
reasonably have been predicted by the hospital because
the patient had been admitted already. Over one third
of patients notified the hospital in sufficient time for an
alternative patient to be booked. Thus the proportion
of bookings for which there was no record of patients
having given notice of not presenting was only 5%.
The results of the questionnaire study indicated that

even this is a considerable overestimate. Though non-
admission is clearly not the problem that a supposed
rate of28% suggested, any non-admission should be of
concern to health service management. The explana-
tion of these failed admissions cannot be fully under-
stood from routine sources of data as little is recorded
in medical records about true non-admissions. The
reasons for failed admissions can be studied adequately
only by approaching the patients personally. There are
obvious difficulties, however, in studying defaulters as
they may be as unlikely to answer questionnaires as
they are unwilling or unable to answer invitations to
hospital. In the questionnaire study the sample of those
not admitted was selected expressly to represent the
more problematic group of non-admissions that could,
from the analysis of medical records, be attributed
to the patients. Nevertheless, respondents' reasons
indicated mostly that they had been told not to attend
by the hospital or that they had advised the hospital
more than a week before their admission that they had
been admitted previously. While it is important to
consider some self justification here on the part of
responders and the effect of bias associated with a low
response rate, claims of admission were validated from
medical records. Accordingly, despite the potential for
bias in responses from a problematic group of non-
admissions and the possibility of self justification
because of this, we suggest that the true non-admis-
sions comprise only a small proportion, some 1-3%, of
all bookings.
Some differences were found between those who

were admitted and those who were not. Patients who
were not admitted were younger, slightly more likely
to have minor complaints, and less worried about their
conditions. Probably the tendency for responders to be
older than non-responders resulted in an underesti-
mate of these differences. That those who were not
admitted had been on the waiting list longer than those
who were admitted accords with the well known
problems of long waiting lists. Probably the relation
between long waiting times and non-admission would
have been more distinct if there had not been a purge
on waiting lists just before this study.
The more striking finding from returned question-

naires was the lack of difference between patients not
admitted and those admitted in sex, employment, and
marital state. This is of course what we would expect if
the main explanations for non-admission are to be
found in the hospital's admission procedures rather
than in the circumstances or attitudes of patients.
These findings are therefore consistent with the con-
clusions of the examination of the booking sheets.
We undertook this study because non-attendance

for booked admission was seen as a problem for the
health service. Our findings indicate that non-admis-
sion is rarely attributable to patients simply failing to

present themselves. Cancellation of admissions by the
hospital was the single most important reason for
non-admission. There was little evidence of clinical
resources being wasted because of non-admission.
Considerable though unmeasurable costs of current
policies are borne by the patients in the form of
inconvenience and anxiety. We do not conclude that
the detailed administrative arrangements for admis-
sion are flawed in themselves. The pursuit of efficiency
implies minimising unused facilities. This goal may
conflict with the aim of minimising the inconvenience
ofindividual patients. Our study indicates one implica-
tion of favouring efficiency.
Some interesting parallels exist between professional

responses to these issues and professional interpreta-
tions of ineffective health promotion or screening
campaigns. In both instances there is a tendency to
seek external explanations for failure in preference to
reviewing the programme itself. This tendency has
been dubbed "victim blaming" in relation to preven-
tive programmes.6 Our studies of non-attendance of
outpatients5 and non-admission suggest that this same
tendency may be discerned in some interpretations of
inadequacies of provision of outpatient assessment or
inpatient treatment. External explanations for im-
perfect services are not threatening to those who work
within those services. In contrast, an internal review
implicating inadequate procedures for appointments,
outpatient departments overloaded by unnecessary
reattendances, and deficiencies in the scheduling of
admissions may be less welcome. External problems
arising from limited resources and the capriciousness
of patients certainly exist. Our findings in this study
and the study of non-attendance of outpatients,5 how-
ever, suggest that concern with those factors attribut-
able to patients outside the immediate influence of
management require less attention than those inade-
quacies in the management of inpatient and outpatient
bookings.
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Correction
Local hyperthermia benefits natural and experimental
common colds

Three authors' errors occurred in this paper by Dr David Tyrell
and others (13 May, p 1280-3). The abstract should state that
volunteers showed an 18% reduction in symptoms and not a 43%
reduction as published; the bottom of column 1, p 1282, should
read 29 v 24 and not 14 v 24; and the top of column 2, p 1282,
should read 18% and 21% and not 43% and 21%.
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