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Defining ‘Mlssmgness’ Y ey

“The repeated tendency not to opportun/tles for care,
such that it has a negative impact person and their life

chances”
(Lindsay et al, 2023)

* Not one or two, but multiple missed appm%i over an

extended penod of time

+ Signifies significant and enduring challenges in accessing
and engaging in healthcare
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Missed appointme%'esults

136 Scottish representative GP practid/

550 083 patient records O)\

9 177 054 consultations

54-0% (297,002) missed no appointments

46-0% (212,155) missed one or more
appointments

19-:0% (104,461) missed more than two

appointments
(Ellis, McQueenie et al Lancet Public Health 2017)
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All cause mortality

characterized by poor health, higher treatment
burden, complex social circu s and
have higher premature mortality enie etal BMC —e—

Medicine, 2019, Williamson et al Plos One 2021, Williams®¥et al P Open
2020, McQueenie et al BMC Medicine 2021) %
 General practice appointment sched @ e
and context is important (Ellis, McQueenie et al Lanc %

Health 2017)

0 0.5 1 1.5 2 25 3 35
Hazard Ratio with 95% Confidence Intervals

« Patterns of missingness persist across O 'y
secondary care outpatients and inpatient

All cause mortality for mental health conditions only
‘irregular discharges’; patients are NOT seen in
ED instead (wiliamson et al Plos One 2021)

« Missingness is a stronqg risk marker for a }
poor outcome so needs urgent attention from
health service planners and practitioners e

0 05 1 15 2 25 3 35 4 45 5 55 6 65 7 75 8 85 9 95 10
Hazard Ratio with 95% Confidence Intervals
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Methods

|.  Realist literature review (254 pape;%
Il. Interviews (61 participants)

Ill. Stakeholder Advisory Group (16 O)\

participants)

Broad range of clinical, social and inclusion
health backgrounds

Missingness caused by interaction “| haven’'t missed very many NHS appointments, but
between overlapping service- and patient- that’s through vast amounts of effort. All these factors
side drivers. shaped bv wider structural interplay and [...] it's surprising anyone ever gets

’ P y outside the door because it's all stacked against you.”

context, enduring over time. (Sharon, Peer Support Worker, Inverclyde)



What causes missingness? (inasay eta 202) gfr(ljﬁigg%
« Patients not feeling the serviQ%

1 Just
can't-

w\is won't she

listen ?

What about
the growne we
Aiscussed
\ast time 2

‘for’ them: necessary, helpful,

appropriate, safe.

« Past experiences: mistreatment, )\
poor communication, power
Imbalances, offers do not help/fit.’

« Getting there: travel, transport,
space and place.

N2
Lo/

U
&

o]

“you see yourself as one of the least deserving people, when somebody
reaches their haund... [...] because you believe already that you don't
deserve it, you arenae gonnae take the haund...”

(Jim, Glasgow)



e Accessrules: difficult to O

understand/navigate; gatekeepin@

delay; inflexibility; errors/mistakes:.

* Competing demands/limited
resources: appointments,
work/money, relationships,
survival.

* Mistrust/distrust: stigma, trauma,
discrimination, mistreatment,
misunderstanding, “easier”
patients.

“There's a constant dynamic of conflict[...] and this is a
theme you'll find from anybody you speak to, who has a
child or an adult with complex health needs, a constant
fight. And some people; they get exhausted, and they
give up, and | can't blame them.” (Jodie, Glasgow)
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Intervention Development Process < of Glasgow

Realist principles OO The 6SQuID Method

* Synthesising literature, interviﬂ% 1. Define and understand the
and StAG findings. problem: from a “one size fits all”

- Extended stakeholder involvement)\ model to a missingness lens.

for insight, contextual relevance O entify factors that can and
and equity. ld be changed.

* “Changing relationships, 3,  |denti
displacing existing activities and
redistributing and transforming
resources”. wigntetal2os)

how to bring about change
—the “change mechanism” - and
how to deliver it in context.



Redefining the problem - a missingness lens

The ‘situational’ model

Patient ‘responsibilisation’
Shallow, monocausal perspective
Technical, practical, logistical
Standardised, service-oriented
Biomedical models of healthcare

Hierarchical, service-oriented solutions

University
= of Glasgow

A missingness lens

$ervices committed, resourced, incentivised to identify

@address barriers

=) Condplex causality for individuals, in contexts (tailoring)

mm) Safety %ral, cultural, relational, psychological

— Proportionate univg;alism and positive selectivism

~Condition Competency, addressing SDOH, poverty, &
marginalisation

== Person-centred approaches
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Missingness Interventions (unpublished) [IRECRreeet
Designed as a ‘suite’ of acti\Q “a

/DENTIFICAHON
OF PATIENTS
‘recyclable’ core set of processes}bﬁ can — iRy
c o _c c , COORDINATORS
be judiciously applied.” (Pearson et al 20 O ’1.\

CONTACT AND
OUTREACH @

EMBEDDING A

MISSINGNESS LENS
A systems perspective — creating

S\
) |
/é;::NE:a';;.cs e
conditions to disrupt the system that — @ :
creates and sustains missingness. \Q
=2

Implemented on a needs-led, patient-
centred basis, oriented around embedding
a missingness lens.
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Embedding a missingness lens bl ey
. . “acceptance that they
pespectiechangestal KebgrNHS ST s
Y- differently” (NHS staff) think”

* Matching perspective change w
targeted resources (money, time, )\
capacity...).

* localised plans for systems change — )
monitoring, evaluation, quality
improvement with accountability.

* Training/awareness-raising for all NHS
staff and on related topics.

* Ongoing staff support and environments
tO Support new praCtICe. “culture “perspective shift”
change”

, “the key to
7 everything”
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e Data systems to record at ce,
identify/profile ‘missing’ pati , “what can we do to get you here?
monitor trends. 4 What’s going to make the difference?”

* Guided by staff knowledge, wider O
‘missingness’ signals, community o )\ N
intelligence. holistically”

* Contact people to explore O

causes/circumstances, make plans.

* Relational approach —empathetic,
collaborative, person-centred.

* ‘Patient Individual Needs’ document — “Actually find out the
foundation of consistency& “There should be a red flag reasons.”

accountability. :gzg;n”giéé-éﬁavens flying
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Relationships and Communication L) of Glasgow

* Recentring relational Care.@

“It’s all that relational,

C.OhS|StenCy’ COntanIty, Safet er ai:jogeuiféoanisi;:;sx;;ig :llljtsl;c communication stuff, all of it.”
time. [are] pivotal.”

» Staff development on relational ca
TIP, stigma, communication needs. )‘

make them feel

me. S
* Trust in a consistent response that i ) \
meets patients’ needs. %
R f‘usm uma-
* Continuity (of clinician, approach, informed a ﬁ
treatment, care).
* Safety: patient-centred approaches, “know what T
. language they choice is vital.
address power imbalances. speak’

* Avoid stigma, coercion, manipulation.



‘Missingness Coordinators’

e Carry out key missingne
with patients.

S

* Person-centred, collaborative,%

flexible, open-ended support.

* “Bridging”, “brokering”,
“mediating”, creating “safe
passage”- build patient resources.

* Addressing needs beyond
healthcare.

* Embedded; able to influence
service change.

University

= of Glasgow

A holistic approach support “speak to that person

about what they want
and make it happen”

worker, a jack of all trades.

“[A] specialist worker
who’s just focused on

}missingness”

Take th

necessary,

issues they’re

ﬁi g
with, and then try ac}
support them through.”

“have an understanding of the
individual and share that into
health.”
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Flexibi llty of Glasgow

i PriqritiSin.g ‘miSSing’ pati@ Qr “13 minute “come in and we’ll make
flexible, tailored forms of ac¢ess. appointments really space for you”

wasn't long enough”

* Agreement on how and whether o
appointments are made (e.g drop G /@
Or open access). )\ 7
“flexibility around
* when appointments are, and for how ¢
long. @ @/ /@
* who they see, and where they are ~ﬂexab|g2ﬁQ ¢
seen (named GP, home visits, i l @, .
outreach, telehealth). , :

e Allowances and accommodations “fitting round what people need

for ‘non-standard presentations’ fjr”tﬁzj;jﬁp"'”tme”t instead of everyone fitting round

avoiding punishment. the doctor’s surgery.”



Transport and Logistics

* A spectrum of possibiliti@
depending on identified need

 Reimbursed/paid 2 NHS/voluntér
transport - taxis.

* Changing the site of care (see
flexibility).

* Accompaniment (logistical and
advocacy).

* Systems for access: offered, minimal
gatekeeping, easy to use.

“Getting people a bus
pass or working out
%ere we can see
them if they can't get
togls.

O

University

= of Glasgow

“Perhaps provide a taxi
or bus tickets and
things.”

“do the journey [with them]
[...] make sure the patient is
safe”

“Having somebody
support me with getting
to the appointments was
really key because that
just brought my anxiety
down.”

“In my own house, I’'min
me own comfort zone, so |
feel safer.”
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Contact around appointments L) of Glasgow

* More than just reminding,@ inders help red ety Bl “Give them a ring and check
are important — stepped, per centred  iftheyknow exactlywhat  chat theyrre still OK. Remind

them that I'm seeing them.

d pproaCh - tzeeif;?igtment 's going Just make sure everything's
’ . . E OK in a friendly kind of way.”

* Personalised, exploratory, mwtatm@ i e L 2

contact. up, we’ll try and phone N\

] i we’ll try and speak

* |dentify and offer support with éoth! ‘

iImmediate barriers. @
« Contact afterwards to follow up. Ait's] iccuge remiues @ .40 4

But that’s no g to :
* Patients having ways to ‘reach in’ to ake any oifferenceligis
. . really awful and I'm “what is the best way to
services easily. dreading it and I'm contacialon e
] . , ) anxious, and | haven’t got

* No support for ‘nudging’, coercing or much money and it’s a

“A wee text is important”

punitive contact. crappy day”



Resourcing a change in perspectives, Identifying and tracking local
Coordination: Open-ended, practices, systems; staff development patterns and trends.

flexible, relational; bridging work; || gnd support; build in localised Exploring barriers while building
address SDOH and patient relationships.

priorities, advocacy and Building a picture - individual +
promoting system change. collective.

perspectives; means for monitoring and
accountability

IDENTI\FICATION
OF PATIENTS

Contact before/after appts -

}<\ COUTREACH reminders; orientation; explore
9 immediate barriers; offers of

Person-centred, trauma-
informed practices.
Choice/continuity of staff; {
addressing comms needs and
power dynamics; advocacy

MISSINGNESS
COORD\NATORS

)support or care; check-ins; points

EMBEUDING A .
of contact for patients.

MISSINGNESS LE' 3 "

work.

RELATIONAL AND
COMMUNICATION
CHANGES

=] NN =l ¢ 9] e o
A Bl Q RANSFoRT B0, Prioritising for tailored forms
stepped, needs-led _ X NP foeisucs ﬁ g of access: choice of how,
approach:

" , appts/opening hours;
P acc?ompanlment > allowances/accommodations.
outreach/inreach.

4
: ) Q when, who, where; longer
Tickets/reimbursement > \ ‘o—o- fg/ :




IHAGP findings and evaluation

Scottish Government

me 3 most commonly chosen (52)
« 000+ extended consultations
; vents and resources shared

?\understanding, approaches,
olicies, outcomes (for patients,

Inclusion Health Action in ° 1
General Practice: Early Tra I

Evalvation Report

* Impa
practice
teams, syst

* Evaluation Rej
HEALTH AND SOCIAL CARE ° InfograDhIC F

#® social
@ research

[Slides acknowledgement Dr Carey Lunan]



https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2024/07/inclusion-health-action-general-practice-early-evaluation-report/documents/inclusion-health-action-general-practice-early-evaluation-report/inclusion-health-action-general-practice-early-evaluation-report/govscot%3Adocument/inclusion-health-action-general-practice-early-evaluation-report.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2024/07/inclusion-health-action-general-practice-early-evaluation-report/documents/inclusion-health-action-general-practice-early-evaluation-report/inclusion-health-action-general-practice-early-evaluation-report/govscot%3Adocument/inclusion-health-action-general-practice-early-evaluation-report.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2024/07/inclusion-health-action-general-practice-early-evaluation-report/documents/infographic/infographic/govscot%3Adocument/infographic.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2024/07/inclusion-health-action-general-practice-early-evaluation-report/documents/infographic/infographic/govscot%3Adocument/infographic.pdf

Template letter IHAGP 7a] University

Dear [Patient's Name], O

We're sorry you weren't able to make j@ito your appointment with [Clinician’s Name] on

of Glasgow

[Date]. We hope everything is okay.

We understand that many things can mal@?attend appointments — from health

issues or family responsibilities, to stress or wopfies about coming in. Whatever the reason,

please know we're here to support you, not to judge.Q
We'd really like to talk with you about how we can make j @ 1 for you to get the care you
need. If you're happy to, please get in touch with us or pof\inis# tion to arrange a time
to speak with our [Practice Manager / Community Links Wor [in Team Member /

Doctor / Nurse].

You can call us on [Phone Number], or speak to us in person — whichever feels easiest for
you.

We'd be grateful to hear from you by [Date - two weeks from letter]. If we haven’t heard
from you by then, someone from the team may give you a call or send a message to check in
and see how we can help.
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Conclusions { University

e

* Missingness is a strong risk/%ztor for negative outcomes BUT has
clear causes that can be add

* Requires a perspective shift towaé\ ‘missingness’ lens, with a suite
of interventions guided by these stro Inciples.

* Provides a purposeful organising fra rk for Inclusion Health
and mainstream services. J,

of Glasgow




Thank you!

A
s

Direct email

Addressing ness already? email our research team

ngness@glasgow.ac.uk

dress for Andrea Williamson
andrea.w son@glasqgow.ac.uk

Further information abo esearch (papers, presentations,

what we are doing now) cany&ound here on the Missingness

Interventions, Universit Glasgow webpage
I

Gaiy UNIVERSITY OF A 1 A T National Institute for
W’ OXFORD Y BATH N I H R Health and Care Research
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mailto:missingness@glasgow.ac.uk
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https://www.gla.ac.uk/schools/healthwellbeing/research/generalpractice/research/missingnessinterventions/

	Presentation Title slide
	Slide 1: Missed but not forgotten: Applying a  missingness  lens to healthcare 
	Slide 2: Disclosures
	Slide 3: Presentation Outline 
	Slide 4: Acknowledgement
	Slide 5: The importance of equity 
	Slide 6: Defining ‘Missingness’
	Slide 7: SMA Research Acknowledgements
	Slide 8: Missed appointments results
	Slide 9: Epidemiology
	Slide 10: Current Realist Research
	Slide 11: Methods
	Slide 12: What causes missingness? (Lindsay et al 2024)
	Slide 13: What causes missingness(2)? (Lindsay et al 2024)
	Slide 14: Intervention Development Process

	Findings
	Slide 15: Redefining the problem – a missingness lens
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25: IHAGP findings and evaluation
	Slide 26: Template letter IHAGP
	Slide 27: Scottish Health Policy developments
	Slide 28: Conclusions
	Slide 29: Thank you!




