaos might be present among those who recurrently miss
appointments. Further, these measures contextualize and
reinforce the interview findings. Measures included self-
rated health,?®?° the Brief Resilience Scale,’® the Pearlin
Mastery Scale, measuring the extent to which an individual
regards their life chances as being under their personal con-
trol,>! the Medical Mistrust Index,*? the Confusion, Hubbub,
and Order Scale (CHAOS), assessing the organization and
routine of daily life,>** and the Adverse Childhood
Experience Scores.™

Qualitative Data Analysis

The analysis largely followed established methods of the
constructionist grounded theory?>* in the sense that data
reduction was achieved through an inductive approach.
Interview data was analyzed in Provalis QDA Lite software.

Table |. Summary of Demographic Characteristics, n=32.

Frequency
Gender
Female 24
Male 8
Race/Ethnicity
White only 24
Latinx 4
African American 3
|

American Indian/Native Alaskan
Average (range)
Age 41 (19-64)
# of missed appointments (last |2 months) 6.9 (4-11)

Analysis consisted of 3 stages. The first stage involved open
coding to summarize the content. The second stage con-
sisted of axial coding and categorization, where major
themes were established and patterns within these themes
were identified. Finally, selective coding occurred in which
supporting evidence and related categorizes were matched
with the primary themes. Coding and analysis was carried
out by 2 experienced researchers. The researchers brought
differing perspectives from social science and public health
which reduces the likelihood for analytical bias.*¢ Further, 2
researchers coded the transcripts and came together to dis-
cuss codes and identify relevant themes. Differences in
interpretation and code and category assignment were
resolved through conversation. Elements of more recently
developed qualitative techniques such as flexible coding as
outlined by Deterding and Waters®” were employed as well.
Flexible coding refers to the coding of attributes and creat-
ing of indexes by which comparison of broad topics, rather
than specific codes, can be used to more directly address a
specific research question. The final themes were devel-
oped by examining both the inductively coded categories
and the contextual attributes identified in both the inter-
views by participants and the responses to the questionnaire
instrument.

Results

Individual Level Demographics

Table 1 presents sample demographic information. A total
of 32 people, 24 women and 8 men, participated in inter-
views. Twenty-four participants identified as White, 4 as
Latinx, 3 as African American, and 1 as American Indian or
Native Alaskan. Average age of the participants was 41
(range 19-64). The number of missed appointments in the
past 12 months ranged from 4 to 11.

Table 2 presents a summary of the questionnaire mea-
sures. These quantitative data provide the context in which
the participants experience medical appointments, shown
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Table 2. Summary of Individual Contextual Factors, n=32.

Frequency % or mean Defined thresholds
Self-rated health
Excellent | 3.1% —
Very good 5 15.6% —
Good 12 37.5% —
Fair 10 31.3% —
Poor 4 12.5% —
Brief resiliency scale — 3.01 Low resilience =3.0—High resilience =4.3
Personal mastery scale — 2.5 Low mastery > 1.5, moderate mastery |.5-
3.5, high mastery >3.5
Medical mistrust index — 2.6 Low mistrust <I.5, moderate mistrust |.5-
3.0, high mistrust >3.0
Life chaos score — 2.4 Low chaos <2, moderate chaos 2-3, high
chaos >3
Adverse childhood experiences score — 5.8 High—more than 4
0 0 0%
1-2 6 18.8%
3-4 6 18.8%
5-6 3 9.7%
7-8 I 34.4%
9-10 5 15.6%

through the qualitative themes. Overall, self-rated health
was low. The average resiliency score just above the “low
resiliency” threshold and far less than the “high resilience”
threshold. Participants had low to moderate feelings of con-
trol over their lives and moderate levels of medical mistrust
as well as life chaos. Finally, adverse childhood experiences
were extremely prevalent with three-quarters of the group
scoring 4 or more ACES and over half scoring 7 or more.

Qualitative Themes

Theme |: (Dis)Interest in the medical encounter. Participants ref-
erenced a range of issues related to interest, or lack thereof, in
the medical encounter. These issues included: medical barri-
ers, apprehension due to perceived judgment, and patient/pro-
vider relationships including alignment of treatment plans
between patient and providers, continuity of care, and positive
interactions. Table 3 presents direct quotes related to Theme 1.

Medical barriers: Physical and mental. Many partici-
pants described their own health as the issue that discour-
aged attendance. Specifically, participants highlighted
how mental health made it difficult to attend a medical
appointment. The process of attending a medical appoint-
ment was described as stress inducing and for those with
existing anxiety issues; the encounter only worsened their
mental health. Ultimately, missing, canceling, or delaying
the appointment was considered the most logical path for-
ward. Physical health seemed to reduce interest in attending
appointments in similar ways as mental health. However,

physical health was most often discussed as a competing
demand. This observation is unsurprising given that only 6
participants reported very good or excellent health.

Perceived judgment. Individuals also expressed some
fears of confrontation related to lifestyle or health issues
that they did not want to discuss with a provider. Individuals
described a disinterest in being told to change lifestyle hab-
its or having an illness-related appointment be dominated
by conversations of weight, diet, and substance use. Similar
stories were expressed related to domestic abuse or sexual
behaviors. Participants noted that this fear of confrontation
adds to the anxiety of the appointment and results in either
less motivation to attend an appointment or non-attendance.
While not explicitly defined as childhood experiences,
issues such as those mentioned above may be indicative
of a trauma history—the participants reported an average
of nearly 6 ACES. Additionally, these experiences seem to
undermine the trust between patient and provider and dis-
courage future plans to make and attend appointments.

Patient and provider relationship: Treatment alignment, con-
tinuity, positive interactions. While few individuals explicitly
identified the relationship between themselves and their pro-
vider as a reason for non-attendance, many individuals did
discuss how comfort level with a provider influenced their
desire to attend appointments. Most participants described,
at length, issues of perceived misdiagnosis or what they
viewed as careless treatment plans that undermine their trust
in providers. One woman described how she would cancel
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Table 3. Theme I: (Dis)Interest in the Medical Encounter.

Medical barriers

“I mean | have a lot of anxiety, and so | don’t go to the doctor as much as | should.”

“Yeah. | just wouldn’t go to anything. | was just too overwhelmed with everything.”

Perceived judgment

“I was there for the flu, but [the provider] kept asking me about drinking and if | smoke and my weight.”

“People don’t like to see the doctor. Sometimes you just don’t want to hear someone tell you that you
need to do things differently or that you need to have a bunch of tests run. Sometime people are just like,

not today”

“So, | can’t go to my appointment because | have a black eye and | don’t want to talk to the. . .doctor about it.”

Patient/provider
relationships

“Give people the same doctors. | would be inclined to go if | knew that | was seeing the same person.”
“I think it would be absolutely 90 to 100 percent better if you establish that connection with that one doctor,

you don’t have to run around to everyone else trying to tell them what’s going on multiple times.”
“Yeah, they compare notes well. That’s true. It’s irritating when you go to a different doctor and they have no

idea what’s going on.”

“l know a lot of doctors are overworked and they work non-stop so that can be tiring for them. . .then you
feel like you're being treated poorly because they want to go home.”

“l don’t think | would be as open [with other providers] . . .| wouldn’t get my medical needs met.”

“She totally went out on a limb for me and got [training] for me. She believed in me. . .Not one doctor in this
town had a Suboxone license and she did it.”

appointments or not show up for appointments because she
did not want to hear that her physical health problem was
instead mental or behavioral. Others described scenarios in
which they had received a misdiagnosis that led to unneces-
sary surgeries, medications, and interventions. Some even
referred to using the emergency room as a last resort for
treatment because the clinic was unable to see them. The
observation is corroborated by the moderate levels of medi-
cal mistrust reported in the questionnaire.

Many participants appeared to prefer provider continu-
ity. Participants expressed that they were sometimes unable
to see the same provider consistently, which may have
undermined their interest in the appointment. While indi-
viduals did not state continuity of care as a direct cause of
missing an appointment, many reported this as a problem
with which they were concerned. The importance of conti-
nuity translated to the perception of quality and interper-
sonal connection. Several participants described frustration
related to seeing new doctors. One individual described
both the benefits and drawbacks of attending a clinic that
utilizes a “team” model in which if their assigned physician
is unavailable, they are able to see a clinician from the same
“team” of providers thus providing more continuity. This
frustration led some to request a change in doctor or to not
make appointments until they could see their assigned
provider.

Similarly, participants noted that doctors seemed rushed
and overworked and while sympathetic they express con-
cerns of quality. Similarly, others said they were reluctant to
attend appointments because they knew their problems
would take too long to discuss and that the providers simply
did not have the time to discuss all of the issues that they
needed to address. The issues of continuity of care and qual-
ity of care seem to compound existing issues such as trust,
anxiety, and disinterest in attending.

While disinterest in attending appointments may have
been compounded by stress-inducing characteristics of the
encounter, many participants suggested case management
and positive relationships with providers are key to foster-
ing interest in attendance. Participants highlighted that
trust, respect, and positive experiences made it less likely
they would miss appointments. Some described the role of
the trusting relationship as a reason to attend appointments,
engage in healthy behaviors, and be open enough with their
providers to get the treatment they need. Others mentioned
a desire to attend appointments and follow their provider’s
guidance because they do not want to disappoint their doc-
tors. In fact, multiple participants suggested that if they did
not have positive relationship, they would not go to the
appointments and would forego seeing a provider in the
first place. Participants described the connection to provid-
ers and the “above and beyond” mentality of some provid-
ers. This emphasizes the importance of the patient-provider
relationship. From the participant’s perspective, this rela-
tionship seems to be paramount to their interest or disinter-
est in attending the appointment.

Overall, this group of patients described the role of inter-
est in the medical appointment as key in attendance.
Participants highlighted issues of anxiety, trust, and confi-
dence. The experience of poverty and instability builds
anxiety and undermines trust and confidence. Given these
individuals have experienced numerous adverse experi-
ences, the need for stability in the medical encounter
appears to be important for building interest or disinterest in
attending appointments. In fact, when those relationships
are built on trust and providers are accessible, the patients
seem to have much more interest in the medical encounter.
Even so, building and maintaining interest in the appoint-
ment is just a portion of the factors that influence atten-
dance. Living in poverty further complicates patients’
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Table 4. Theme 2: Competing Demands.

Childcare and
employment

“[Referring to children] | put myself on the backburner sometimes because it’s what you gotta do, you know.”
“She [child] was screaming, biting, type of thing. And | just. . .came and went and when | looked at my calendar

later that afternoon | realized | had missed it because | was in the moment.”
“But | still end up working every single day. Like every day of the week. So, | don’t have a day off where | can just
go. . .oh can we make it for Thursday because that’s going to be my day off? | don’t have that option so it’s kind

of like a hit and miss with appointments.”

“Well | try not to [miss], but | have missed because | couldn’t get off work. No could cover and if left | wouldn’t

have gotten overtime which | need.”
Relationships

“There’s a lot of people who live in poverty who don’t have family or reliable transportation who can’t afford the

two dollars they charge you to take one way on the bus.”

“Well, | guess that | lost my job and then | lost my truck cause | was making payments on it and then it got
repossessed so my sister or her boyfriend would take me to my appointments and there has been a couple days
where they were both working and | was stuck with no car.”

ability to overcome the struggles of everyday life even if
patients are encouraged to attend due to a positive relation-
ship with their provider.

Theme 2: Competing demands. The second theme concerned
the host of competing demands that individuals had to man-
age daily. Attending medical appointments were often char-
acterized as important, but missing the appointment was
considered a necessary sacrifice or unfortunate reality. The
vast majority of participants spoke about conflicting tasks
that that took priority over their appointments. Some of
these issues were related to children and childcare, employ-
ment, and relationships. Table 4 presents direct quotes
related to Theme 2.

Childcare and employment. Several participants high-
lighted parent responsibilities as a barrier. One participant
described a time in which she was prepared for her appoint-
ment until her child with autism experienced an emotional
episode preventing her from making the appointment.

Alternatively, many others identified employment as
impeding attendance of appointments. Many of the individ-
uals expressed that their employment schedule was not flex-
ible or that they worked in shifts, clinic hours conflicted with
work schedules, and hourly wages made attendance a finan-
cial burden. When asked about work scheduled 1 single
mother stated that she works 2 jobs where one is supposed
have a set schedule and the other is more unpredictable.
Similarly, individuals expressed a strain between missing
appointments and missing out on much needed wages. In
these examples, it is clear that the context of poverty pres-
ents individuals with an array of obstacles to overcome.
Those without employment obviously have various compet-
ing demands and barriers, but those who are employed, the
working poor, appear to have a different set of obstacles.

Participants discussed the many steps they must take in
order to get to their appointments. One woman described
the process of getting her child a check-up involved an
undetermined window of time that required her to hire a

babysitter for her other children. She was unsure if she
needed a babysitter for just an hour or if the appointment,
that includes drive time, waiting, exams, tests, driving back
home, would take 2 or 3 hrs. She said the process was dif-
ficult and discouraged her from attending her own appoint-
ments because she had no idea of how long the process
would take on a given day, and that she had experienced
appointments of very different lengths of time. For some,
uncertainty in the process led participants to seek services
from the emergency department. These issues were com-
pounded by uncertainty in transportation and employment
constraints in addition to various problems related to disin-
terest in the appointments.

Relationships. Many participants emphasized that their
reliance on others for transportation rendered appointment
attendance out of their control. Sometimes others were not
able or willing to transport them to appointments and the
participants were left with few options. One participant dis-
cussed his temporary reliance on his sister for transportation
and issues with attending appointments due to the instabil-
ity of her work schedule. Another participant explained that
she had made prior arrangements to have others take her
to her appointment but the individuals were not available
when the time came. The issues of family disorder, rela-
tionships, and transportation relate directly to the elevated
levels of life chaos as reported in the questionnaire.

Generally, participants referenced a range of competing
demands and responsibilities that were experienced by both
themselves and those with whom they depend on for
support.

These findings highlight the experience of role strain.
The participants clearly outlined the diminished capacity to
overcome a host of barriers related to attending medical
appointments many of which are directly tied to economic
disadvantages and family responsibilities. The disadvan-
tages experienced by this group resulted in little control
over many areas of the lives including their health. They
expressed a consistent need to sacrifice attendance in favor
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Table 5. Theme 3: System Insufficiency.

Transportation

“If you take the bus, it can be hard cause if you miss it then you have to walk and that takes a while.”

“l don’t want to ride the bus and so | would miss a lot of my appointments because nobody told me that

there was medical transport”

“[Referring to reminders for appointment the day of] That’s really helpful [sarcasm] cause | can’t call medical

transport and get a same day ride.”
Reminder systems
about a doctor’s appointment.”

“So [the reminder system] is very convenient in fact because | get down the line six months, | don’t think

“Or, like | have an appointment on Monday so, rather than calling say on Sunday they called me yesterday
[Friday] to tell me | had a doctor’s appointment.”
“There have been times when I've missed appointments and | never got a reminder until it was like an hour

passed my appointment.”
Patient
recommendations

“Now at [clinic] there are a couple days a week where they’re open during the evenings, so they are open
until 8pm. . .you don’t have to worry about missing work.”

“It’s easier for people to sit at home in their pajamas and in their comfort zone then to be put out there [in
a clinic] and dealing with the stress of everybody around them like talking with people for Amazon on face
chat and it makes it easier to communicate.”

responsibilities deemed more important and given their lim-
ited resources were left with very few options.

Theme 3: System insufficiency. The final theme relates to the
insufficiency of systems designed to facilitate appointment
attendance. This theme includes transportation, reminder sys-
tems, and patient recommendations for system improvement.
While participants acknowledged the efforts to improve
appointment access through transport services and reminder
systems, they stressed that these services did not fully resolve
transportation barriers or issues of forgetfulness. Further,
some highlighted the interest in alternative appointment times
or formats. Table 5 presents direct quotes related to Theme 3.

Transportation. The majority of individuals discussed
issues of transportation as a barrier to attendance. Partici-
pants discussed not having a car or not having the time or
money to ride a bus as main barriers to attendance. This
was particularly problematic for individuals considering the
limited transportation infrastructure they described. Several
people discussed the issue of lack of transportation services
available in the community. The primary areas of concern
were the distance of clinics from places of residence as well
as public transportation and other transport services. Issues
of cost, time, and safety were discussed as transportation
related barriers. Some participants mentioned that while the
free medical transport service was helpful, it posed addi-
tional barriers to use including having to make the appoint-
ment 24 h in advance. One participant noted that they often
do not know that they need transport until a few hours
before the appointment yet the free transport service cannot
accommodate same-day transportation.

Reminder systems. Further, many participants discussed
the automatic reminder system in place at their clinic. Most
individuals suggested that if it were not for the reminders,

they would not attend their appointments, considering their
lives are busy and appointments are made so far in advance.
However, many participants highlighted problems with the
reminder system. Some participants explicitly described
clinical systems-related issues such as scheduling errors
or reminder issues as reasons for not attending appoint-
ments. Several participants also expressed that the length of
time between reminders and the actual appointment caused
problems. Some claimed the reminders were too far away
from the appointment resulting in forgetfulness and some
were too close to the appointment resulting in conflicting
in responsibilities and limited transportation options. Some
participants expressed that individual factors, such as for-
getfulness, sometimes compound clinical issues related to
reminder systems. Reliance on reminder systems was per-
vasive among the sample. Others describe scheduling errors
such as being told a different time or day than the clinic had
scheduled.

Patient recommendations. Participants had many recom-
mendations for improved reminder systems. Many indi-
viduals expressed interest in not only phone calls but text
messages as well. Some preferred text messages to phone
calls because they were able to retain the message and eas-
ily access it on their phone. The ability to put the appoint-
ment into a phone was a recurrent point. Having this ability
allowed individuals to keep up with their appointments and
have access to the appointment information at all times.
Further, participants offered other suggestions for how clin-
ics could better accommodate their needs. Some expressed
interest in alternative appointments, such as after-hours or
tele-health formats. A few individuals talked about later
hours of operation as an important facilitator of attendance.

Overall, the findings related to insufficient systems sug-
gest that these individuals occupy a particularly difficult
place in society. Given, the participants’ questionnaire
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responses indicated only moderate levels of mastery or con-
trol over their lives and limited levels of resiliency it is
understandable that this group of people would likely be
more impacted by barriers to attendance. Their ability to
control their own lives, overcome obstacles, and attend
appointments is either aided or diminished by the systems
in which they operate. Systems should alleviate stressors or
remove barriers to empower these individuals to attend
appointments and influence the degree to which they use
health care services.

Discussion

Our results indicate that appointment disinterest, competing
demands, and insufficient systems contribute to primary
care appointment non-attendance among low-income
patients. Our data provides a more nuanced understanding
of the interplay between living in poverty and health care-
related decision making. The qualitative approach of this
study provides a more detailed account of how health care
attendance decisions are made and the factors that influence
individual’s ability to make those decisions, thus giving
researchers and practitioners an opportunity to design more
relevant strategies to reduce barriers to appointment atten-
dance for similar populations.

The first theme elucidates the complex factors that play
into appointment disinterest. First, feelings of judgment by
providers regarding lifestyle behaviors played a role in non-
attendance in our study. Similarly, Drury and Louis*® note
that some obese patients may delay or avoid health care due
to weight-related reasons such as being told to lose weight.
Our study highlights that perceived judgment of lifestyles
by providers may contribute to appointment non-attendance
of patients, particularly those of low-income backgrounds
who already are stigmatized in healthcare.* Second, patient
perceptions of quality of care appeared to play a role in no
show behavior. Some participants noted their dissatisfac-
tion with their experiences with providers. These findings
are similar to those in Green et al’s*’ study of low-income
women with trauma histories. Many of the patients in this
study noted their provider was not meeting their needs. A
strong patient-provider relationship is particularly crucial
for those with current trauma, as these individuals are more
likely to report not being respected by or having quality
communication with their primary care providers.*! Overall,
our findings are consistent with other qualitative research
findings in that the patient-provider relationship may both
promote*? and deter'>*? appointment attendance.

Our findings highlight a previously unexplored context
of trauma in no show behavior and potential areas in health
care that can be improved for individuals with high no show
rates that have experienced both pervasive poverty and
trauma. This group of individuals reported very high ACES,
described negative life experiences such as substance abuse,

family disorder, and mental health issues, and detailed
experiences related to an inability to overcome obstacles to
attend appointments. Utilization of health care services are
important for individuals with these experiences. One study
found higher ACES scores were associated with greater uti-
lization of health care services® suggesting a greater need
for health care services and a greater consequence for miss-
ing medical appointments. Both trauma-informed care and
continuity of care may be beneficial for improving patient-
provider relationships and thus reducing no show rates
among low-income patients with these histories. Examples
of trauma-informed care at the clinic level include promot-
ing awareness and understanding of trauma within the
healthcare facility and making sure providers are equipped
to recognize trauma-related symptoms and behaviors that
may indicate traumatic experiences.** At the provider level,
a tenant of trauma-informed care is empowerment, voice,
and choice.* Examples include explaining why the pro-
vider is doing something, asking permission before examin-
ing patients, and giving patients choices.*® There is some
evidence that provider trainings on trauma-informed com-
munication improves patients’ perceptions of their partner-
ship with providers in the general population, though not in
those with trauma histories.*” Additional studies are needed
to explore this further. Finally, continuity of care is also
associated with positive patient perceptions of provider
communication,*® patient satisfaction,” and higher quality
of care for patients.*” Future interventions to reduce no
show rates among low-income individuals might consider
incorporating methods to address patient-provider relation-
ships and continuity of care.

Our second and third themes highlight that, while indi-
viduals experience high rates of life chaos and instability,
the health care systems they interact with are able to address
some of the barriers to attendance but unable to provide the
resources needed to regain control and overcome the insta-
bility of their personal lives. Our theme of competing
demands is similar, yet to not identical, to another qualita-
tive study that found competing priorities, such as family or
employment and increased forgetfulness about appoint-
ments.'> Specifically, our findings illustrate the insufficien-
cies of both scheduling and transportation systems to meet
patients’ needs. Martin et al'® had similar findings in rela-
tion to scheduling systems; appointment booking systems
were a barrier to attendance. Current efforts to prevent no
shows are predominantly centered on scheduling and
reminder systems.’**? Of relevance to our study, phone
reminders from a staff member appear to have a positive
impact on no show rates as compared to automatic remind-
ers.’”> McLean et al’! hypothesize that direct, personal
reminders via telephone for groups who are vulnerable to
appointment non-attendance may help this group overcome
attendance barriers. In our study, reminders from the clinics
were primarily auto-generated. Personal reminders may not
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only reduce no show rates but also align with trauma-
informed practices of strengthening relationships and com-
munication. Further, some in our sample expressed interest
in alternate means of appointments, either after-hours or
remote appointments, to help overcome individual and
environmental barriers to attendance. As a result of COVID-
19, the use of telehealth as a means to distribute primary
care has increased dramatically.>® Further, a scaling up of
telehealth appointments during the pandemic offers promis-
ing evidence for a reduction in no show rates.>* Our study
suggests that these modes might be considered as a means
of engaging patients outside of a pandemic context.

Findings also demonstrate that the transportation struc-
tures currently in place are far too rigid for participants with
competing demands and limited resources. Transportation,
though less pervasive, is a barrier to non-attendance in other
studies.'""'* Noting this barrier, 1 study implemented a ride-
share program with pre-scheduled rides for Medicaid
patients and found it to be effective in reducing no show
rates.”> Our findings suggest that effectiveness may be
higher with real-time transport options. Individuals in our
sample noted the inability of the current free transport sys-
tem to accommodate same-day appointments. On-demand
or day-of transportation may be a promising option for pop-
ulations vulnerable to continuously evolving schedules and
demands. Addressing transportation structures may be com-
plicated by issues such as living in rural community or areas
with less developed systems (eg, public transportation, ride-
share programs, and medical transport).

This study has limitations. The demographic characteris-
tics (eg, personal mastery and ACES) related the context of
poverty for participants are meant to describe the popula-
tion and is not an attempt to make conclusions about the
relationship between these characteristics and appointment
attendance. Instead, we provide recommendations on how
to account for the demographic characteristics in order to
tailor no show reduction strategies. While we make recom-
mendations for populations with similar demographics,
larger, population-based studies are required to determine
the relationship between non-attendance behavior and fac-
tors such as trauma, and thus if the recommendations below
are transferable to other contexts. Finally, recruitment was
challenging in this study. Many participants did not show
up for their scheduled interviews. It is possible those that
did not participate in interviews may have even greater bar-
riers to appointment attendance that made it difficult for
them to participate. Additional strategies for recruiting
hard-to-reach populations are needed.

Conclusions

This study provides a comprehensive view of how poverty,
rurality, and adverse life experiences contribute to individu-
als missing appointments. Our findings suggest that a lack

of interest in and fear of the medical encounter reduce moti-
vation to attend appointments. Other demands pertaining to
economic and family systems outcompete and overshadow
the appointment’s importance. Finally, the systems intended
to facilitate attendance prove insufficient in the poverty
context and instead make appointment attendance even
more difficult. Our results point to the need for modified
structures that allow low-income patients more control over
their personal health. Further research is needed to general-
ize findings to a broader population.
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