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ABSTRACT

Objectives The aim was to examine health-related quality
of life (HRQoL), patient characteristics and reasons for
visits to general practitioners (GPs) by frequent attenders
(FAs) and a comparison group (CG) in primary care.
Methods Patients aged 18-64 years were eligible for

the study. Medical records were scrutinised concerning
reasons for visits. Questionnaires including short-form
health survey (SF-36) were mailed to 331 FAs (>5 visits

at GPs during 2000) and 371 patients in a CG randomly
selected from two healthcare centres and returned by 49%
and 57%, respectively. FAs’ SF-36 health profiles were
compared both to CG and general Swedish population
norms.

Results FAs report lower HRQoL than CG and below

the general Swedish population norms in all eight SF-36
domains including both mental and physical component
summary scores (MCS and PCS). Effect sizes (ESs) for
differences between FAs and norms ranged from 0.79

to 1.08 for specific domains and was 0.94 for PCS and
0.71 for MCS. ESs of FAs versus CG ranged between 0.60
and 0.95 for the domains and was 0.76 for PCS and 0.49
for MCS. There were no significant differences between
the FAs and CG with regard to sex, being married or
cohabiting, number of children in household or educational
level. FAs were more often unemployed, obese, slightly
older and used complementary medicine more frequently.
Except for injuries, all health complaints as classified

in 10 categories were more common among FAs than

CG, particularly musculoskeletal pain and psychosocial
distress related to compromised HRQoL.

Conclusion The HRQoL is compromised in FAs, both when
compared with patients who do not often seek care and

to general Swedish population norms. Commonly reported
reasons for visiting GPs among FAs were musculoskeletal
pain and psychosocial distress. Thus, perceived ill health,
particularly pain and distress, seems important for high
utilisation of healthcare resources.

INTRODUCTION

Frequent attenders (FAs) are those patients
who most often seek medical consultations.
FAs in primary care utilise a vast amount of
resources across several countries and their
healthcare systems.! In addition to frequent

Strengths and limitations of this study
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» This study revealed patients’ own stated reason for
consultation based on reviews of medical records
without any selection bias.

» Patients aged 18—64 years were potentially eligi-
ble for employment. All patients were covered by
Swedish national healthcare insurance which allows
for similar access to care.

» Both the frequent attenders and comparison group
cohorts are representative samples of the Swedish
primary care population; however, no long-term fol-
low-up data were collected.

» The total healthcare usage provided by secondary
care facilities and other community-based support
was not studied.

» Like most other studies, data on healthcare con-
sumption were provided by general practitioners,
and our study shares the limitations of generalisabil-
ity due to its cultural context in a specific healthcare
system.

visits to their general practitioner (GP), they
also consume alarge proportion of healthcare
resources and thereby reduce the resources
available to other patients.

Typically, 3%-5% of the general popu-
lation uses 15%—-25% of the available visits
to GPs.** In England,” 3% of patients
accounted for 15% of all visits to GPs and
similar experiences were reported in Sweden*
and Canada.’ There is a need to investigate if
the consulting patterns of FA are appropriate
and, if not, how their help-seeking behaviour
may be altered. By increased understanding
of the consulting behaviours of FAs, strategies
for interventions may be developed.”

In general, two approaches have been used
to characterise the FA group. One strategy is
to define a cut-off based on the distribution
of all GP consultations. It has been suggested
that patients above the 75th or 90th percen-
tile of the distribution should be classified
as FAs.! ¥ Another approach is to define a
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maximum number of consultations for normal health-
care consumption and consider patients who exceed this
cut-off as FAs.! 081014719

In order to explain why some patients seek help from
GPs more often than others, several factors should be
considered. Women are more common among FAs in
primary care; however, women seek healthcare more
often in general' and comprise the majority among both
FAs and non-FAs.' 17182021

Moreover, the older and children visit their GPs more
often than people of working age (18-64 years).”' In
Sweden, the working age population is covered by a
national health insurance system, which deserves special
attention from a societal perspective. Low-socioeconomic
status (ie, low education, unemployment, low income,
marital breakdown and being single) is associated with a
higher risk of being an FA.' ®® ' 19121820 This may reflect
underlying social and medical factors such as loneli-
ness,”> * psychosocial reactions to physical symptoms,
changing symptoms over time,”* having more severe
symptoms or symptoms usually ignored by others,” a high
prevalence of chronic illness or other physical disease,'*
psychiatric disorders'* and a less healthful lifestyle.*® Tt
seems that these sorts of complaints are similar between
FAs and other patients.

In a British study, FAs reported worse health-related
quality of life (HRQoL) compared with controls in all
dimensions (mobility, self-care, usual activities, pain/
discomfort and anxiety/depression) as measured by the
EQ-5D.? Pain as on the SF-12 was strongly associated with
frequent attendance in an Australian study.*®

Despite all that is known regarding FAs and their char-
acteristics, there are still gaps in the understanding of
the mechanisms that underlay their high consumption of
healthcare. It has been suggested that processes associ-
ated with mental rather than somatic factors are pivotal
in influencing help-seeking behaviours in FAs. Because
FAs most often visit their GPs, this cross-sectional study
aims to evaluate FAs’ patient characteristics and reasons
for visits to GPs in relation to the HRQoL as measured
by the 36-item shortform health survey (SF-36), and
compared with both population norms and a comparison
group (CG).

METHODS

Setting

The city Sandviken in Region Gavleborg, Sweden, had
28028 inhabitants when data were collected.” A total of
11 physicians (seven specialists in general medicine and
four residents) served a catchment area of approximately
14000 at two healthcare centres in Bjorkséatra and Vallhov.

Frequent attenders and comparison group

We selected all FAs with =5 visits to GP during the year
2000 (n=395). The CG was selected (n=395) by a random
sampling out of remaining patients. Participants in both
groups were between 18 and 65 years of age.

Data sources

Medical records, Profdoc Journal III were scrutinised
and validated by the first author after consultation of
an expert in the field. The main reason(s) for physician
consultation were classified according to ten categories
covering major health problems: musculoskeletal pain,
infections, psychosocial distress, digestive problems, skin
complaints, injuries, genitourinary complaints, head-
ache and tinnitus, circulatory complaints and respiratory
complaints. This categorisation was based on the Public
Health Report 1997,% previous research findings® and
was derived from patients’ stated reason(s) for visits
rather than diagnoses.

The questionnaires

We mailed an envelope with information about the study,
SF-36 version 1, and questions about the subjects’ civil
status (married/cohabitating/single, children in the
household), employment, education, height, weight, use
of naturopathic drugs and alternative medical consulta-
tions. Two reminders were sent when appropriate.

Exclusion criteria were severe mental or somatic disor-
ders, the need for an interpreter, ongoing alcohol- and/
or drug misuse, and severe disabilities such as mental
retardation. A total of 88 patients were excluded, of
whom 64 were FAs.

The questionnaires and a return envelope were sent to
702 patients: 331 FAs and 371 patients in the CG. The
response rate was 49% among FAs and 57% among CG,
respectively. The participant flow-chart is depicted in
figure 1.

SF-36 domains and general Swedish population norms

SF-36 is a widely recognised generic HRQoL instrument
developed in the Medical Outcome Study and used since
the 1990s.*® The 36 items in the instrument measure
eight domains that cover physical and mental health
aspects: physical functioning (PF), role-physical (RP),
bodily pain (BP), general health (GH), vitality (VT),
social functioning (SF), role-emotional (RE) and mental
health (MH). The score of each domain ranges between
0 and 100, where a higher value indicates better HRQoL.
Furthermore, the physical component summary (PCS)
score and the mental component summary (MCS) score
are derived from the eight domains. PCS and MCS scores
are norm-based with a mean of 50 in the general popula-
tion. A value above 50 is interpreted as a better HRQoL
than the general population.

The SF-36 data in the FA group and CG were compared
with an age-matched and sex-matched sample (n=1524)
randomly selected from the Swedish SF-36 normative
database from 1991 to 1992 (n=8930).%

Statistics

Categorical data were described as numbers and percent-
ages and compared by thests, while ordinal/continuous
data were reported as means (including SD and 95% CI),
median, percentiles and were compared using t-tests.
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All patients visiting general
practitioners at the health
care centers

n=5,303

Frequent attenders:

All patients with 25 visits to
general practitioners

n=395

Survey and invitation to
treatment

n=331

Excluded
n=64

Completed survey

Declined participation No reply
n=164 n=26 n=141

Figure 1

Comparison group:

Randomly selected from
remaining patients with <4
visits to general practitioners

n=395

Invitationto survey Excluded
n=371 n=24

Completed survey Declined participation No reply
n=211 n=36 n=124

Participant flowchart. All patients who fulfilled the inclusion criteria regarding frequent attendance were included in

the study. The comparison group was randomly selected from the remaining patients. Exclusion criteria were severe mental
or somatic disorder (eg, schizophrenia, anorexia and cancer), need for interpreter (due to other native language or deafness),
ongoing alcohol- and/or drug misuse and severe disabilities, such as mental retardation.

The non-parametric Mann-Whitney U test was used for
between-group comparisons of SF-36 domains. Cohen’s
d was used to calculate the effect size (ES) of between-
group differences. ES was interpreted according to stan-
dard criteria: trivial (<0.20), small (0.20-0.49), moderate
(0.50-0.79) and large (>0.80).>* SPSS V.22 was used for
statistical analyses. A two-sided p value of less than 0.05
was considered significant.

Patient and public involvement statement
Patients and public were neither involved in developing
the hypothesis, the specific aims or the research ques-
tions, nor were they involved in developing plans for
design or implementation of the study.

RESULTS

Patient characteristics

The characteristics of patients and their major health
complaints are summarised in table 1. In total, 164 FAs
and 211 patients in the CG were analysed. There was no
significant difference with regard to sex, as 69.5% were
females among FAs and 62.1% in the CG. The mean age
was significantly higher in FAs, 46.8 years versus 43.8 years
in the CG (p=0.018). There were similar proportions of
married/cohabitating individuals, child(ren) at home
and educational levels, but a larger proportion of the
CG was gainfully employed compared with the FA group
(79.4% vs 67.3%, respectively, p=0.009). There was no
difference between groups in the use of naturopathic
drugs, whereas use of complementary medicine was

more common in FAs (p=0.003). Notably, a significantly
higher proportion of FAs (28.2%) had a body mass index
(BMI) 230 compared with the CG (12.1%) (p<0.001).

In all 10 health problem categories except injuries,
reports of complaints were more common among FAs
than the CG (table 1).

Musculoskeletal pain was the most common complaint
among FAs followed by infections, psychosocial distress
and digestive problems. In contrast, infections were
more common among the CG than musculoskeletal pain
followed by psychosocial distress and digestive problems.

SF-36 in FAs, the CG and a Swedish norm population
Comparisons of SF-36 scores showed significant differ-
ences between FAs and the Swedish norm population
as well as between FAs and the CG in all eight domains
and the two component scores (p<0.0001) (figure 2
and table 2). The ES of the differences between FA and
general Swedish population norms were large for 7/8
domains (range 0.79-1.08), large for PCS (0.94) and
moderate for MCS (0.71). ESs of comparisons between
FAs and CG were moderate to large for the domains
(range 0.60-0.95), moderate for PCS (0.76) and small for
MCS (0.49).

Subgroup analyses among FAs

The health complaint categories described in the
Methods section were used to categorise patients
based on who did or did not report a certain
complaint. SF-36 health profiles were then evalu-
ated in those with or without that specific complaint

Strombom Y, et al. BMJ Open 2019;9:026855. doi:10.1136/bmjopen-2018-026855
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Table 1 Characteristics of frequent attenders and a comparison group

Frequent attenders

Comparison group

Variable n=164 n=211 P value
Age, mean (SD) 46.8 (SD 11.3) 43.8 (SD 12.7) 0.018
Female sex 114 (69.5%) 131 (62.1%) 0.155
Married/cohabitate 119 (73.9%) 163 (79.9%) 0.209
Child(ren) at home 66 (40.5%) 90 (42.7%) 0.751
University 19 (13.0%) 34 (17.1%) 0.365
Employed 109 (67.3%) 166 (79.4%) 0.009
Body mass index (kg/m?) >30 44 (28.2%) 25 (12.1%) <0.001
Naturopathic drug use 45 (27.8%) 56 (27.1%) 0.907
Complementary medicine use 57 (35.4%) 43 (21.2%) 0.003
Health complaint categories™

Musculoskeletal pain 126 (76.8%) 82 (38.8%) <0.001
Infections 115 (70.1%) 90 (42.7%) <0.001
Psychosocial distress 77 (47.0%) 45 (21.3%) <0.001
Digestive problems 58 (35.4%) 38 (18.0%) <0.001
Skin complaints 48 (29.3%) 32 (15.2%) 0.001
Injuries 35 (21.3%) 33 (15.6%) 0.177
Headache and tinnitus complaints 42 (25.6%) 17 (8.1%) <0.001
Genitourinary complaints 40 (24.4%) 26 (12.3%) 0.003
Circulatory complaints 41 (25.0%) 30 (14.2%) 0.011
Respiratory complaints 44 (26.8%) 19 (9.0%) <0.001

*Based on review of medical records.

(table 3). In addition, we analysed obese (BMI 230)
versus non-obese patients and male patients versus
female patients (table 4). The presence of musculo-
skeletal pain was related to worse scores on PF, BP and
PCS (ES 0.34, 0.52 and 0.61, respectively). Reports of
psychosocial distress were related to worse scores on
VT, SF, RE, MH and MCS (ES 0.44, 0.40, 0.34, 0.33

ore

P2

F-36 s

L3
I3

@P» 30

Physical functioning
Role physical
Bodily pain

General health
Vitality

Social functioning

SF-36 domain

Role emotional

and 0.43, respectively). Infections were associated
with better SF-36 scores on all domains except for PF
and SF (ESs ranged from 0.37 to 0.62 for the domains
and ES for MCS was 0.56). Circulatory complaints
affected PF (ES 0.44) and PCS (ES 0.39) and a BMI
over 30 was related to worse scores for PF (ES 0.72)
and GH (ES 0.32).

Frequent
attenders

Controls

Swedish
norms

Mental health

Physical component summary
Mental component summary

Figure 2 Short-form health survey (SF-36) score in frequent attenders in primary care compared with a comparison group and

Swedish population norms.
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Table 2 Short-form health survey (SF-36) scores in frequent attenders in primary care as compared with general Swedish

population norms and a comparison group

Frequent attenders Swedish population FA Comparison group

(FA, n=164) norms (n=1524) vs norms* (CG, n=211) FAvs CG’
SF-36 domains Mean (SD) 95%ClI Mean (SD) 95%CI Effect size Mean (SD) 95%CI Effect size
Physical 68.7 (24.6) 64.9to72.5 87.1(18.5) 86.2t088.1 0.84 86.2(17.0) 83.9t088.5 0.83
functioning
Role physical 479 (42.6) 41.2to54.5 82.0(32.4) 80.4t083.7 0.90 75.8(36.8) 70.8t080.8 0.70
Bodily pain 47.5(25.4) 43.6to51.5 72.1(26.8) 70.8t073.5 0.94 66.1 (26.0) 62.6t069.7 0.72
General health 479 (23.8) 442to51.6 73.2(23.2) 720to74.4 1.08 69.9 (22.4) 66.8t073.0 0.95
Vitality 44.8 (25.4) 40.8t048.7 67.7 (23.1) 66.61t068.9 0.94 60.6 (23.8) 57.4t063.8 0.64
Social 68.5(27.8) 64.2t072.8 88.2(20.2) 87.2t089.2 0.81 83.6 (22.4) 80.5t086.6 0.60
functioning
Role emotional  56.1 (44.8) 49.1t063.2 86.1(28.1) 84.7t087.6 0.80 80.6 (34.7) 75.9t085.4 0.61
Mental health 62.8 (24.1) 59.1t066.6 80.0(19.1) 79.0t080.9 0.79 77.0(18.3) 745t079.4 0.66
Physical 39.8(11.0) 38.1to41.6 49.5(9.6) 49.0t0 50.0 0.94 47.8 (10.1) 46.4t049.2 0.76
component
summary
Mental 41.0(14.7) 38.7t043.4 50.0(10.2) 49.4t050.5 0.71 47.5(11.4) 459t049.1 0.49
component
summary

*All comparisons FA versus Norms and FA versus CG are significant (p<0.0001). Mann-Whitney U test was used for between-group

comparisons of SF-36 domains.

DISCUSSION

FAs reported compromised Qol. accompanied by
increased health complaints in most health areas. In
addition, FAs were characterised by a higher degree of
unemployment compared with CG. Unemployment or
sick leave was overrepresented among FAs in a previous
Swedish study.” However, a direct comparison between
these two studies is limited by different age distributions,
since our study excluded children and older individ-
uals. Unemployment and civil status have been linked to
frequentattendance,'”* but after adjustment of co-factors
(age, sex, civil status, chronic disease, sickness/disability
pension, life events, social integration, emotional support
and sense of coherence) differences disappear.”” Here,
cohabiting or being married did neither influence
frequent attendance, nor did the number of children
at home nor the patient’s educational level. Although
the FAs were statistically significantly older than the
CG, previous interpretations of age differences in this
context™ * consider that an age difference of 3years is
not clinically significant. Furthermore, there were not
significantly more women than men among FAs, which
also is in line with previous findings." ***

FAs in our study sought complementary medicine more
often than CG. In a systematic review, female sex, middle
age and higher education were identified as predictors
for use of complementary medicine.” Patients who try
complementary medicine are known to use primary and
secondary care frequently and take an active approach
to their health problems.*” We believe that FAs are eager
to solve their health problems as evidenced by their visits

to primary care and perhaps a lack of results from the
conventional healthcare system triggers their interest
in looking at alternative medical treatments. Obesity
(BMI 230) is a condition associated with increased risk
for a wide range of health problems and serious illnesses.
Our study showed that FAs were more obese than CGs
and the prevalence of obesity among FAs (28.2%) was
three times higher than the adult Swedish population
in the year 2000."' However, previous studies have been
inconsistent, as a British study found that obesity was
more common among FAs,”” while a US study did not
confirm this.*

Kersnik et a’ pointed out that most FAs were content
with their GP and argued that anxiety and depression are
valid reasons for FAs to visit their GPs. Another explana-
tion may be that FAs simply are content with their previous
visits and perceive their GP as a part of their social network.
In the present study, FAs’ reasons for visiting GPs reflected
the most common health problems in the Swedish popu-
lation. Previous research on reasons for visits have been
based on diagnostic data,28 % whereas in the present
study, data were derived from medical records without
using the final diagnosis made by the GP. Our approach
limits the possibility that GPs’ assessments might influence
the reported reasons for seeking healthcare. Ten health
complaint categories used here seem to cover most of
the symptoms presented by patients in primary care, and
also to have equivalents in the International Classifica-
tion of Primary Care system of classification for primary
care.” ¥* Our data suggest that perceived ill health is the
main driver of health-seeking behaviour.

Strombom Y, et al. BMJ Open 2019;9:€026855. doi:10.1136/bmjopen-2018-026855
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Table 3 Subgroup analyses of differences in short-form health survey (SF-36) scores among frequent attenders based on

reported symptomatology. Differences are evaluated in those with versus without a specific health complaint and expressed as

effect size for significant (p<0.05) results.

Musculoskeletal

Psychosocial

pain Infections distress Digestive problems
SF-36 domains P value ES P value ES P value ES P value ES
Physical functioning 0.025 0.34 0.063 0.541 0.260
Role physical 0.083 0.011 0.46* 0.875 0.272
Bodily pain 0.017 0.52 0.021 0.46* 0.257 0.115
General health 0.550 0.047 0.37* 0.170 0.273
Vitality 0.500 0.004 0.53* 0.003 0.44 0.919
Social functioning 0.568 0.119 0.011 0.40 0.293
Role emotional 0.227 0.001 0.62* 0.034 0.34 0.141
Mental health 0.409 0.002 0.55* 0.044 0.33 0.188
Physical component summary 0.002 0.61 0.187 0.816 0.081
Mental component summary 0.237 0.002 0.56* 0.015 0.43 0.287
Headache and Genitourinary
Skin complaints Injuries tinnitus complaints
SF-36 domains P value ES P value ES P value ES P value ES
Physical functioning 0.627 0.463 0.454 0.643
Role physical 0.858 0.511 0.407 0.604
Bodily pain 0.460 0.993 0.918 0.307
General health 0.927 0.906 0.337 0.856
Vitality 0.295 0.588 0.339 0.295
Social functioning 0.748 0.893 0.080 0.793
Role emotional 0.473 0.232 0.425 0.590
Mental health 0.790 0.339 0.512 0.578
Physical component summary 0.355 0.340 0.363 0.771
Mental component summary 0.711 0.487 0.278 0.897

Circulatory complaints

Respiratory complaints

SF-36 domains P value ES P value ES
Physical functioning 0.007 0.44 0.178
Role physical 0.066 0.322
Bodily pain 0.613 0.477
General health 0.129 0.211
Vitality 0.704 0.893
Social functioning 0.933 0.968
Role emotional 0.832 0.261
Mental health 0.500 0.694
Physical component summary 0.041 0.39 0.532
Mental component summary 0.766 0.816

*Higher SF-36 scores (all other effect sizes (ESs) were lower). Cohen’s d was used to calculate the ES of between-group differences.

P value in bold denotes less than 0.05.

FAs rated their HRQoL worse than both the Swedish
norm population and controls in all SF-36 domains. ES
for the differences between FAs and norms was large
for seven of eight domains, reflecting an increased
frequency of both physical and mental health problems.

These results, aligning with previous findings obtained
using different HRQoL metrics, underscore that
there is a conceptual replicability irrespective of the
instruments used, which, in turn, suggests a robust
effect 273537145
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Table 4 Subgroup analyses of frequent attenders in
Swedish primary care with regard to obesity and sex with
short-form health survey (SF-36) domains as outcome
measures.

BMI>30 Sex

SF-36 domains Pvalue ES Pvalue ES
Physical functioning 0.000 0.72 0.252
Role physical 0.912 0.509
Bodily pain 0.231 0.404
General health 0.040 0.32 0.144
Vitality 0.262 0.251
Social functioning 0.290 0.458
Role emotional 0.883 0.498
Mental health 0.735 0.795
Physical component 0.073 0.666
summary

Mental component 0.849 0.408
summary

Cohen’s d was used to calculate the effect size (ES) of between-
group differences.

In addition, FAs with predominantly musculoskeletal
pain or psychosocial distress attribute their health prob-
lems to domains consistent with their reasons for GP
visits. Despite the fact that FAs visited GPs with several
complaints during the study period, an analysis of each
complaint group consistently showed poor HRQoL, even
when analyses were performed by taking each complaint
into account.

FAs who reported musculoskeletal pain as major causes
for visits had low SF-36 scores on domains measuring
physical distress, while FAs who presented psychosocial
distress displayed low scores on social and psychological
domains. For patients complaining of infections, data
indicate that most health areas are affected. It should be
noted that most people suffer infections from time to time
regardless of their overall health status. As the current
study is based on the reasons FAs and CGs had to visit
their GP, there were available to us no diagnoses made by
GPs. No FA or CG reported infection as sole reason for
the encounter during the study period.

It has been pointed out that FAs themselves feel they
are not taken seriously by the healthcare system and that
their symptoms are neither ignored nor addressed.*® FAs
tend to view themselves as a burden on others and try to
conceal their inadequacy,47 which has been confirmed in
studies aimed at reducing GP visits.* In addition, there
has been great interest in psychological and psychiatric
explanations for the excessive help-seeking on the part of
FAs,™ and psychological or psychiatric reasons for these
visits are not disputed by the FAs themselves." A multi-
disciplinary approach including psychiatry and primary
care may be advantageous.”’ There is some consensus
regarding the characteristics of FAs, butitshould be noted

that this is a heterogeneous group both with respect to
mental and physical symptomatology. However, cognitive
strategies, attributions, and behaviours linked to frequent
attendance are important subjects for future research.
Psychological assessment might be useful in combination
with proper medical care for the health issues presented.

CONCLUSIONS

The quality of life is compromised in frequent attenders,
both when compared with patientswho do notseek health-
care often and to age-matched and sex-matched general
Swedish population norms. This is true for all domains
covered by SF-36 and reflected in the FAs’ perceived
reduced mental and physical health. Commonly reported
reasons for visiting GPs among FAs were musculoskeletal
pain and psychosocial distress. Thus, perceived ill health,
particularly pain and distress, seem important for high
utilisation of healthcare.
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