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Nonattendance at women’s health physiotherapy sessions involves considerable cost in time and resources.
Uncovering factors associated with nonattendance is one priority, and the current research aimed to enhance
understanding of this issue. In each of two studies, women referred for women’s health physiotherapy were
interviewed. Study 1 (N = 80) compared participants who did and did not attend their appointment, and Study 2
(N = 61) compared reasons for nonattendance given by women with pelvic-floor muscle dysfunction and pelvic
girdle pain. The results corroborated several key issues associated with nonattendance noted in previous reports,
such as problems in the administration of appointments. Results further suggested attention to the information
given by healthcare professionals at the time of referral may help remove some barriers to attendance. The issue
of transport to appointments was raised, and developing links to affordable and reliable systems is critical,
including development of dedicated transport systems. Finally, the psychological aspects of patients who do not
attend appeared to differ and addressing these issues could form part of their treatment. Although each
recommendation does involve cost, the savings from reduction in nonattendance may outweigh any initial costs

of set up.

Missed medical appointments contribute to problems facing public
healthcare resources [1-3]. Apart from potentially negative impacts on
patient health [2], missed appointments cost the UK NHS around £216
million/year [4]. Given this, understanding reasons why patients may
not attend booked appointments, and altering systems to mitigate the
likelihood of such occurrences, is a research priority. These consider-
ations apply across medical domains [3,5,6], and are recognised as is-
sues for women’s health physiotherapy (WHP) [7-10]. This report
expanded this investigation by providing novel comparisons between
views of women who did and did not attend scheduled WHP sessions, as
well as novel comparisons between reasons for nonattendance across
two varieties of women’s health conditions treated by WHP (i.e. pelvic-
floor muscle dysfunction, and pelvic girdle pain without incontinence).

WHP is typically a multi-modal intervention, involving physical
therapy, such as pelvic-floor muscle exercises (sometimes referred to as
Kegel exercises), self-management strategies, as well as education on
fluid habits, and structure and function of the pelvic-floor [11]. WHP is
clinically-effective, safe, patient acceptable, and cost-effective, across a

range of conditions [12,13]. For example, damage to the pelvic floor
affects 25 % of adult women worldwide [14] with a yearly incidence of
1-2 % for adult females [15]. Such damage can result in urologic,
colorectal, and gynaecological problems, pelvic organ prolapses, pain,
and sexual dysfunction [16], as well as psycho-social issues (anxiety,
depression, relationship breakdown, trauma, abuse) [13]. Sometimes
many of these aspects are present, often referred to as pelvic-floor
muscle dysfunction (PFMD) [16], and sometimes pain and psychologi-
cal aspects are present without incontinence, referred to, here, as pelvic-
girdle pain (PGP) [17]. While NICE-recommended first-line treatment
for these issues is WHP [18], its potential effectiveness is hindered by
patent nonadherence and nonattendance [19]. As such, understanding
reasons behind missed appointments may help develop more effective
services.

Several studies have examined reasons why women do not attend
(DNA) WHP appointments [7,9,10]. Findings suggest a range of factors,
falling into three broad domains: healthcare system issues; competing
demands on women’s time; and comorbid health concerns. Examples of
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healthcare system issues include: problems with administration of ap-
pointments, such as appointment letters not being sent or received
[20,21]; issues with transport to appointments [22]; confidence in
healthcare systems [23]; and what healthcare professionals say to pa-
tients at referral that may induce ‘treatment overshadowing’, where
patients form views of relative benefits of treatment options from the
ways these are introduced during initial consultation [10].

Competing demands interfering with attendance can involve women
not prioritising their own health [10,20], and/or prioritising care of
others [7,10]. Another set of predictors is associated with having addi-
tional health conditions, such as the presence of co-occurring physical
problems that are given priority [24], and/or presence of comorbid
psychological issues attendant on women’s health issues [19,20,25].
Some of these factors can be dealt with by alterations at a systemic level
[20], and others can be mitigated through providing additional support
systems [26].

Although studies have explored patient reasons for DNAs, few, if any,
have compared views of patients who did and did not attend appoint-
ments. Moreover, previous explorations have focused on PFMD, and
other groups, such as PGP, have not been surveyed, and it is unclear
whether reasons would be similar across populations. Given these gaps
in the literature, in each of two studies, women referred for WHP were
interviewed about their reasons for attending or not attending their
scheduled appointment. Responses to interview questions were subject
to a qualitative content analysis [13,27]. Interviews were constructed
following previous suggestions, and resulting responses ‘mined’ from a
neopositivist position [28,29]. The first study focused on comparing
views of patients with PFMD who had, and had not, attended their
appointment. The second study compared views of nonattenders with
PFMD or PGP (see Fig. 1 for a schematic representation of the study
plan).

Study 1

Study 1 interviewed women with PFMD who had, or not, attended
their scheduled WHP appointment. Questions were based on previous
literature, and general healthcare experiences of those diagnosed with
PFMD, focusing on participants’ thoughts about their healthcare system,
their own health and psychological state, and on variables that may have
affected attendance. It was hoped this would expand knowledge of DNA
reasons, and asking the same questions of women who had, and had not,
attended provided a novel comparison.

Method
Participants

Participants were cis-gender women, proficient in the English lan-
guage, with a diagnosis of PFMD (including urinary incontinence, faecal
incontinence, and pelvic organ prolapse) from a medical professional.
These women had been referred to the WHP unit at a large metropolitan
hospital in South Wales, and invited to attend within the last year.
Participants had to be between 18-90 years. Participants who were not
native English speakers, and those with impaired hearing conditions,
were excluded to prevent the impact of language barriers. Participants
consisted of two separate groups: one comprising those who did attend
their initial appointment; and the other comprising those who did not
attend.

Participants were identified through the records of scheduled ap-
pointments over the last year, and were selected at random from
amongst those who did attend (DA) and did not attend (DNA). In total,
198 women were contacted by telephone, and asked whether they
would be willing to participate. 40 out of the 74 (54 %) women con-
tacted who had not attended agreed and had a mean age of 50 (range =
27-77) years. 40 out of 124 (32 %) women who had attended agreed,
with a mean age of 47 (range = 18-76) years. The majority of (78/80)
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Rationale:
Examine reasons why
patients attend or do not
attend WHP appointments

Study 1:

Comparison of patients
with PFMD who DNAed

and attended.

Study 2:
Comparison of patients
with PFMD and PGP who
DNAed.

Fig. 1. Schematic representation of the study rationale and plan.

participants were white; 42 participants were married, 9 had a partner,
22 were single, 3 widowed, and 1 divorced. The overall number of
participants recruited exceeds that typically suggested (9-17) to reach
saturation for qualitative analysis, that is the point at which new themes
cease to emerge from analysis [30]. Numbers in each group also
exceeded these suggestions. Ethical approval was obtained from the
Ethics Committee within the University Psychology Department. All
participants gave informed consent in line with the Helsinki agreements.

Procedure

Semi-structured interviews were scripted to follow the same format
as one another (see supplementary materials). The interviews were
conducted via telephone, and none of the interviewers were members of
the treatment team. Questions were asked in the same order for each
interview, but participants could discuss any issues they wished, in as
much detail as they felt appropriate. Once a question had been asked,
and discussion engaged, the interviewer could ask about any responses
made by the participant to elaborate their views. Interviews lasted for as
long as participants wished to discuss the topic (typically 10-15 min).
Table 1 displays the issues that the questions asked about during the
interview.

Interviews were digitally transcribed, anonymously, and the anon-
ymous transcripts were analysed using thematic content analysis, as
used previously in Women’s Health and Physiotherapy contexts (see
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Table 1
Study 1: Question themes used in the interview for Study 1.
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. How confident are you with the NHS in helping your problem?
. Is your own health and wellness important and why?
. Have you ever felt that feelings of uncomfortableness or uneasiness around PFMD?

ga s wWN =

. How were you planning to get to your appointment?

. Has the possibility of surgery impacted your decisions to engage in women’s health physiotherapy (PFMT)?

supplementary materials). Table 2 outlines the stages in the analysis that
were conducted. To verify the reliability of the coding of responses,
Cohen’s Kappa analysis established a high inter-rater reliability (0.80)
between separate judgements.

Findings and discussion
Confidence in the NHS to help

A total 362 units-of information were extracted from the interviews
(215 for DNA group, 147 for DA group). These units produced 6 themes,
3 of which were shared between the groups. Fig. 2a shows these themes,
along with the numbers of units, and the percentage of units for each
theme and group. The width of the arrows linking the group to the theme
represents the relative strength of that theme for that group. Although
expressing ‘Confidence in the NHS’ was common to both groups, the
perception of negative ‘NHS Issues’ occurred more often for the DNA
group. These negative issues typically involved perceived long wait
times, or a lack of confidence in the system. ‘Past Experiences’ were
noted more often by the DA group, whose past experiences tended to
produce positive comment (negative experiences represented only one
third of these comments). In contrast, past experiences noted by the DNA
group were almost universally bad. Other themes emerging from the
comments of the DNA group included ‘Personal Responsibility’ about
taking accountability for treatment, and ‘Women’s Health Physio-
therapy (WHP) Not Being Worth the Effort’. There was an additional
theme produced by the DA group relating to having ‘Knowledge of
WHP’. Taken together, these themes and their relative strength for the
groups (indexed by percentages of response which they accounted for),
suggest that the DNA group tended to have a more negative view of the
NHS, and sometimes WHP, prior to their appointment than the DA group
[23]. This negative view was often based on their negative past expe-
riences. The DA group had positive past experiences with the NHS, and
more knowledge about WHP (often referred to by them as PFMT).

Importance of own health

The question about the importance of the participants’ own health
produced 114 units. These units generated 4 themes (2 shared), and are
shown in Fig. 2b, along with the relative strength of the comments. A
main theme shared by both groups was that health was important for the
‘Self’ (56 units). This was a relatively larger theme in terms of per-
centage comments for the DA group (64 % of their responses) than for
the DNA group (40 % of their responses). A variety of reasons were given
for this importance, including: valuing health for its own sake; for
maintaining independence; and to enable enjoyment of usual activities.
The second shared theme concerned the importance of the patient’s
health for ‘Others’, which was more pronounced in terms of percentage
responses for the DNA than the DA group. Reasons in this theme

Table 2
Stages of the content analysis (after Vaughn et al., 1996).

included maintaining health to help relationships with family, and due
to needing to care for others. Two themes were produced only by the
DNA group, a small set of responses noted that their health was ‘Not
Important’, and the other noted the impact of ‘Psychological factors’,
including anxieties about burdening others. Overall, this pattern of
comments implies participants who had DNAed were more likely to
devalue their own health, or to see it merely as important to conduct
caring responsibilities and maintain relationships with others. These
also were factors for the DA group, but this group tended to appreciate,
to a greater extent, their own health for its own sake.

Feelings of uncomfortableness around PFMD

Responses to the question concerning any feelings of uncomfort-
ableness around PFMD and its treatment produced 116 units, and fell
into 3 shared themes, which are shown in Fig. 2c (along with their
relative strengths). By far the largest theme for the DNA group was the
feeling of a need to ‘Avoid Discomfort’ caused by the condition and
women’s health physiotherapy. Although the DNA group did mention
avoiding discomfort, often this theme arose in the negative. The DA
group expressed more concern about the ‘Stigma’ of having PFMD. The
final theme that emerged, again more for the DNA than the DA group,
was about severe ‘Anxiety’ resulting from the PFMD. Together these
responses suggest that those who turn up to their appointments have a
greater degree of concern about the presence of PFMD, in itself. In fact,
this mirrors quantitative findings [19] showing that some anxiety (but
not extreme anxiety, as shown by some comments from the DNA group)
is a predictor of attendance at WHP sessions. The responses also suggest
a motivator to attend WHP may be overcoming perceived stigma (which
may also be associated with anxieties). In contrast, those in the DNA
group appeared more motivated by avoiding discomfort resulting from
the condition (rather than avoiding the condition itself), and also
avoiding discomfort associated with women’s health physiotherapy.

Impact of surgery on women’s health physiotherapy engagement

Responses to the question concerning the impacts of the possibility of
surgery produced 78 units (falling into 3 shared themes), which are
shown in Fig. 2d. Irrespective of group, most participants expressed a
‘Preference for WHP’ over surgery. A greater percentage of the
remaining comments in the DA group, compared to the DNA group,
suggested that ‘Surgery was Not Considered’ at the consultation. In
contrast, a greater proportion of remaining comments in the DNA group
suggested that surgery might have been preferred, but they agreed to
WHP appointments as there were ‘Barriers to Accessing Surgery’. This
implies that, for some of the DNA group, WHP was an unpreferred op-
tion, and maybe they had agreed to WHP only as a second-best alter-
native to surgery. Noticeable, was that the DA group commented that
they had not discussed surgery prior to the WHP referral. This latter

. Identification of key themes, following reading and re-reading comments.

. Selection of category headings to sort ‘units of information’.

U A WN

. Categories generated in first phase of data analysis reviewed and revised.

. Identification of ‘units of information’ (phrases/sentences) relevant to research purposes.

. ‘Units of information’ coded according to category headings, enabling units to be placed within categories.
. Negotiation between researchers to agree category headings most economically accommodating ‘units of information’.
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Fig. 2. Study 1: Schematic representation of overarching themes emerging from questions about: (a) confidence in the NHS; (b) whether patients’ own health and
wellness was important and why?; (c) feelings of uncomfortableness or uneasiness around PFMD; (d) the possibilities of surgery; (e) plans to travel to their
appointment. Numbers in brackets = numbers of units; numbers along lines = percentage units in theme for particular groups. Arrow width (thicker = more
important) and colour (green > 40 %; amber = 11-39 %; red < 10 %) represents the relative strength of that theme for that group. DNA = Did Not Attend; DA = Did
Attend. (For interpretation of the references to colour in this figure legend, the reader is referred to the web version of this article.)

finding is similar to the ‘treatment overshadowing’ effect [10], where
the manner of introduction of one treatment at initial referral may
interfere with the processing of information about another possible
treatment option.

Transport to appointment

The question about getting to appointments generated 157 units of
information (DNA = 52; DA = 105), which produced 5 themes (3
shared). These themes and relative strengths are shown in Fig. 2e.
Overall, the pattern of responses suggested that the DNA group,
compared to the DA group, was much less engaged with forms of
transport other than the car. The theme ‘Negative Issues with Public
Transport’ more prevalent for the DNA group. These comments
involved bus reliability, and complicated bus changes, as well as diffi-
culties using public transport due to disabilities and medical conditions.
A second theme was being ‘Positive about Public Transport’, which
was more likely to be made by the DA group. The ‘Use of Car’ theme was
key to describing many comments from the DNA group, which often
noted problems with car travel to appointments. A theme arising only
for the DNA group was ‘Travel Anxieties’ referring to anxiety inhibiting
use of public transport. One other theme, related just to the DA group
(‘Walking’), suggested greater openness to various transport options for
that group. These findings corroborate previously reported issues con-
necting transport concerns with nonattendance [22], and suggests better
facilities for parking, or provision of transport to appointments, would
aid attendance. Although both would involve cost, this also holds for
nonattendance, and relative costs could be considered.

In summary, current results for the DNA group replicate several is-
sues noted previously; notably, a lack of valuing of their own health for
themselves [31], systemic issues like confidence in the healthcare sys-
tem [23], and transport problems [22]. Also noticeable was that the
DNA group had less confidence in WHP, expressing a preference for
surgery, which may be related to the consultation process they received
on referral [10]. These findings from the DNA group contrast with those

37

from the DA comparison group; comparison of percentage units falling
into these categories across the questions suggest they are more preva-
lently expressed by patients who DNA. This comparison has rarely, if
ever, been made.

Study 2

Study 2 expanded the investigation by making comparison between
participants with either of two different conditions. Although patients
with PFMD are a key group for WHP, potentially representing around 25
% of all adult women [15], it is not the only reason for WHP. Another
significant source of patients for WHP are those with PGP, defined here
as experiencing pelvic pain but not incontinence, which has a prevalence
of around 40 % [17]. This group of women has different demographic
characteristics to those with PFMD, usually being younger and in the
perinatal period, which may introduce a different set of reasons for non-
attendance. To these ends, women invited for WHP in the last 12
months, but who had not attended without giving prior notice, were
contacted and asked about issues concerning healthcare systems, what
they were told at the referral, their beliefs about WHP, and the poten-
tially interfering issues in their lives. These topics developed and
expanded those emerging from Study 1.

Method
Participants

Participants were selected as described in Study 1, but could be
diagnosed with PFMD or PGP, and referred by a healthcare professional
(usually GP or Consultant) within the last year to an appointment that
they did not attend without giving prior notification. In total, 141 par-
ticipants were approached to participate, and 61 (43 %), aged 31-77
years, old agreed to participate. Of these, 15/56 PFMD (27 %) partici-
pants approached agreed to participate, with a mean age of 51.1 (+1.86;
range = 29-77) years; and 46/85 (54 %) of the approached PGP
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participants agreed to participate; mean age = 30.7 (+.51; range =
21-42) years. The participants were typically white (58/61), and either
married (35/61) or in a relationship (17/61).

Procedure

The interview questions were developed as in Study 1 (see supple-
mentary materials). Each semi-structured telephone interview was
conducted by the same interviewer who was not part of the treatment
team, and Table 3 displays the questions. The content analysis con-
ducted on the responses was as described in Study 1 (see Table 2).

Findings and discussion
What are your thoughts about conservative management?

Fig. 3a shows the themes (numbers and percentages of units)
emerging from 93 responses to the question about conservative man-
agement. 6 themes emerged, which all consisted of similar percentages
of units for the two groups. A majority of responses indicated partici-
pants, despite their nonattendance, were ‘Positive and Open’ to WHP.
Another set of responses indicted participants ‘Don’t Know’ what
conservative management entails, and responses from both groups
suggested there were ‘Problems Accessing the Service”, or that par-
ticipants had formed a ‘Negative View’ of the service. Small numbers of
responses also mentioned that conservative management had advan-
tages due to its ‘Non-invasive’ nature, and as it provided an ‘Alterna-
tive’ to surgery. Several themes corroborated the findings from Study 1
(see Fig. 2d), such as a generally positive attitude towards WHP, as well
as a lack of detailed knowledge about what this entails, and concerns
about accessing the service [22].

Why did you not attend women'’s health physiotherapy?

Fig. 3b shows the themes derived from the 85 units concerning
reasons participants gave for not attending their scheduled WHP. The
most common response for both groups was they had been given ‘No
Information’ about the appointment following the referral. ‘Life
Events’ interfering with attendance were noted in a reasonable number
of responses, although these responses were more likely from PFMD (30
%) than PGP (8 %) participants. Another relatively common responses,
made only by PGP participants, was the discovery of ‘Alternative
Treatments’ to WHP meant they did not attend. Smaller numbers of
units for both groups suggested they had simply ‘Forgot’ their
appointment, or prioritised their ‘Other Conditions’. The predominant
themes emerging from responses to this question corroborated those
noted in Study 1, especially around the themes of a lack of information
about the appointment [21], the impact of other responsibilities and life
events [7], and the idea that other forms of treatment had been offered
and may have been found preferable [10].

What did the referring clinician tell you about women’s health
physiotherapy?

Responses to this question produced 147 units across all participants
(35 PFMD; 112 PGP). These units were categorised into four themes
shown in Fig. 3c. The largest theme for the PGP responses (49 % units,

Table 3
Study 2: Questions asked during interviews.
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versus 11 % for PFMD) indicated they had been given ‘No Information’
about WHP. In contrast, the largest theme for PFMD participants (60 %,
opposed to 26 % for PGP) concerned comments suggesting the ‘Pur-
pose’ of WHP had been explained to them. The final theme mentioned
similarly often by both groups, was that they had been given ‘Treatment
Knowledge’. A very small number of responses from PGP participants
referred to feeling ‘Shame’ due to the consultation. These responses
suggest that not having information may be a factor in nonattendance
for some PGP participants, but that most PFMD participants who do not
attend do have information about the treatment and its purpose. The
latter finding mirrors study 1 for PFMD participants who DNA (see
Fig. 3). However, this was not the case for PGP participants, and this
finding suggests some differences in DNA reasons between groups,
although the reasons for this difference are unclear.

Where other treatment options offered?

Fig. 3d shows the themes regarding other treatment options offered
during referral. There were 67 units produced, falling into 4 themes. The
percentages of units in each theme for both groups were broadly similar.
Most responses indicated participants had been offered ‘Nothing’ other
than WHP in terms of other potential treatment. A smaller number of
responses suggested ‘Alternative’ treatments had been offered; others
noted offers of ‘Medication’, and a small number mentioned the pos-
sibility of ‘Surgery’. This pattern of results stands in some contrast to
Study 1, where participants who DNAed often noted they had been
informed of other options. It also suggests that when more preferable
treatment options are noted by participants (see Fig. 3a), these may not
have been introduced at the initial referral, but discovered though their
own research.

What do you think your role is in your treatment process?

The question about participants’ perceptions of their own role in
WHP produced 81 units of information, which yielded 6 themes that
were highly similar across the two groups (see Fig. 3e). The most com-
mon response involved participants saying that they ‘Don’t Know’
about their role. Two other relatively common themes emerging were
that participants thought their role was to ‘Follow the Instructions’,
and to ‘Exercise’. To a lesser extent, the theme of active ‘Self-help’
emerged for both groups. A small number of responses suggested par-
ticipants thought they just needed to ‘Attend’, or that they had ‘No
Role’. Overall, the results suggest that both groups of participants had
either little, or a very passive idea, of their role in women’s health
physiotherapy.

Throughout many questions in this study, a common theme con-
cerned a lack of information being given about the treatment. This
finding emerged in the responses to almost all questions. It suggests that
investigation of information, education, and reminders about WHP may
be beneficial for some patients, especially if provided alongside addi-
tional information that may motivate attendance [32]. The comparison
between women with PFMD and PGP conditions did not reveal many
striking differences in their reasons for their nonattendance. The simi-
larity between the two groups suggests that, despite the different con-
ditions and potentially differing demographics, many of the same
considerations about DNA reasons apply (which is also true when cross
study comparisons to other conditions than those associated with

. What are your thoughts about conservative management, like WH physio?

. Why did you not attend WH physiotherapy?

. What did the referring clinician tell you about the need for WH physiotherapy?
. Did they offer you any other treatment options? If so, what were they?

. What do you think your role is in your treatment process?

gu s wWwN =
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(d)

Fig. 3. Study 2: Schematic representation of overarching themes regarding responses concerning: (a) what patients think of conservative management options; (b)
why patients did not attend women’s health physiotherapy; (c) what options other than women’s health physiotherapy patients were told about at referral; (d) what
other treatment options were discussed at referral; (e) what patients think about their role in women’s health physiotherapy. Numbers in brackets = numbers of units;
numbers along lines = percentage units in theme for particular groups. Arrow width (thicker = more important) and colour (green > 40 %; amber = 11-39 %; red <
10 %) represents the relative strength of that theme for that group. PFMD = pelvic-floor muscle dysfunction group; PGP = pelvic girdle pain group. (For inter-
pretation of the references to colour in this figure legend, the reader is referred to the web version of this article.)

women’s health are made [3,5,6]).
General discussion

The current study explored reasons associated with nonattendance at
WHP, and made novel comparisons between those who did and did not
attend (Study 1), and between individuals with different conditions who
did not attend (Study2). Study 1 suggested that, in comparison with
those who did attend, those who DNAed reported more previously bad
experiences with the NHS (Fig. 2a). They prioritised avoiding discomfort
from condition and treatment (Fig. 2¢), and tend to put others’ health
above their own (Fig. 2b). Women with PFMD who did not attend
appear to consider surgery more often (Fig. 2d). They reported less
knowledge of WHP, or were more negative about it (Fig. 2a), and
worried about getting to the appointment in public transport preferring
their car (Fig. 2e). Several of these themes emerged in Study 2, and
suggested, irrespective of condition, that while patients were open to
WHP (Fig. 3a), they reported not having information about appointment
details (Fig. 3b). They also commented that they knew its general goal
(Fig. 3c), but not what it entailed, and tended to view of themselves as
passive recipients of treatment rather than active collaborators (Fig. 3e).

These findings highlight several areas that might be helpful in pro-
moting attendance at WHP. A first group of barriers are related to the
medical treatment process, itself, and could be tackled relatively easily
and cost effectively. Making sure appointments are properly notified,
and/or reminders sent, is a key issue that needs to be monitored [20,21].
Providing greater information about WHP, and what it entails, may
remove some barriers to attendance, and has been suggested previously
in terms of pelvic health promotion [18]. There is good evidence that
greater information about treatment can encourage attendance [33],
and perhaps overcome any anxieties [19], especially around discomfort
and sensitivities to examinations. This could be achieved through
providing information leaflets or videos, signposted during initial re-
ferrals. The initial referral process could also be examined for any
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consultant bias in describing interventions, as it is clear that those who
DNA are susceptible to the idea of surgery, and focus on that alternative
[10]. There is a literature on appropriate manners of informing patients
about treatment options for other fields, such as for various cancers, and
this literature has made analysis and recommendations about phrasing
when discussing options with patients [34,35]. Of course, the relevance
to WHP could be limited, and study of the best approaches to consul-
tations could certainly be a research goal.

There are factors that are not directly under the control of the
healthcare system, but which could be tackled. Transport to appoint-
ments is a concern for many women. In part, due to poor perceptions of
the public transport system, and car parking resources provided; and in
part due to constraints on travel requiring multiple changes that are
unendurable for women in pain or incontinent. Providing greater
parking facilities, although implicated by patients, may not be feasible,
nor may it address the issues or the most disadvantaged groups who do
not have access to such private transport [36]. Developing dedicated
transport to hospital appointment, perhaps through NHS run minibus
routes for patients with appointments, may be an option to consider.
This has been noted as an affordable solution in other circumstances,
and the cost may be recouped in savings from reducing missed ap-
pointments [19]. However, until a full economic cost-benefit analysis is
performed, which may differ from location to location, these ideas
should be regarded as possible methods of tackling the issue, rather than
definitive solutions.

A third set of variables relate to the psychological state of patients
who DNA, who appear to be more sensitive to previously bad experi-
ences, and report less positive attitudes towards the treatment. This may
reflect depression, which is common in those with PFMD, and produces
negative bias in evaluations. Additionally, they seem less motivated to
seek help for themselves, and prioritise others, in the sense they seek
treatment in order to care for others [31]. The deprioritising of self, and
negative bias, is common for those who have had past neglectful or
abusive experiences, and such experiences are not uncommon in this set
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of patients [37]. Although WHP may do little to alleviate these issues
directly, treatment of these issues by multidisciplinary teams, including
counsellors and psychologists, has been shown to help patients to
engage in treatment [32]. In these cases, patients who display psycho-
logical or emotional problems on initial consultation can be referred to
the team’s counsellor/psychologist for assessment and treatment of
these issues (either prior to, or alongside, referral to WHP). The psy-
chological support can address motivation and/or health values [26],
and directly target psychological issues underlying resistance [32].

There are limitations to the current study, as the sample is drawn
from a single site, and patient experiences may differ elsewhere,
depending on local circumstances, facilities, and resources (both in
terms of health staff and transport etc.). Although the findings do
resonate with previous reports, indicating a degree of generality. The
sample is a relatively small in comparison to quantitative surveys, and
this may constrain generality; for example, that agreeing to participate
may have different characteristics and/or views to those who do not
agree to participate. However, sample size was large enough to achieve
saturation [30], that is, having sufficient participants to capture the
majority of views that this population will express. The current con-
clusions are also reached based on comparison of numbers of responses
falling into various categories in different groups. This should not be
taken as a measure of generality of opinion, but of the strength of these
opinions from this sample. Several of these issues could be addressed in
larger scale, focused quantitative analysis. Such as study could adopt a
multi-site prospective design, taking measures relating to the areas
identified in the current work, as well as noting the form of consultation
information and patient perception of that consultation, and then
relating this information to subsequent attendance at physiotherapy
sessions.

In summary, the current report corroborated several issues noted in
previous reports, and extended the analysis by including comparison
groups. It suggested that attention to the referral system, and informa-
tion given at the time of referral, may remove some barriers to atten-
dance. The issue of transport to appointments was raised, and
developing links to affordable and reliable systems is critical. Finally,
psychological aspects of patients who DNA should not be ignored, and
could form part of their treatment. Although each recommendation does
involve cost, the savings from reduction in nonattendance may well far
outweigh any initial costs of set up.
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