
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) A longitudinal cohort study describing consistent frequent attenders 
in Australian primary health care. 

AUTHORS Pymont, Carly; Butterworth, Peter  

 

VERSION 1 - REVIEW 

REVIEWER Frans T Smits 
Clinical Methods and Public Health, Dept. of General Practice,  
Academic Medical Center, University of Amsterdam  
The Netherlands 

REVIEW RETURNED 13-Jul-2015 

 

GENERAL COMMENTS - I agree with the authors that the linkage of these two databases 
provides an unique opportunity to describe risk factors for long-term 
frequent attendance. However, the presented results are limited. I 
think there is more to get out of these data.  
- In contrast to other longitudinal studies, this study contains data on 
self-reported complaints, quality of life and personality factors, but 
the authors don’t discuss these features properly.  
- The article lacks a clear structure and does not provide a clear 
description of the aim of the study, the exact research question, and 
the conclusion.  
 
Essential changes:  
 
- The article is rather hard to read because it does not use the 
normal structure of a scientific paper.  
- The full article, but the discussion section in particular, needs 
restructuring. Please provide the normal sub-headings of a 
discussion section (conclusion, strength and limitations, comparison 
with existing literature, and Implications for future research or clinical 
practice).  
- I don’t understand why you provide only table 1 with a comparison 
of non-FAs and persistent FAs. Why not reporting (univariate) 
associations with odds ratios? Please consider to provide a 
multivariate analysis also. Construction of a prediction rule perhaps?  
 
 
Desirable changes:  
 
- In table 1, please consider providing the characteristics of the non-
FAs, the FAs during 1 wave, and the FAs during two waves.  
 
Details:  
 
- The title is not very catchy and is perhaps better used as a subtitle.  
- Abstract:  
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- Objectives: You also provide risk factors for persistent frequent 
attendance.  
- Main outcome measures: These sentences should be transferred 
to the Design section (line 17-21). Please mention your exact 
outcome measures here.  
- Results: Here you mention “related to” (line 28), but in line 34 you 
use “predicted”. Please be consistent.  
- Introduction “A longitudinal consideration of the persistence of 
frequent GP attendance”  
- Page 4, line 5: Please don’t use abbreviations before mentioning 
the full name (OECD).  
- In the introduction you mix “overuse” and “frequent use”, but only 
analyse frequent use. Please be clear about this difference. Only 
part of frequent use may be overuse and most frequent use can be 
explained by known morbidity.  
- Page 4, line 11: I don’t agree. There is not “limited” international 
research.  
- Page 4, line 14-21: In your description of international research I 
miss the reviews of Vedsted and Gill  
- Page 4, line 23-26: You mention the different definitions of FAs and 
you choose the relative (proportional) definition. I don’t understand -
and you don’t discuss- why you don’t follow the international chosen 
denominator of 1 year (the top 10% attenders per year).  
- Page 5, line 7-15: There are several studies without the limitations 
mentioned here (Vedsted, 2010; Rifel, 2013; Smits, 2014).  
- Page 5, line 12-15: I don’t agree with you. Most studies from 
countries with a list system (UK, the Netherlands, the Scandinavian 
countries) use as denominator all listed patients (including non-
attending patients).  
- You don’t discuss the use of self-reported morbidity data. As 
known from the literature, these data differ considerably from GP-
reported morbidity data.  
- At the end of the introduction you don’t formulate a clear research 
question ending with a question mark (e.g. which determinant(s), 
which outcome in which domain).  
 
- Method:  
- Page 5, line 55-57: Please transfer to the results section.  
- Page 6, line 7: Perhaps better talk about potential risk factors 
instead of ‘measures’?  
- Page 6, line 10: Why do you use 6 months and not 12 months as a 
denominator?  
- Please provide a table with all registered risk factors, the 
questionnaires used, the scale used.  
- Page 6, line 48: characteristics OF persist….  
- Page 6, line 53: If you wanted to describe risk factors for 
persistence of frequent attenders, it would be worthwhile to also 
provide a multivariate analysis.  
- Results:  
- Page 7, line 22-24: Please mention only 2 decimals.  
- Page 7, line 31: Please consider to give the characteristics of FAs 
with different duration: non-FAs, FAs during 1 wave and FAs during 
2 waves.  
- Table 1: Don’t use abbreviations or provide a legend.  
 
- Discussion:  
- The discussion section needs restructuring; please start with a 
summary of the results, followed by the normal sub headings 
(strength and limitations etc.). The first sentence (line 18-20) can be 
omitted.  
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- Page 9, line 27: You mention ‘chronic physical conditions’, but 
these are self-reported conditions. As you probably know, these self-
reported conditions differ considerably from the conditions / 
sicknesses reported by physicians. Please discuss the 
(dis)advantages of this.  
- Page 9, line 44: “This may…” Has no verb. Please adjust.  
- Page 9, line 55-58: As mentioned before there are nowadays 
prospective longitudinal studies from Europe. These studies mention 
distress, anxiety, low mastery and life events as aetiological factors 
for persistence of frequent attendance. 

 

REVIEWER Richard Morriss 
University of Nottingham, United Kingdom 

REVIEW RETURNED 17-Jul-2015 

 

GENERAL COMMENTS This is a well designed epidemiological study that has many 
strengths such as large sample  
size, prospective cohort design examined systematically over three 
time points, high response rate, lack of attrition but I am not sure it 
was designed for the examination of frequent attendance or 
persistent frequent attendance. Hence this seems to be a study that 
is opportunistic in its definitions of frequent attendance and its 
measures. The authors make the case well why this is an important 
topic to consider. I agree it is unique and potentially important in that 
it can link longitudinal representative survey data with linked 
administrative data. Nevertheless I think the data set might provide 
useful descriptive data but it is not analysed nor reported as well as 
it might be. The paper needs extensive major revision including 
being clearer about what it is trying to examine in the first place.  
 
Frequent attendance is defined in many different ways and the 
authors highlight why this is  
problematic in their introduction. It was therefore somewhat 
surprising and I am not sure  
necessary for them to develop their own idiosyncratic definition of 
frequent attendance and  
persistent frequent attendance. To my knowledge frequent 
attendance when defined from  
health records has always taken a 12 month time period for frequent 
attendance because  
health care attendance is affected by seasonal factors. In this study 
it is considered only over a six month period. People might attend 
intensively for a few months because of a health problems but then 
not for the rest of the year so would not be a frequent attender in any 
other study. It is not age adjusted because it is a cohort study of a 
limited range of age, which is reasonable.  
 
There is not a lot of detail on what is a primary care consultation. Is 
this face to face or does it include telephone and internet? Is this 
only with a GP or does it include other health  
professionals or practice staff? Does it include only their main 
primary care provider or does it include urgent primary care or other 
emergency care use? Does it include only patient initiated contacts 
or does it include contacts initiated by primary care or secondary 
care e.g. health promotion, health prevention, long-term condition 
monitoring, immunisation etc. Unless we know these details it would 
be impossible to replicate this study.  
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Persistent frequent attendance has never been defined as 
attendance in the top decile over 3 separate six month periods over 
eight years. In other studies anyone who was in the top decile of 
attendance on two successive period separated by four years would 
have been called a persistent frequent attender. Yet those who were 
frequent attenders at two of the three time points in the cohort seem 
to be ignored in terms of reporting of either prevalence or 
characteristics.  
 
Even though the introduction reviews characteristics of frequent 
attenders and persistent  
frequent attenders in primary care and these are used to generate a 
list of variables to  
examine, there are no clearly stated objectives and no hypotheses. 
This seems particularly  
unsatisfactory. Only when I reached Table 1 did I realise that people 
who were a frequent  
attender on one occasion ( a substantial sample of 360 participants) 
were being compared  
with a tiny sample of 21 participants on nearly 40 variables in a 
univariate analysis. Having  
read the paper several times, I am still not sure why because there 
is no clearly stated  
rationale for doing this analysis and no clearly stated objectives and 
hypotheses. This analysis is in any case problematic because 
people who were a frequent attender on more than two occasions 
are ignored. There are also nearly 40 comparisons with no control 
for multiple testing and no attempt at multivariate analysis since 
many of these variables are likely to be correlated to a moderate 
degree and therefore not independent. If only results that were 
significant at the 1% level were considered significant, then only 
some non-specific symptoms, worry about health, depression, 
rumination, self reported physical health, education and medication 
for memory problems ( a surprising result) and pain relief would be 
significant. Although frequent attendance was not related to non-
response at time 1, we do not know if it it was related to non-
response at other time points or to some of the 40 independent 
variables that are being examined in relation to frequent attendance. 
Even though response rates are high in this study, it could still have 
an important effect given that there were only 21 persistent frequent 
attenders.  
 
Another problem for me is the choice of measures, especially those 
for mental health. The  
Goldberg measure of anxiety and depression is rarely used. I am 
unsure how worry about  
health was measured. I am unsure why the authors decided to 
particularly focus on  
rumination, mastery, neuroticism ( an outdated concept) or the 
unusual choice of measure  
of life events. A rationale should be given for selecting these rather 
than other psychological constructs.  
 
Some minor points to consider.  
Strobe criteria state the design of the study e.g. cohort should be 
reflected in the title of the  
study. “A descriptive study” is vague and does not meet this 
requirement.  
 
Table 1 if it remains should give the numbers of non persistent FAs 
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and persistent FAs.  
 
Page 9, discussion, paragraph2, lines 7-8. The sentence starting 
“This may, in part,  
somatising...” is incomplete.  
 
In the discussion this paper like some others before it seems to 
imply that all frequent  
attendance is driven by the patient and their health, 
sociodemographic and personality  
characteristics. However most health care systems generate a lot of 
primary health care  
contacts that the patients did not request nor necessarily want, not 
to mention create  
iatrogenic problems through poor health care and poor 
communication. There are a number of studies showing this point. 
Studies like the current one cannot explore these issues but it is 
important to acknowledge this point and not buy into the myth that it 
is entirely the patient’s fault that some people attend primary care a 
lot. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Frans T Smits  

COMMENT: Essential change: The article is rather hard to read because it does not use the normal 

structure of a scientific paper.  

- The full article, but the discussion section in particular, needs restructuring. Please provide the 

normal sub-headings of a discussion section (conclusion, strength and limitations, comparison with 

existing literature, and Implications for future research or clinical practice).  

RESPONSE: The paper has been restructured to improve clarity with a stronger statement of purpose 

and titled discussion  

 

COMMENT: Essential change: I don’t understand why you provide only table 1 with a comparison of 

non-FAs and persistent FAs. Why not reporting (univariate) associations with odds ratios? Please 

consider to provide a multivariate analysis also. Construction of a prediction rule perhaps?  

RESPONSE: As outlined above Table 1 now includes all participants. Univariate associations with 

odds ratios have been added based on the initial findings in Table 1 and included in Table 2. This 

provides the variables which are important to the distinction between non-FAs and participants who 

were FAs at any wave and between those who were occasional FAs and those who were consistent 

FAs. Additionally we considered the unique contribution of factors important to these distinctions 

through multivariate analyses in Table 3.  

 

COMMENT: The title is not very catchy and is perhaps better used as a subtitle.  

RESPONSE: The title has been changed to be more descriptive and catchy.  

 

COMMENT: In the introduction you mix “overuse” and “frequent use”, but only analyse frequent use. 

Please be clear about this difference. Only part of frequent use may be overuse and most frequent 

use can be explained by known morbidity.  

RESPONSE: Our use of wording has been reconsidered to increase clarity. Overuse is only now used 

as a potential outcome of frequent use and a factor behind the justification of studying frequent 

attendance and a current policy concern. We clarify that we only analyse frequent use and not 

overuse.  
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COMMENT: There is not “limited” international research. AND In your description of international 

research I miss the reviews of Vedsted and Gill. AND There are several studies without the limitations 

mentioned here (Vedsted, 2010; Rifel, 2013; Smits, 2014).  

RESPONSE: Scope of the introduction was increased to include a more in depth discussion of the 

international research, including research by Vested, Rifel 2013 and Smits 2014.  

 

COMMENT: I don’t agree with you. Most studies from countries with a list system (UK, the 

Netherlands, the Scandinavian countries) use as denominator all listed patients (including non-

attending patients).  

RESPONSE: We agree with Dr Smits that the comment does not apply to all research in the area and 

have clarified this statement further to show that the concerns apply in Australia and other countries 

without a list system (see page 5 lines 18-23).  

 

COMMENT: You don’t discuss the use of self-reported morbidity data. As known from the literature, 

these data differ considerably from GP-reported morbidity data.  

RESPONSE: A discussion of the differences of self-reported morbidity data was added to the 

discussion in the limitations section (page 16 lines 16-22) as it may be a source of differing result to 

other research conducted in the area  

 

COMMENT: Page 5, line 55-57: Please transfer to the results section.  

RESPONSE: Unfortunately our line numbers do not seem to line up with those used by Dr. Smits and 

we were unable to work out what line he is referring to here. We assumed that he is referring to the 

sentence “Preliminary analysis… ” which was transferred to the results section  

 

COMMENT: Page 6, line 7: Perhaps better talk about potential risk factors instead of ‘measures’?  

RESPONSE: Again our line numbers do not correspond so we are assuming this refers to the 

heading in the methods section. As we are talking about the ways in which factors are measured 

rather than the risk factors we have maintained the heading “measures” which is consistent with 

academic article structure. However we have included discussion of potential risk factors in other 

sections of the manuscript.  

 

COMMENT: Please provide a table with all registered risk factors, the questionnaires used, the scale 

used.  

RESPONSE: Rather than including another table into the paper (which now contains 3) we used dot 

points to separate out the measures used and gave more detail in each to make this easier to 

understand.  

 

COMMENT: The discussion section needs restructuring; please start with a summary of the results, 

followed by the normal sub headings (strength and limitations etc.). The first sentence (line 18-20) can 

be omitted.  

RESPONSE: As indicated above we have restructured the discussion to make it easier to follow and 

included headings to signpost sections.  

 

COMMENT: Page 9, line 27: You mention ‘chronic physical conditions’, but these are self-reported 

conditions. As you probably know, these self-reported conditions differ considerably from the 

conditions / sicknesses reported by physicians. Please discuss the (dis)advantages of this  

RESPONSE: A discussion of the differences of self-reported morbidity data was added to the 

discussion in the limitations section (page 16 lines 16-22) as it may be a source of differing result to 

other research conducted in the area  

 

Reviewer: 2  

Reviewer Name Richard Morriss  
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COMMENT: There is not a lot of detail on what is a primary care consultation. Is this face to face or 

does it include telephone and internet? Is this only with a GP or does it include other health 

professionals or practice staff? Does it include only their main primary care provider or does it include 

urgent primary care or other emergency care use? Does it include only patient initiated contacts or 

does it include contacts initiated by primary care or secondary care e.g. health promotion, health 

prevention, long-term condition monitoring, immunisation etc. Unless we know these details it would 

be impossible to replicate this study.  

RESPONSE: Additional information on the included services is now included in the method (Page 6 

lines 28-33) and specific exclusions are in the discussion as potential limitations (page 15 lines 14- 

16).  

 

COMMENT: There are also nearly 40 comparisons with no control for multiple testing and no attempt 

at multivariate analysis since many of these variables are likely to be correlated to a moderate degree 

and therefore not independent. If only results that were significant at the 1% level were considered 

significant, then only some non-specific symptoms, worry about health, depression, rumination, self 

reported physical health, education and medication for memory problems ( a surprising result) and 

pain relief would be significant.  

RESPONSE: We appreciate that we ran a large number of univariate analyses and run the risk of 

increased error. As such we have addressed this issue in a few ways. First only analyses at the .001 

level are interpreted. This takes into account the number of analyses conducted. Secondly only those 

factors significant at this level are carried forward into further analysis. Finally a multivariate model is 

included as a comparison of results even though as mentioned by Prof Morriss some of the factors 

were correlated (hence we believe both the univariate and multivariate models provide different but 

complimentary information to the investigation of frequent attenders)  

 

COMMENT: Although frequent attendance was not related to non-response at time 1, we do not know 

if it it was related to non-response at other time points or to some of the 40 independent variables that 

are being examined in relation to frequent attendance. Even though response rates are high in this 

study, it could still have an important effect given that there were only 21 persistent frequent 

attenders.  

RESPONSE: Additional information about consent and attrition and its relationship to the factors in 

the study has been included in the results section (page 8 lines 9-18).  

 

COMMENT: Another problem for me is the choice of measures, especially those for mental health. 

The Goldberg measure of anxiety and depression is rarely used. I am unsure how worry about health 

was measured. I am unsure why the authors decided to particularly focus on rumination, mastery, 

neuroticism ( an outdated concept) or the unusual choice of measure of life events. A rationale should 

be given for selecting these rather than other psychological constructs.  

RESPONSE: Due to the nature of the study and the fact that we wish to use such a large and 

representative data set to examine this issue we are constrained by the measures which have been 

included over the last 8 years. This limits our choice and we wanted to be as broad as possible in our 

examination as little evidence exists in an Australian context. We have dropped neuroticism as 

suggested by Prof Morriss. For the other measures a more detailed description of each is provided in 

dot point form to increase the clarity of the choices made.  

 

COMMENT: Strobe criteria state the design of the study e.g. cohort should be reflected in the title of 

the study. “A descriptive study” is vague and does not meet this requirement.  

RESPONSE: The title has been adjusted to be more descriptive about the type of study conducted  

 

COMMENT: Table 1 if it remains should give the numbers of non persistent FAs and persistent FAs.  

RESPONSE: While these can be gained from Figure 1 numbers for each group in the analysis have 

been included in Table 1 as well.  
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COMMENT: In the discussion this paper like some others before it seems to imply that all frequent 

attendance is driven by the patient and their health, sociodemographic and personality characteristics. 

However most health care systems generate a lot of primary health care contacts that the patients did 

not request nor necessarily want, not to mention create iatrogenic problems through poor health care 

and poor communication. There are a number of studies showing this point. Studies like the current 

one cannot explore these issues but it is important to acknowledge this point and not buy into the 

myth that it is entirely the patient’s fault that some people attend primary care a lot.  

RESPONSE: We acknowledge that this is an issue in this area of research and at no point were trying 

to claim that the fault lies entirely with the patient or can be entirely explained by their characteristics. 

As such we have added a paragraph to the discussion addressing this issue (page 15 line 37 – page 

16 line 4) 

VERSION 2 – REVIEW 

REVIEWER Frans T Smits 
Academic Medical Center, University of Amsterdam  
dep. of General Practice  
Amsterdam, the Netherlands 

REVIEW RETURNED 24-Aug-2015 

 

GENERAL COMMENTS - Title:  

- I think the title doesn’t cover the content of the article. You 

don’t describe risk factors for returning, but for persistence 

of frequent returning.   

- Why using “consistent”? This is not consistent with the use 

of “persisting” in the rest of the article (e.g. in the abstract, 

objectives). 

- Abstract:  

 - The definition of FAs is better mentioned in the Design 

section. 

- Please mention in Main outcome measures the primary 

outcomes as mentioned in the introduction: 1. Pattern of FA 

over time and 2. Risk factors for (persistence) of FA. 

- Usually one mentions in the conclusion  no figures. The 

sentence “Around 4% …” is better transferred to the Results 

section. In the conclusion you can e.g. state: “persistence of 

FA is very limited.  

- Introduction (page 4 and 5) 

- First paragraph: I still miss after “...factors associated with 

frequent use of health services” references to the reviews of 

Vedsted and Gill.
1;2

 

- Third paragraph: I prefer also other refs about the 

proportional definition of FAs.
1;3;4

 

- Fourth paragraph, first sentence: This issue is specifically 
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discussed in Smits et al: Morbidity and doctor characteristics 

…, 2013. 

- Page 5 third paragraph (“More recently…”):  Please 

change “pain disorder” in “anxiety disorder”.  

- Method (page 6-8) 

 - Measures: Also including consultations by telephone and 

email? 

 - Data analysis: much bettered described now! 

- Results (page 8) 

- Sec paragraph: 18.9% corresponds more to 1/5 than to 1/6 

th. 

- Discussion (page 15, 16) 

- Please start the discussion with a short summary of your 

results. The first sentence (“The current…”) is better used in 

the section Strength and limit.  

- The first paragraph contains a lot of results which are 

better described in the Results section. In the Discussion 

section you better give a SHORT summary of the results in 

words only.  

- Caveats: Please consider also the influence of GP-factors 

and patient-GP communication.  

- Conclusion, sec. sentence: I think you have to omit this 

sentence, while this article doesn’t analyse and discuss the 

factor over-use and inappropriate use in frequent 

attendance.  

- Conclusion, third sentence: Analysing your tables, I can’t 

conclude that  

- FAs are characterized by in particularly psychiatric 

and psychological symptomatology and  

- that the results suggest that mental health is critical 

to better understand FAs. 

 

- Table 1:  

- Don’t use unexplained abbreviations (N, LF).  

- Table 2: 

 - Labor Force instead of LF. Odds ratio instead of OR etc. 

(or use legends). 
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VERSION 2 – AUTHOR RESPONSE 

We considered the changes suggested to the title and decided that all the important information was 
contained in the second part of the title and the first part just added confusion. Hence we would like to 
go just with the concise title.  
 
We understand the perspective of the reviewer regarding the main outcome measures. We identify 
these as aims but consider it appropriate to continue to describe the outcome as the dependent 
variable used in the statistical models – which is FA status. We have made the other changes 
suggested to the abstract.  
 
All wording and referencing suggestions have been incorporated into the paper.  
 
Consultations only included face to face and this clarification has been added to the paper.  
 
The first sentence of the discussion has been removed and the sentence in the conclusion. We do 
acknowledge that there is a lot of information in the discussion about the results however we feel this 
level of detail is necessary to provide an accurate summary of the comprehensive set of results. 
Additionally nothing new is presented, it is just a synthesis of what is described in the results section.  
 
 
Abbreviations removed from the tables 
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