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Abstract
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Frequent attenders consist of a small proportion of the total population seek-ing health care non-
proportionally often for various symptoms. This hetero-genic group of patients requires special
attention as symptoms often cannot be explained medically and influence both physical and
psychological well-being.

The overall aim was to describe characteristics and health issues that insti-gate help seeking
behavior among frequent attenders and to piece together a treatment program addressing
heterogeneous health problems with the pur-pose to reduce psychological distress, enhance
quality of life and reduce visiting rates at general practitioners. Study I aimed to characterize
frequent attenders in primary care with respect to symptomatology and utilization of health
care resources. Data was collected from medical journals and compar-isons were made between
frequent attenders and a comparison group. Among frequent attenders proportionally more
women than men visited the health care system and both sexes had a large diversity and amount
of health complaints and utilized health care staff resources more frequently. In study II health
related quality of life was examined in relation to frequent attend-ance. Questionnaires were
sent out to frequent attenders and a comparison. Results show a substantially reduced life
quality among frequent attenders affecting almost all facets of life and individual differences
in complaints translated into corresponding areas of reduced life quality. Cognitive behav-ior
therapy given in a group format was performed and evaluated in study III. Improvements of
illness symptoms and negative affect were found and remained over a year, but visits to health
care did not diminish.

In summation, frequent attenders used more health care resources and dis-played more health
complaints as compared to non-frequent attenders. The nature of complaints was relatively
independent suggesting symptom speci-ficity. They also experienced lower health related
quality of life and symp-tom profiles matched domains with reduced life quality. Group CBT
may be an efficient way to deal with some aspects related to health issues connected to frequent
attenders. Generally, a biopsychosocial model seemed to account better for data than a purely
biological model.
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CHAID Chi-square automatic interaction detection 
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Introduction 

Both qualitative and quantitative approaches have been used to study factors 
driving health care seeking behavior. Some patients seldom utilize the health 
care system, while others frequently seek help. The latter patient group is 
often called frequent attenders (FAs). There are individual differences in 
how frequent care seeking behavior occurs and the question has been raised 
if the increased attendance reflects medical needs or not. Neal, Heywood and 
Morley (2000a) hold that FAs are visiting the health care system relatively 
often due to a real need for treatment for an illness not yet defined, discov-
ered or diagnosed by the medical establishment. This is similar to the view 
of Wiklund-Gustin (2011) who suggests that FAs visit primary care to get 
relief or cure for something that triggers suffering, and that they continue to 
seek care since their needs are not satisfactory met. In her research FAs ex-
pressed that they seek to be healthy, useful and please others. FAs also pre-
sent the opinion that they are waiting to seek medical care until their suffer-
ing is unbearable. Neal, Heywood and Morley (2000b) point out that FAs 
believe their consulting patterns to be legitimate, appropriate and meet real 
needs. Notably, questions regarding FAs mental health are often raised even 
though visits to health care centers for somatic symptoms are more common 
than complaints about psychological distress (Jyväsjärvi, Keinänen-
Kiukaanniemi, Väisänen, Larivaara, & Kivelä, 1998; Andersson, Mattsson, 
& Lynöe, 1995; Gill & Sharpe, 1999; Prins, Verhaak, Smit, & Verheij, 2014; 
Wiklund-Gustin, 2013). Perhaps psychological consequences of somatic 
symptoms are inevitable, and constitute the underlying reason for question-
ing what kind of suffering is the real reason for frequent attendance.  
 
There are no somatic disorders that later have been redefined as psychoso-
matic disorders, but several psychosomatic disorders for which the somatic 
agencies have been found, ulcers and allergies included, and therefore no 
longer are held to only reflect psychological, but mainly physiological caus-
es. However, it is important to note that psychological factors influence and 
modulate several bodily processes. For example the placebo response some-
times suggest that “mind is over matter” as for example brain alterations 
induced by placebo treatment overlap with those resulting from pharmaco-
logical treatment, both when treating pain and anxiety syndromes (Petrovic, 
Kalso, Petersson, & Ingvar, 2002; Petrovic et al., 2005; Faria, Fredrikson, & 
Furmark, 2008). On the other hand, genetic factors also influence whether 
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patients respond to a placebo treatment or not (Furmark et al., 2008) illus-
trating that bodily factors influence psychological processes, suggesting 
reciprocity between “psyche and soma”. This illustrates the importance of 
adopting an empirical approach rather than relying on authoritative theories 
that have not been sufficiently tested. Thus, the approach taken in the present 
thesis is empirical without presumptions on whether health care seeking 
behavior is psychologically or physiologically determined, or whether it 
reflects medical or social needs, or whether it is possible to alter health atten-
tive behavior through behavioral means or not. A first critical question is 
what characterizes and ultimately drives patients to repeated clinical visits, 
or to become FAs. FAs need to be described and defined in order to answer 
this question. 

Frequent attenders 

Definition 
FAs are often described as a subset of patients that use a non-proportional 
share of available health care resources. FAs utilize a vast amount of re-
sources across several countries regardless of differences in health care sys-
tems (Gill & Sharpe, 1999). Typically, 3-5% of the general population uses 
15-25% of the available visits to general practitioners (GPs) (Heywood, 
Blackie, Cameron, & Dowell, 1998; Neal et al., 2001). Results in the same 
range were reported in Sweden (Bergh & Marklund, 2003; Andersson et al., 
1995; Andersson, Lynöe, Hallgren & Nilsson, 2004), Finland (Jyväsjärvi et 
al., 1998), Germany (Hajek, Bock, & König, 2017), Netherlands (Smits, 
Mohrs, Beem, Bindels & van Weert, 2008a) and Canada (Browne, Humph-
rey, Pallister, Browne & Shetzer, 1982). Resources other than GP consulta-
tions including prescriptions, hospital treatment, physiotherapy, home visits 
by physicians, psychiatrists, social services, alternative treatments, emergen-
cy care and specialist care are also more extensively used (Heywood et al., 
1998; Kersnik, Svab & Vegnuti, 2001). Hence, in addition to frequent visits 
to GPs, FAs also consume a large proportion of remaining health care re-
sources and thereby reduce resources available to other patients.  
 
To define the patient group two general strategies have been used historical-
ly. One strategy applies cut off values in the distribution of consultations 
during a period of time using top decile consultation rates (Carney, Guy, & 
Jeffrey, 2001; Heywood et al., 1998; Scaife, Gill, Heywood, & Neal, 2000; 
Jyväsjärvi et al., 1998; Gill, Dawes, Sharpe, & Mayou, 1998; Andersson et 
al., 1995; Karlsson, Joukamaa, Lahti, Lehtinen, & Kokki-Saarinen, 1997; 
Neal, Heywood, Morley, Clayden, & Dowell, 1998) or proportions (Bergh & 
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Marklund, 2003; Dowrick, Bellón, & Gomez, 2000; Kersnik et al., 2001; 
Pymont & Butterworth, 2015a; Ferrari, Galeazzi, Mackinnon, & Rigatelli, 
2008). The other strategy used is choosing a minimum number of consulta-
tions in a given time frame, identifying all patients that exceeded this num-
ber as FAs (Browne et al., 1982; Katon et al., 1990; von Korff, Ormel, 
Katon, & Lin, 1992; Svab & Zaletel-Kragelj, 1993; Karlsson, Lehtinen, & 
Joukamaa, 1994; Karlsson, Lehtinen, & Joukamaa, 1995a; Karlsson, 
Lehtinen, & Joukamaa, 1995b; Joukamaa, Karlsson, Sohlman, & Lethinen, 
1996; Weimer, Hatcher, & Gould, 1988). In a review covering 34 papers the 
majority included all FAs seeking treatment in a specific practice or at a 
specific GP without specific focus on other factors such as age, family, psy-
chological distress or medically unexplained symptoms (MUS) (Gill & 
Sharpe 1999). The number of consultations varied between studies and 
sometimes distinctions based on who initiated contact, FA or GP. Home 
visits and routine visits were mostly not defined as a consultation. However, 
the percentage of health care visitors and the amount of consultations report-
ed are similar regardless if defined as a given number or as a distribution cut 
off indicating that the choice of selection method not is critically important 
when comparing results from different studies.  

Characteristics  
FAs have most often been compared with a group of remaining patients not 
seeking treatment at the same rate, here called non-frequent attenders (Car-
ney et al., 2001; Heywood et al., 1998; Andersson et al., 2004; Jyväsjärvi et 
al., 1998; Andersson et al., 1995; Neal et al., 1998; Bellon, Delgado, Luna, 
& Lardelli, 1999). In most previous studies on FAs, women were more fre-
quent than men (Carney et al., 2001; Heywood et al., 1998; Scaife et al., 
2000; Andersson et al., 2004; Bergh & Marklund, 2003; Andersson et al., 
1995; Dowrick et al., 2000; Koskela, Ryynanen, & Soini, 2010; Ferrari et al., 
2008). However, females constitute a majority of patients regardless of fre-
quent or non-frequent attendance at health care centers (Gill & Sharpe, 1999; 
Browne et al., 1982; Karlsson et al., 1994; Karlsson et al., 1995a; Karlsson et 
al., 1995b; Joukamaa et al., 1996; Karlsson et al., 1997; Wamoscher, 1966). 
Nevertheless, in most studies, women FAs were overrepresented based on 
the proportion found in control groups. Women accounted for 54–75% of all 
FAs (Vedsted & Christensen, 2005, Bellon et al., 1999, Andersson et al., 
1995, Courtenay, Curwen, Dawe, Robinson & Stern 1975). Still, sex has not 
been a strong predictor of persistent frequent attendance over time (Gill et 
al., 1998). Thus, cohort and longitudinal studies may convey different in-
formation. 
 
Frequent attendance has been related to age as elderly and children visit their 
GPs more often than people of working age (Heywood et al., 1998; Scaife et 
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al., 2000; Gill et al., 1998; Andersson et al., 1995; Vedsted & Olesen, 1999; 
Ferrari et al., 2008; Wamoscher, 1966). In an attempt to address difficulties 
connected to age and sex when trying to identify FAs for a specific purpose, 
Smits et al., (2008a) compared different ways to identify FAs. Patients can 
be divided into age groups before selecting the top percentage of choice. One 
problem with this approach is that it will create an unequal distribution of 
visits as women generally utilize the health care system more frequently than 
men, and any sex difference found would then be biased by number of visits. 
The solution suggested by Smits et al. (2008a) was to divide patients into 
slim age groups divided by sex. This approach would identify FAs within the 
different age and sex groups, and thereby raise the chance of making a cor-
rect identification of FAs unbiased by age and sex. The importance of this is 
clear considering that elderly visit heath care more often that young adults 
and women visit more often than men. If the whole patient group is selected 
the chance of being considered a FA would be highest if the patient is old 
and female while a young man would slip through as a non-frequent attender 
even if he would seek help much more than other young men. 

Factors influencing health care consultation 
The biopsychosocial model outlined by Engel (1977) included biological, 
social and psychological dimensions of illness as opposed to the biomedical 
view dominant at the time including mostly biological factors. He argued 
that all perspectives had to be assessed in terms of their interaction to each 
other to promote a holistic understanding of the health problem at hand. 
Wade & Halligan (2017) claims that the biosocial model has the potential to 
contribute to a sustainable health care system. The reason for this is changes 
in ailments and the recognition of perceived ill health as multidimensional. 
In terms of FAs this approach is appealing as research through the years 
have focused on different aspects of their behavior. All of them interesting 
and applicable, even as main focus most often differ from patient to patient. 
Extensions of the original biopsychosocial model that have been suggested 
increase model complexity, and Borrell-Carrió, Suchman, & Epstein (2004) 
concluded that the biopsychosocial model guides a parsimonious application 
of medical knowledge to the needs of each patient meaning that communica-
tion between health care givers and patients need to be aimed towards under-
standing rather than giving information. Lehman, David & Gruber (2017) 
propose inclusion of contextual dynamics that includes shared values, norms, 
culture and policies. Those considerations develop and changes over time 
and hence influence a person differently over time. With respect to FAs the 
biopsychosocial model is helpful in describing the interplay between somatic 
vulnerability factors like pain sensitivity or being prone to get infections, 
with psychological variables like anxiety sensitivity, social factors such as 
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unemployment and biological factors like obesity, sex and age as determi-
nants for health seeking behavior. However, it could be argued that it has not 
been determined if frequent attendance mainly or perhaps solely reflects 
somatic factors reflecting medical problems or if also factors linked to psy-
chological and social process influence health care seeking. If the first sug-
gestion is correct it implies that a biological disease model could be suffi-
cient for explaining attendance but if psychosocial factors are crucially in-
volved a biopsychosocial model might be better suited to fit empirical data. 
 
FAs constitute a heterogeneous group that presents both physical and mental 
complaints when visiting GPs (Gill & Sharpe, 1999). Chronic disease, mus-
culoskeletal pain, respiratory complaints and circulatory illness are the most 
common reasons for consultation for FAs (Heywood et al., 1998; Bergh & 
Marklund 2003; Jyväsjärvi et al., 1998; Andersson et al., 1995; Karlsson et 
al., 1997; Kersnik et al., 2001; Gill & Sharpe, 1999). Presence of one or 
more chronic disease has been identified as a factor influencing attendance 
(Carney et al., 2001; Heywood et al., 1998; Jyväsjärvi et al., 1998; Kersnik 
et al., 2001) along with multiple physical diagnoses (Karlsson et al., 1995a; 
Dowrick et al., 2000). Koskela et al. (2010) added high Body Mass Index 
(BMI) to the list of factors that influence attendance rates indicating that 
poor health habits have an impact as well.  
 
In an early study Wamoscher (1966) made an attempt to describe in what 
way physical and psychological factors interact with each other within the 
FA group and what impact different complaints has on attendance. He divid-
ed FAs into three complaint categories; organic/physical, functional/neurotic 
and mixed. The mixed category included patients suffering from function-
al/neurotic symptoms as well as acute or chronic organic/physical disease. 
Most FAs had complaints due to organic/physical symptoms but FAs with 
functional/neurotic complaints had a higher attendance rate than FAs in the 
organic/physical group. A sex difference was noted within the groups; fe-
males were less frequent than men in the organic/physical group but more 
frequent in the functional/neurotic and mixed groups. Karlsson et al., 
(1995a) defined psychological distress as symptoms of anxiety or depression 
in a study aimed to find out if FAs were distressed or not. The result of the 
study implied a larger amount of psychiatric illness among FAs as compared 
to control patients, indicating that FAs had symptoms of psychological dis-
tress along with physical illness or symptoms. Authors concluded that many 
physical complaints presented by FAs may be the source of psychological 
distress. However, the psychological distress will most often not match di-
agnosis for psychiatric illness or be of sufficient magnitude to cause a major 
disruption of quality of life. Within the same research project a more thor-
ough investigation of psychiatric diagnosis were conducted (Karlsson et al., 
1995b). Here, their results suggested that a distinction between psychiatric 
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and physical complaints among FAs in primary care were unrealistic, as 
patients presented both kinds of symptoms. Katon et al. (1990) argued that 
psychologically distressed FAs had a high prevalence of chronic medical 
problems that caused limitations of activities in daily life which in turn af-
fected psychological well-being. Their research showed that in a group of 
FAs with psychological distress the most common mental disorders diag-
nosed using DSM-III-R were major depression, dysthymic disorder, general-
ized anxiety disorder, and somatization disorder. Two thirds had a lifetime 
history of major depression. Even though FAs, through the years, repeatedly 
have been thought of as having a higher proportion of mental problems than 
ordinary patients, they seldom state psychological distress as reasons for 
consultations (Jyväsjärvi et al., 1998; Andersson et al., 1995; Gill & Sharpe, 
1999; Prins et al., 2014). As a consequence, as FAs themselves do not con-
sider psychological symptoms to be a reason to seek professional help, their 
self-perceived need for psychiatric treatment is low (Karlsson et al., 1995b). 
However, the impact of physical illness on mental health is acknowledged as 
important (Karlsson et al., 1995a; Karlsson et al., 1995b; Katon et al., 1990; 
Gill & Sharpe, 1999; Prins et al., 2014; Jyväsjärvi et al., 1998; Andersson et 
al., 1995). 
 
Psychological explanations for frequent attendance derived from psychoso-
matic research are quite commonly suggested in the literature (for a review 
see Vedsted & Christensen, 2004). Ferrari et al., (2008) propose the use of 
The Diagnostic Criteria for Use in Psychosomatic Research to identify FAs 
with psychiatric comorbidity. They argue that psychological distress relevant 
to FAs displayed as functional somatic symptoms secondary to a psychiatric 
disorder, alexithymia, type A behavior, and irritability is hard to detect by 
using SCID to identify diagnoses within the DSM-IV system. The connec-
tion between psychological distress, alexithymia and FA was examined by 
Joukamaa et al. (1996) who found that frequent attendance and alexithymia 
were associated, with psychological distress as a mediating factor. However, 
since FAs most often visited health care for somatic complaints, the alexi-
thymia was hypothesized to mask expressions of psychological distress, 
rendering somatization the way to express illness. As a part of the same re-
search project Jyväsjärvi et al. (1999) aimed to assess if psychological dis-
tress, alexithymia and hypochondriasis were linked to frequent attendance, 
and to investigate if any sex differences were present. They found associa-
tions between hypochondriac attitudes and psychological distress but no 
correlation between alexithymia and frequent attendance. Interestingly a sex 
difference found was that male FAs were associated with all factors exam-
ined, while no corresponding result was noted for female FAs. This suggests 
that for male FAs, psychological distress, hypochondriac attitudes and alexi-
thymia contribute to explain the high primary care attendance, while for 
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women the reasons associated with the three examined factors were not con-
sistent. Here, authors draw the conclusion that alexithymia and hypochondri-
ac beliefs, specially displayed by male FAs, are to be taken seriously as they 
enhance psychological distress and somatization. 
 
The term somatization used as explanation for frequent attendance is some-
what problematic as theories and descriptions linking physical and psycho-
logical illness together develop and change. For example, diagnostic manu-
als develop, and there are changes in how the concept of somatization has 
been defined. In The Diagnostic and Statistical Manual of Mental Disorders, 
4th edition text revision (DSM-IV-TR; American Psychiatric Association, 
2000) a chapter on somatoform disorder was included, but in the 5th edition 
(DSM-5; American Psychiatric Association, 2013), this term was replaced 
by Somatic Symptom Disorder (SSD). The main difference is that the latter 
diagnosis requires positive symptoms like distress or dysfunction, whereas in 
DSM-IV it was given if MUS were ruled out. This change allows focus on 
the expressions of mental distress described by the patient as opposed to 
assessing the validity of their medical complaints. 
 
Ferrari et al. (2008) found that indicators of social disadvantage paired with 
poorer education were related to frequent attendance. Having lower voca-
tional training, disability pension and belonging to lower social groups were 
more common among FAs than among other patients (Karlsson et al., 1994; 
Karlsson et al., 1995a, Koskela et al., 2010). Other characteristic such as 
unemployment, low income, marital breakdown, and being single have pre-
viously been associated with frequent attendance (Gill & Sharpe, 1999; 
Browne et al., 1982; Katon et al., 1990; Lin et al, 1991; Westhead, 1985; 
Karlsson et al., 1994; Karlsson et al., 1995a; Joukamaa et al., 1996; Karlsson 
et al., 1997; Scaife et al., 2000). The effect of social factors as described 
above was most prominent amongst the secondarily single, e.g. patients pre-
viously in relationships but now living alone. The use of marital status as a 
factor influencing frequent attendance can be a problem when comparing 
studies across countries as the definition, and hence records, of marital status 
differ. Ferrari et al. (2008) found that living with spouses and children, as 
opposed to living alone or with parents, were more common among FAs as 
compared to a control group. The Public Registration Act in Sweden in-
cludes the terms unmarried, married or registered partner, widow or widow-
er, and divorced to indicate a person’s civic status (Folkbokföringslag 
[FOL], SFS 1991:48). This entails difficulties in assessing whether a patient 
is living alone or together with a partner or children in studies based on reg-
isters. To ensure that data based on living conditions are correct, information 
regarding inhabitants in the household is crucial for drawing valid conclu-
sions as the national registration system does not reveal all information 
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needed, at least not in Sweden. For these reasons civic status was not used as 
a variable in study I and in study II a questionnaire including questions of 
inhabitants in household was administered to collect reliable information on 
inhabitant status at the time. 
 
Besides displacement of other patients in need of help due to a reduced visit-
ing time as a function of high utilization by FAs, the frustration expressed by 
GPs constitutes yet another reason to study FAs. In an attempt to address 
differences between FAs considered typical and satisfying to GPs, and FAs 
considered frustrating to GPs, Lin et al. (1991) focused on psychologically 
distressed patients in the FA group. About one third of the distressed patients 
were considered frustrating to GPs. Those FAs used more health care re-
sources, and displayed somatization and general anxiety at a higher rate than 
the FAs considered typical and satisfying. Physical illness was not rated 
differently by GPs between frustrating FAs and typical and satisfying FAs. 
Frustrating FAs reported more physical symptoms and disabilities and rated 
their health status as less favorable than FAs that did not annoy their GP. 
Hence, there was a discrepancy between GPs and frustrating FAs in regard 
of severity of symptoms and need for medical help.  
 
The insecurity involved in not getting sufficient explanation and treatment of 
symptoms causing suffering might trigger extended use of health care among 
FAs, and within GPs, feelings of failure and frustration might emerge. Im-
pact of trust and contentment to health care providers tend to be crucial for 
successful outcomes for FAs who suffer from various kinds of illnesses. 
Most FAs seem to be content with the help they get at health care centers 
(Kersnik et al., 2001) despite the problems their complexity raises with re-
gard to diagnostic categories. To understand FAs motives for attendance 
Wiklund-Gustin (2011) conducted nine in-depth interviews with FAs seek-
ing help from primary care. The findings indicate that patients experience 
feelings of mistrust and rejection. Within the same research project Wiklund-
Gustin (2013) describes FAs interaction with health care as “struggling on 
my own”. Underpinning this statement is the patients struggle for proper 
diagnosis and treatment. Suffering may arise when a patient visits health 
care centers as agony preceded their decision to seek care (Wiklund-Gustin, 
2011). Fear of troubling staff or to use resources others patients are more 
entitled to is two aspects experienced by FAs. Furthermore, feelings of mis-
trust and insecurity arise because of doubts regarding advice or information 
given by health care staff as “he/she does not have the whole story” 
(Wiklund-Gustin, 2013).  
 
Illness behavior is affected by how symptoms are perceived, evaluated and 
what actions that are taken, and it influences reactions, attributions, experi-
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ences of internal conditions (Mechanic, 1995). The assumption is that illness 
behavior influence health care seeking and how an individual respond to 
illness vary among patients suffering from the same disease or symptoms. 
FAs as a group are heterogeneous and they often present fragmented descrip-
tions of their health problems. Sirri, Fava and Sonino (2013) concluded that 
the concept of illness behavior can be used to assess psychological responses 
and help to interpret differences in attributions, experiences and actions tak-
en among patients suffering from the same disease. I argue that it is im-
portant to acknowledge the patient’s own experience of their health issues in 
order to maintain confidence to health care provided. 

Consistency of frequent attendance over time 
In an attempt to find out how many FAs that remain FAs over time, Gill et 
al. (1998) followed frequently consulting patients during the years 1990-
1995. FAs included in the study cohort 1990 made frequent visits to primary 
care at least one of the following five study years. A third of FAs in one of 
the study year’s cohort tended to remain in the FA group the consecutive 
year and about 75% of FAs in the year 1990 consulted GPs at least one cal-
endar year between 1991 and 1995. Frequent attendance over time was asso-
ciated with relatively older and younger age together with consulting fre-
quency but not with sex. Authors stated that patients who persist in being 
FAs seem to have unmet clinical needs and might therefor pose a burden on 
the health care system. Carney et al. (2001) concluded that most FAs resort 
to a normal consulting pattern within a five-year period. Patients remaining 
in the FA group throughout the 20 years included in their study, were few 
(i.e. 14 out of 116) and most often had multiple physical illness. Hence, fre-
quent attendance was interpreted as a consequence originating from organic 
pathology. Andersson et al. (2004) also concluded that frequent attendance 
seems to be a non-persistent trait except for a small number of individuals. 
In a Dutch study 15.4 % of FAs remained in this patient group during a 
three-year period. These consistent FAs presented with more social and psy-
chiatric problems, displayed more MUS and also suffered from chronic ill-
ness more often (Smits et al., 2008a). Patients in primary care who suffered 
from physically unexplained symptoms for more than two years were char-
acterized by cognitive deficits, including low attention and slow psychomo-
tor speed, poor verbal skills, and diminished executive function, and they 
used more non-functional passive and avoidant coping strategies than 
healthy controls (Hall, Kuzminskyte, Pedersen, Ørnbøl, & Fink, 2011). 
Smits et al. (2014), found a connection between illness behavior and fre-
quent attendance, with illness behavior determining consecutive frequent 
attendance over a two-year period. According to Pymont and Butterworth 
(2015b) the persistence of frequent attendance over time, in their study over 
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eight years, seems to be quite small except for a minor proportion of FAs. A 
number of risk factors help to distinguish between frequent and non-frequent 
attendance but only a few of them distinguished between occasional FAs and 
persistent FAs. Presence of chronic heart disease, depression and frequency 
of medication usage for pain relief were important factors in predicting con-
tinuous frequent attending. Thus, common reasons as to why FAs repeatedly 
visit GPs over an extended period of time seem to be related to physical ill-
ness associated with unmet clinical needs or reoccurring/persistent need of 
medical help (Gill et al., 1998). Albeit at a lower rate, psychiatric and social 
factors, as well as cognitive problems and defective coping strategies present 
among FAs, suggest that psychological factors play a role in maintaining 
high utilization of primary care, even though physical illness appears to be 
the primary driving force. 

Health care seeking behavior  
Several hypotheses, derived from different angles, have been put forward to 
explain FAs high number of visits to health care. Bergh and Marklund 
(2003) suggested the hypothesis that FAs were more prone to various kinds 
of bodily symptoms due to enhanced vulnerability for infections. A relative-
ly high rate of prescriptions of antibiotics among FAs supported their hy-
pothesis. Neal et al. (2001) concluded that families that have high attendance 
in general practice also had a large number of contacts with other health- and 
social services, reflecting common health-related family issues. Kersnik et 
al. (2001) presented the hypothesis that FAs considered the GP as part of 
their social network, someone to discuss health as well as everyday life is-
sues with, and that this could in turn raise attendance rates, similar to rein-
forcement of sick role behavior. Scaife et al. (2000) found that the two main 
socio-economic factors influencing frequent attendance were social isolation 
and increasing poverty. This led them to conclude that factors without any 
connection to illness, and thus out of GP control, were strongly related to 
frequent attendance. Low socioeconomic status was inversely connected to 
health care utilization. Whether frequent attendance is best explained by 
vulnerability for illness within individuals, health seeking behavior patterns 
within families, or poverty and social isolation, remain unclear. All explana-
tions might be valid as the driving forces are not orthogonal. 
 
The tendency to seek professional help is influenced by how patients per-
ceive symptom severity (Krakau, 1991). FAs are known to assess their 
health as poor (Borgquist, Hansson, Nettelbladt, Nordström, & Lindelöw, 
1993; Dowrich et al., 2000; Kersnik et al., 2001; Pymont & Butterworth, 
2015b; Patel et al., 2015: Ferrari et al., 2008) and to visit GPs for symptoms 
of lesser severity than the average patient (Wagner, Phillips, Radford, & 
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Hornsby, 1995). Jyväsjärvi et al. (1998) argued that both poor self-assessed 
health and seeking professional help with less severe symptoms that the av-
erage patient, were reasonable explanations for FAs notably high use of pri-
mary care. Their results show that FAs often have chronic physical illness 
and differences between FAs and controls were clear. Kersnik et al. (2001) 
remarked that self-care or self-cure attempts was lower among FAs. Yet 
another important factor that affects health care seeking behavior is the rela-
tion to health care providers. Heywood et al. (1998) raised the question 
whether or not FAs excessive use of primary care is appropriate or not. If it 
is, then all is fine, but if not, the behavior needs to be altered and strategies 
for interventions developed (Neal et al., 2000a). Reasons for consulting GPs 
were most often medical and required due to GPs control over the process. 
Health related outcome of advice or treatment given, along with GPs behav-
ior during the visit influence future attendance patterns and so does advice 
given by significant others, reassurance from GPs, non-sufficient symptom 
relief, GP feedback on appropriateness of consultation, delayed diagnosis, 
and accessibility and familiarity of the GP. Patients experiencing external 
locus of control, indicating a feeling of having little control over their own 
consultation process, had difficulties to explain their frequent consultations. 
One explanation for FAs experience of external locus of control was that 
GPs told patients to make a new appointment within a given time frame, 
reducing the possibility to make the decision whether to revisit GPs or not on 
their own (Neal et al., 2000a). Frequent attendance in primary care has also 
been associated with emotional distress and problems with self-esteem, mak-
ing patients more reliant on others (Browne et al., 1982). Lowered life satis-
faction, self-efficacy, self-regulation, and self-esteem as well as heightened 
perceived stress and negative affect influenced high utilization of health care 
according to Hajek et al. (2017). Koskela et al. (2010) regarded low satisfac-
tion as a risk factor for frequent attendance, suggesting that if FAs don’t 
receive sufficient symptom relief they will continue to seek health care ser-
vices in order to achieve the outcome they want and expect. Bergh, Baigi, 
Fridlund and Marklund (2006) found that sense of coherence (SOC) affected 
frequent attendance in primary care. FAs displayed a lower SOC than pa-
tients in the control group. Sociodemographic variables found to be inter-
linked with frequent attending were chronic disease and sickness/disability 
pension. The link between stressful life events and attendance rates were 
examined but no connection was found. However, authors argue that poor 
SOC may lead to more symptoms of illness and thereby cause more visits to 
GPs. Hence, there is a substantial amount of research that links frequent 
attendance to psychological and social constructs. The most common cohe-
sive factor seems to be psychological distress, although described and de-
fined in somewhat different ways across studies. The most common way is 
to relate negative psychological emotions to defined somatic illness or soma-
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tization. However, possible factors underlying FAs excessive use of health 
care are far from elucidated.  
 
FAs consulting behavior is influenced by advice from others as well as the 
way health care systems handle the need for reoccurring visits. It is plausible 
that if a health care provider is insecure of what to treat, if symptoms will 
vanish by themselves, if the treatment offered is sufficient or if a follow up 
visit is needed, they will ask the patient to return for checkup (Neal et al., 
2000a, Neal et al., 2000b). Thus, frequent attendance is not solely the pa-
tient’s own liability. Health care systems also encourage patients to seek 
professional help when self-care is insufficient. The division between when 
to try to take care of a health problem by oneself, and when it’s time to visit 
primary care is up for interpretation. As patients have less ability to make 
medical judgements, making such choices are hard; suggestions from family 
and friends or calls from health care providers become triggers to visit health 
care. 

Intervention studies 
Considering various triggers for, and explanations of excessive use of health 
care the holistic approach to human illness fits well within the biopsychoso-
cial model and also with a learning perspective. Cognitive Behavior Therapy 
(CBT) has been proven effective for a number of diagnoses. Butler, Chap-
man, Forman & Beck, (2006) reviewed 16 meta-analyses of CBT for differ-
ent conditions and concluded that CBT is beneficial for many disorders in-
cluding anxiety disorders, depression and pain. Treatment strategies are of-
ten based on operant and/or respondent conditioning, sometimes with cogni-
tive restructuring techniques added. A study of interest in this context 
examined the efficacy of CBT for patients with somatization disorder symp-
toms (Allen, Woodfolk, Escobar, Gara, & Hamer, 2006). The fact that no 
measure of health care attendance was recorded makes this study largely 
uninterpretable as far as frequent attendance is concerned. However, the 
results of the study are of interest in regard of CBT for somatization. Patients 
included all had somatization disorder of moderate severity or higher and 
were recruited from medical clinics as well as through advertisements. In 
this study participants were assessed using SCID-I and the Clinical Global 
Impression Scale for Somatization. Participants were randomized into either 
an individual CBT-intervention including psychiatric consultation or psychi-
atric consultation intervention solely. The CBT-intervention included stress 
management, emotional awareness, cognitive restructuring and interpersonal 
communication. Authors hypothesized that the CBT-intervention would 
improve somatization symptoms more than the best medical treatment. Re-
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sults showed that CBT was associated with improvement in self-reported 
functioning and somatic symptoms as well as decreasing costs for health 
care. In an interdisciplinary rehabilitation treatment program for chronic 
pain, individual cognitive behavior therapy addressing anxiety and depres-
sion was applied to a group of pain patients. Depression rates declined and 
results were persistent at 3-year follow up (Ólason, Andrason, Jónsdóttir, 
Kristbergsdóttir, & Jensen (2018). As far as FAs is considered, this is an 
approach that might be applied to complex behavior as described above. A 
large proportion of FAs is suffering from musculoskeletal pain and psycho-
logical distress and social factors do affect their well-being (Gill & Sharpe, 
1999; Vedstedt & Christensen, 2005). 
 
Modified in various ways, CBT have been under investigation partly to ad-
dress and reduce the high rates of visits among FAs but almost always in 
relation to somatization and/or psychiatric illness within the FA group. In a 
review of interventions in primary care in FAs, Smits, Wittkampf, Schene, 
Bindels and van Weert (2008b) concluded that no evidence was found re-
garding influence of utilization of health care. Convincing evidence of 
treatment improving quality of life or morbidity was also sparse except for a 
subgroup of depressed patients within the FA cohort who seemed to benefit 
from a multi-component depression management program presented by Kat-
zelnick et al. (2000) and Simon et al. (2001). Initial level of depression was 
assessed using the Hamilton Depression Rating Scale, and inclusion criteria 
were set to a score of 15 or higher. Patients included in the study, and ran-
domly assigned to treatment in the multi-component depression management 
program reported improved health-related quality of life (HRQoL) on the 
SF-20 (a modified version of the SF-36 used when survey length require 
restrictions) compared to patients from the same cohort assigned to “treat-
ment as usual” (Katzelnick et al., 2000). Clinical effectiveness was assessed 
by registration of “depression-free days”. One aim was to see if health care 
costs were reduced when depressive symptoms were improved. Notably, 
patients included in the multi-component depression management program 
consumed more health care resources one year after intervention compared 
to patients receiving treatment as usual. However, the increased cost-
effectiveness ratio was about the same as that accepted for other medical 
treatments (Simon et al., 2001). 
 
Sumathipala, Hewege, Hanwella & Mann (2000), distributed a CBT-based 
intervention to a group of FAs called “heavy users” in Sri Lanka. Treatment 
was individual and the main intervention goal was to offer structured regular 
visits to primary care in order to prevent unstructured visits. Measures of the 
number of consultations were obtained by asking the patients because the 
health care system in Sri Lanka has no limitations as to where the patients 
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are referred. Inclusion criteria were ≥ 5 MUS defined as `Incompatibility of 
the clinical presentation with a known physical illness and/or absence of 
relevant positive physical signs and/or laboratory investigations not support-
ing a diagnosis of a physical illness'. One treatment feature was that patients 
were made aware of psychological components of their illness and encour-
aged to reduce unnecessary use of professional support. A relative or a friend 
was also involved in treatment when possible. The aim was to prevent inap-
propriate discussions outside primary care settings regarding the seriousness 
of the patient’s perceived illness. Diaries were used as means to measure 
distress. This intervention package reduced symptoms, distress, and usage of 
health care, and it improved patient satisfaction (Sumathipala et al., 2000).  
 
Mindfulness-based CBT was given to a cohort FAs with MUS and results 
were compared to a control group receiving treatment as usual. Both study 
groups were given a psychiatric interview as well as regular treatment or 
mindfulness-based CBT. All patients included had at least one physical 
symptom not explained by a physical disorder or drug abuse (van Ravesteijn 
et al., 2013). Primary outcome measures were HRQoL using SF-36s physical 
and mental component scores (Ware, 2000). Secondary outcome measures 
were obtained using SCID-I and Mini-International Neuropsychiatric Inter-
view. Patients randomized to mindfulness-based CBT improved their mental 
component score on SF-36. Costs were not affected by treatment but a shift 
in use of health care resources was noted raising costs for mental health care 
and reducing costs for hospital care (van Ravesteijn et al., 2013).	
 
Malins et al. (2016) offered individually formulated CBT to long term FAs 
when a relevant diagnosis was found using SCID-I assessment or when high-
lighted by GPs. Intervention was individualized in accordance with illness 
detected. As the CBT was individualized, the specific content used remains 
unknown. Results showed that FAs improved their mental component score 
(MCS) according to SF-36 at 6 months but reverted at 1 year, while the 
physical component score (PCS) and measurements of anxiety displayed no 
change. However, the use of primary care diminished at both 6- and 12-
month follow-up. Secondary care use remained stable.  
 
Thus, most intervention studies addressing FAs involve patients with psy-
chosomatic and/or psychiatric diagnoses and utilize multiple interventions in 
different treatment contexts. The most common aim, besides symptom re-
duction, has been to examine if use of health care is affected and costs re-
duced. While initial symptomatology seems reduced, no consistent pattern 
with respect to cost reduce is reported. It is not far-fetched to treat FAs with 
CBT if the reason behind excessive help seeking is believed to stem from 
psychiatric illness and/or somatization. However, to regard MUS as psycho-
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logical to their origin seems premature as many conditions previously noted 
as psychosomatic now has biological explanations.  
 
Study I was motivated by the lack of a categorization of Swedish FAs at the 
time of the study. Also, reasons for attendance were focused on diagnosis, 
not on patient complaints and the utilization of other health care staff re-
sources was unknown. Study II was completed in order to provide a more 
comprehensive estimate of various aspects of the life quality for FAs with 
special reference to its relation to health. Whether quality of life is generally 
reduced across outcome domains despite symptomatology or if there are 
more specific associations between different aspects of life quality and cer-
tain symptoms remains to be examined. 
 
While CBT studies indicating that treatment of FA reduce suffering exist, 
most has been individually tailored and specified to address certain diagnosis 
(most often depression) (Malins et al., 2016; Sumathipala et al., 2000; Kat-
zelnick et al., 2000; Simon et al. 2001). Because no study has applied a 
group format and since this is a very efficient way of administrating treat-
ment we performed a feasibility study of group administered CBT using 
various illnesses related signs and symptoms as outcome measures (study 
III). 
 
For a small number of FAs long term follow up data was collected to explore 
how many patients that were defined as FAs for a period of 15 years, as no 
study with such a long follow up has been published. 
 
Finally, it is not known if frequent attendance only reflects somatic factors 
associated with medical problems or if other factors linked to psychological 
and social process also influence this behavior. If the first proposition is 
correct it would imply that a biological disease model would be sufficient in 
explaining attendance but if the latter is true a biopsychosocial model would 
be favored. Thus, one general additional aim of this thesis summary, besides 
the specific study aims, is to evaluate if one model has more empiri-
cal support than the other. 
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Aims 

The overall aim of this thesis was to investigate patient characteristics and 
health problems in FAs, and to assemble a treatment program aimed to im-
prove mood and alleviate anxiety in FAs. 
 
I The first study investigated what characteristics and symptoms distin-

guished FAs from patients in a comparison group (CG), what other re-
sources than GP visits were utilized and if use of other core resources at 
the health care centers differed between FAs and the CG. 

 
 
II The second study investigated differences in perceived health related 

quality of life between FAs and CG, in relation to patient characteristics 
and reasons for GP visits, and also involved comparisons to a Swedish 
norm population. 

 
 
III The third study investigated if CBT given in a group setting affected 

anxiety and depression, stress, pain, coping strategies during daily life, 
and health‐related quality of life (HRQoL), among FAs in primary care, 
and included in the summary here is a fifteen year follow up of whether 
patients included in the treatment study continued to visit health care.  
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General Methods 

The three studies included in this thesis derive from one research project. At 
the time of data collection, the city Sandviken in Region Gävleborg, Swe-
den, had 23,028 inhabitants. Two health care centers, Björksätra and 
Vallhov, were involved. In total, 7 GPs and 4 residencies served a catchment 
area of approximately 14,000. FAs were defined as patients who visited GPs 
≥5 time during the study year. We manually derived two linear trend com-
ponents, reflecting to the steepest and the flattest trend for the function plot-
ted for number of patients and number of visits, applied those linear trends to 
the graph with the definition for frequent attenders corresponding to the in-
tersection between the two (See Figure 1). Incidentally this resulted in a 
number of 5 which corresponds to the number used in other Swedish studies 
(Bergh & Marklund, 2003; Andersson et al., 2004). 
 

 
Figure 1. Relation between number of patients and number of visits to gen-
eral practitioners. 
 
A comparison group was randomly selected from remaining patients. Age 
span was 18-64 years as patients then were potentially eligible for employ-
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ment. Utilization of primary health care resources was defined as the number 
of direct and indirect patient contact with GPs, district nurses and laboratory 
personnel. Direct patient contact was defined as consultations and telephone 
calls. Indirect patient contact was defined as notes in medical journals, most 
often consisting of information regarding test results or consultations among 
health care staff from different clinics. Both health care centres used a com-
puterized system for medical records, Journal III (Profdoc Inc.). Information 
regarding sex and age was obtained as well as number of appointments, tele-
phone calls and notes from core staff members, i.e. GPs, district nurses and 
test administrators. 
 
The patient’s own reasons for consulting were obtained through a review of 
GPs notes in the medical journal. The reasons for consultation were divided 
into ten groups of complaints based on classification from the Public Health 
Report (SoS-rapport, 1100-2808; 1997:18) and the most common reasons for 
consultations stated in previous research (Heywood et al., 1998; Bergh & 
Marklund, 2003; Jyväsjärvi et al., 1998; Andersson et al., 1995; Karlsson et 
al., 1997; Kersnik et al., 2001; Gill & Sharpe, 1999). The ten complaint 
groups used to categorize patients based on whether they reported a certain 
complaint or not were: Musculoskeletal pain, infections, psychosocial dis-
tress, digestive problems, skin complaints, injuries, genitourinary com-
plaints, headache and tinnitus, circulatory complaints and respiratory com-
plaints. Registered diagnosis made by GPs was available but not used as the 
focus was on perceived problems and suffering presented by patients during 
GP visits. Diseases were labelled chronic when continuous medical attention 
was required, e.g. hypertension, asthma, epilepsy, diabetes, hypothyroidism, 
chronic obstructive pulmonary disease and autoimmune diseases such as 
multiple scleroses, rheumatoid arthritis, Chron´s disease and ulcerous colitis. 

Study groups  
Study I 
Applying the selection criterion resulted in 395 patients defined as FAs. The 
proportion FAs identified constituted 2.8% of the population, which is con-
sistent with previous research (Carney et al., 2001; Heywood et al., 1998; 
Scaife et al., 2000; Andersson et al., 2004; Bergh & Marklund, 2003; Jyväs-
järvi et al., 1998; Gill et al., 1998). The comparison group (CG) consisted of 
395 patients who consulted GPs four times or less during the study year. 
These patients were drawn randomly from the remaining group of 4908 pa-
tients. This improves generalizability as previous research often use remain-
ing patients as comparison (Courtenay et al., 1974; Browne et al., 1982; 
Karlsson et al., 1995a; Neal et al., 2000b; Kersnik et al., 2001; Bergh & 
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Marklund, 2003; Bergh, Baigi, Månsson, Mattsson, & Marklund, 2007) or 
sometimes sex and age matched controls (Westhead, 1985, Jyväsjärvi et al., 
1998, Dowrick et al., 2000, Andersson et al., 1995, Vedstedt & Christensen, 
2005, Patel et al., 2015). The choice to randomly select comparison patients 
from the remaining visitors to GPs makes results relatively free from selec-
tion bias.  

Study II 

Out of the original 790 patient’s included in study I a total of 88 patients 
were excluded in study II, of whom 64 were FAs. Exclusion criteria applied 
were severe mental or somatic disorders, the need for an interpreter, ongoing 
alcohol- and/or drug abuse, and severe disabilities such as mental retarda-
tion. Thus, a survey including questions about civil status, employment, 
education, height, weight, use of neuropathic drugs, and alternative medical 
consultations was sent to 331 FAs and 371 CG. Questionnaire included in 
the survey were SF-36, a generic Health Related Quality of Life instrument 
(McHorney, Ware Jr, Lu, & Sherbourne, 1994).  
 

Study III 

The survey from study II included an offer to participate in CBT treatment 
given in a group setting. The main themes presented in the letter sent were 
based on the results from study I and included pain and stress management 
training. Knowledge about physiology related to pain and stress, relaxation 
training, problem solving, time planning, and the relationship between so-
matic and psychological well-being were involved. A total of 89 FAs ac-
cepted the CBT offer and 68 entered, and 54 completed the study. Twenty-
one patients (24 %) cancelled participation before study start. 
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Participant flowchart 
 

 
 

 
 
 
Figure 2. Flowchart of participant paths throughout the three studies de-
scribed in the current thesis. Study I is based on medical records, Study II is 
a survey, and Study III a treatment study. Initial numbers of patients includ-
ed in the path of the three studies are reported as well as excluded patients 
and non-responders. Patients that completed CBT were followed with re-
spect to health care visits over 15 years. 
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Summary of studies 

Study I 
Background and aim 
FAs constitute a small proportion of the population who consult GPs non-
proportionally often and also use resources other than GP consultations more 
extensively (Heywood et al., 1998; Kersnik et al., 2001). Previously identi-
fied characteristics of the FA group is female sex (Carney et al., 2001; Hey-
wood et al., 1998; Scaife et al., 2000; Andersson et al., 2004; Bergh & 
Marklund, 2003; Andersson et al., 1995; Dowrich, Bellon, & Gomez, 2000; 
Koskela et al., 2010), relatively old age ( Heywood et al., 1998; Scaife et al., 
2000; Gill et al., 1998; Andersson et al., 1995; Vedsted & Olesen, 1999), and 
presence of one or more chronic disease (Carney et al., 2001; Heywood et 
al., 1998; Jyväsjärvi et al., 1998; Kersnik et al., 2001). According to previous 
studies chronic disease, musculoskeletal pain, respiratory- and circulatory 
illness are the most common reasons for visiting GPs (Heywood et al., 1998; 
Bergh & Marklund, 2003; Jyväsjärvi et al., 1998; Andersson et al., 1995; 
Karlsson et al., 1997; Kersnik et al., 2001; Gill & Sharpe, 1999). FAs higher 
proportions of mental problems are also documented but it seems that the 
mental problems seldom are stated as the reason for visiting GP by FAs 
themselves (Jyväsjärvi et al., 1998, Andersson et al., 1995; Gill & Sharpe, 
1999; Prins et al., 2014). Another reason for visiting GP is the requirement 
of doctors certificates if a patient is not able to go back to work within seven 
days as stated by the Social Insurance Code (Socialföräkringsbalk [SFB], 
SFS 2010:110). Previous research shows differences between countries and 
health care systems when it comes to reasons for visits to GPs. Also, most 
studies use data from registered diagnosis in patients’ medical journals to 
explore what kind of illness rendered visits to GPs (Heywood et al., 1998; 
Bergh & Marklund 2003; Jyväsjärvi et al., 1998; Andersson et al 1995; 
Westhead, 1985; Gill & Sharpe 1999). This cross-sectional study aimed to 
investigate what characteristics and symptoms distinguished FAs from pa-
tients having a non-frequent seeking pattern in a comparison group (CG) and 
if use of other core resources at the health care centers differed between FAs 
and CG. 
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Methods 
Data were collected retrospectively from medical records. When identifying 
and grouping symptoms the author and one additional expert, a general prac-
titioner, worked side by side during the process of reviewing patient journals 
to ensure quality. Information concerning the complaint areas patients ex-
pressed during visits were noted. For categorical variables patient character-
istics were described through count and percentages. For numerical values 
median, q1 – q3, min – max and/or range was chosen. The reason for using 
median values instead of mean values was to avoid incorrect conclusions due 
to skewed distribution. Statistical analyses used were chi-square test, Mood’s 
median test and Spearman’s rank correlation coefficient. To identify patterns 
of symptoms, common explanatory factor analysis (principal axis factoring) 
were used (criteria for factor extraction was eigenvalues over 1 and 70 % of 
variance explained) and chi-square automatic interaction detection (CHAID) 
based decision tree. 

Results 
During the study year, 5303 patients visited GPs on 11012 occasions. FAs 
constituted 7.5% of all patients and used 23.9% of GP consultations. As 
shown in Table 1, female sex was more common among the FAs as were 
chronic disease. Median age difference was 5 years; FAs being older than 
CG. Among FAs, median number of symptoms derived from 4 out of 10 
groups of health complaints, whereas CGs displayed median number of 
symptoms from 2 out of 10 complaint groups.  
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Table 1. Descriptive for study participants divided by health care utilization group, 
i.e. frequent attenders (FA) and comparison group (CG), and by sex. 

  Sex 

Group Women Men All 

 n (%a) FA 260 (66%) 135 (34%) 395 

CG 213 (54%) 182 (46%) 395 

Age, Median (q1-q3) FA 48 (37-56) 50 (39-57) 49 (38-56) 
CG 43 (29-53) 44 (31-54) 44 (30-53) 

Chronic disease, n (%b) FA 119 (46%) 57 (42%) 176 (45%) 
CG 52 (24%) 50 (27%) 102 (26%) 

Number of symptoms, median  FA 4 (1-9) 3 (1-8) 4 (1-9) 
(min-max) CG 2 (0-7) 1 (0-5) 2 (0-7) 
Symptomgroup 
Musculoskeletal pain, n (%b) FA 204 (78%) 98 (73%) 302 (76%) 

CG 91 (43%) 45 (25%) 136 (34%) 

Infections, n (%b) FA 195 (75%) 79 (59%) 274 (69%) 
CG 100 (47%) 60 (33%) 160 (41%) 

Skin complaints, n (%b) FA 149 (57%) 54 (40%) 203 (51%) 
CG 51 (24%) 30 (16%) 81 (21%) 

Psychosocial distress, n (%b) FA 102 (39%) 52 (39%) 154 (39%) 
CG 38 (18%) 18 (10%) 56 (14%) 

Digestive problems, n (%b) FA 71 (27%) 39 (29%) 110 (28%) 
CG 46 (22%) 30 (16%) 76 (19%) 

Genitourinary complaints, n (%b) FA 74 (28%) 34 (25%) 108 (27%) 
CG 23 (11%) 12 ( 7%) 35 ( 9%) 

Respiratory complaints, n (%b) FA 64 (25%) 29 (21%) 93 (24%) 
CG 20 ( 9%) 14 ( 8%) 34 ( 9%) 

Headache and tinnitus, n (%b) FA 66 (25%) 25 (19%) 91 (23%) 
CG 23 (11%) 18 (10%) 41 (10%) 

Circulatory complaints, n (%b) FA 47 (18%) 40 (30%) 87 (22%) 
CG 21 (10%) 20 (11%) 41 (10%) 

Injuries, n (%b) FA 45 (17%) 35 (26%) 80 (20%) 
  CG 23 (11%) 45 (25%) 68 (17%) 
 a % within Group. b % within Group and Sex 
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A ratio between reported symptom groups and number of visits was calcu-
lated to evaluate if the increased visiting frequency among FA´s could 
be explained by an increased symptomatology only. If so, the quotient would 
be similar, maybe unity, both in FA and CG. This was not the case as the 
ratio was more than twice as high in FA as compared to CG (See Figure 3). 
The correlation between symptoms and visits in the combined FA and 
CG group was rxy=0.656 (p<0.001). Thus, symptoms accounted for 43% of 
the variability in visits leaving almost another 60% unexplained. Both 
facts (correlation and ratio) support that FA not is a trivial effect of present-
ing with more symptoms, but that also other factors influence behavior. The 
correlation between age and visits was considerably lower (rxy=.200; p<.001) 
accounting for 4% of the variability in visits. Not surprisingly number of 
symptoms increased with older age (rxy=.286; p<.001). 
 

 
Figure 3. Ratio between number of visits to general practitioners and num-
ber of health complaint groups found among frequent attenders and compar-
ison patients. 
 
Health complaints reflected similar symptoms in both study groups, but were 
more frequent among FAs and reflected a broader range of complaint areas 
and FAs also taxed additional resources like district nurses and laboratory 
personnel (Table 2). Sex differences between study groups were calculated 
with Pearson Chi-square for nominal and ordinal data. The overall sex dif-
ference between study groups resulted in a X2 =11.64 (p<.01) demonstrating 
a female over-representation. Significant differences between study groups 
and sex in relation to symptom groups were X2 =7.55 (p<.01) for chronic 
illness, and X2 =7.44 (p< .01) for injuries, while all other Chi-square tests 
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were non-significant (all X2 < 3.47). All significant findings above supported 
a female preponderance. The largest absolute difference between FAs and 
controls were for musculoskeletal pain (35 - 48 points, depending on sex). 
The largest relative differences were found for genitourinary complaint (2.55 
- 3.57 times more common depending on sex) and psychosocial distress 
(2.17 - 3.90 times more common depending on sex). The significance of the 
age difference between FAs and patient’s in the CG was calculated with 
Student’s t-test (t=5.922, df 788, p<.01).  

Table 2. Health care utilization over one year in frequent attenders (FA) 
and the comparison group (CG) split by sex. 

 
 
Median number of GP visits was 6 among FAs as opposed to 2 among CG 
patients. When all kinds of health care staff utilization were analyzed FAs 
had a median of 19 interventions from health care personnel, unlike CG pa-
tients who had 4. Analysis of the difference in health care utilization be-
tween FAs and patients in the CG reveal significant differences between 
groups (X2 =48.27, df=6, p< .05). In the FA group 60.3% received a certifi-
cate needed for sick-leave, as compared to patients in the comparison group 
where 20.3% had a sick-leave certificate issued (X2 =131.39, df=1, p<,01).  
 
The types of health complaints patients sought help for were positively cor-
related with frequent attendance, except for injuries where the correlation 
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was negative. All Spearman’s rank correlations (rho) were less than 0.16. 
Even if some correlations were statistically significant, they were too small 
to be interpreted as clinically relevant, given the number of correlations 
computed. The complaint groups were most often uncorrelated with each 
other and the correlations between health complaints groups that proved 
statistically reliable were all less than 0.16. These correlations were also 
interpreted as being too small to be considered clinically relevant and do at 
the same time reveal the weak relationship between the different complaint 
groups. Among FAs the statistically significant correlations were: musculo-
skeletal pain and infections -0.15; musculoskeletal pain and skin complaints 
-0.13; skin complaints and respiratory complaints 0.12; digestive problems 
and genitourinary complaints 0.12; respiratory complaints and injuries 0.12; 
headache and tinnitus and injuries -0.11; circulatory complaints and head-
ache and tinnitus 0.13; circulatory complains and injuries -0.10. In the CG 
correlations were significant for musculoskeletal pain and infections -0.11; 
infection and psychosocial distress -0.11; psychosocial distress and digestive 
problems 0.14; psychosocial distress and injuries -0.12; psychosocial distress 
and circulatory complaints 0.16; respiratory complaints and injuries 0.12. No 
factorization achieved the criteria eigenvalues over 1 and 70% of variance 
explained. 
 
Chi-squared automatic interaction (CHAID) decision tree was used to inter-
pret the probability to belong in one of the patient groups (FAs or CG) based 
on reports of whether or not patients made complaints within a specific 
symptom group. Results indicated that knowing if a patient complained 
about musculoskeletal pain, infections, digestive problems and psychosocial 
distress rendered about 77% accuracy (95% CI: 73.4 - 79.6) when classify-
ing the patient groups. The trees sensitivity was about 71% and showed that 
81% of patients complaining of both musculoskeletal pain and infections 
belonged in the FA group. If the patients had complained of musculoskeletal 
pain and digestive problems the patient belonged in the FA group in 77% of 
the cases. Psychosocial problems paired with infections rendered 75.5% of 
patients belonging in the FA group. Absence of musculoskeletal symptoms 
required infections paired with psychosocial problems to render a 75.5% risk 
of belonging in the FA group. All nodes are significant with an adjusted p-
value < .01 (Figure 4).  
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Figure 4. Descision tree based on Chi-square automatic interaction detec-
tion (CHAID). Variables included are health care utilization groups (FA and 
CG), and symptom groups (musculoskeletal pain, infections, skin com-
plaints, psychosocial distress, digestive problems, genitourinary complaints, 
respiratory complaints, headache and tinnitus, injuries and circulatory com-
plaints. 

Discussion 
The percentage of FAs in the current study is generally equivalent to previ-
ous research (Heywood et al., 1998; Neal et al., 2001; Bergh & Marklund, 
2003; Andersson et al., 1995; Andersson et al., 2004; Jyväsjärvi et al., 1998; 
Hajek et al., 2017; Smits et al., 2008a; Browne et al., 1982), as is characteris-
tics noted (Carney et al., 2001; Heywood et al., 1998; Scaife et al., 2000; 
Andersson et al., 2004; Bergh & Marklund, 2003; Andersson et al., 1995; 
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Dowrick et al., 2000; Koskela et al., 2010; Heywood et al., 1998; Scaife et 
al., 2000; Gill et al., 1998; Andersson et al., 1995; Vedsted & Olesen, 1999; 
Ferrari et al., 2008; Wamoscher, 1966). The quantity but not the quality of 
health complaints differentiated FAs from CG patients. However, amount of 
symptom group did not explain all of the variation in visits between FAs and 
patients in the CG, merely 43%. It is not clear if the increased number of 
complaints among FAs reflects an overall poorer health status as compared 
to CG or a circumscribed symptomatology. Reasons for consulting GPs are 
most often unrelated to each other suggesting that FAs may present health 
issues that are independent to one another. This line of reasoning was further 
supported by a factor analysis displaying no clusters that could be interpreted 
as underlying factors unifying various reported symptoms. Results derived 
from the CHAID decision tree defines musculoskeletal pain as the best sin-
gle predictor of whether an individual belonged to the FA group or the CG. 
If musculoskeletal pain was present the chance of belonging to the FA group 
was 70%, and with infections added chances were raised to 80%. If muscu-
loskeletal pain was absent; the chance of belonging to the FA group was 
75% if infections and psychosocial distress were present. The role of infec-
tion as a predictor of heath care consumption should be furthered examined 
as it might affect patient vulnerability as hypothesized by Bergh & Marklund 
(2003). In study I we found that certificates used for sick-leave were issued 
for 60.3% of the FAs while only for 20.3% in the CG. This is interpreted as 
supporting that FAs illness is justified and severe enough to cause use of 
health care resources, at least to the extent that health problems make FAs 
unable to work.  
 
The overall aim of health care is to help patients manage illness and disease 
and, if possible, cure or at least ease symptoms. FAs display a number of 
different symptoms and the question of how to best help them is complicated 
by persistent complaints for which there is no current medical explanation. 
The larger number of, and the diversity in, health complaints complicate 
assessment, choice of treatment, and also increase utilization of other per-
sonnel resources. Here, the FAs use all available health care resources inves-
tigated more extensively than patients in the CG. However, GP resources 
constituted the largest proportion of the staff categories examined; suggest-
ing that FAs complexity of health problems requires GP attendance to a 
large extent. Generally, there was more support for a biopsychosocial than a 
purely biological model. Examples of this are low socioeconomic, a factor 
known to influence health care consumption. In addition, psychosocial dis-
tress was one of the symptom groups that were important in determining 
whether a patient belonged in the FA group or not. However, influence of 
sex and age on attendance supports the biological model but infections that 
are at large explained by biological reasoning do have an impact on health 
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care seeking behavior as that kind of illness also was a predictor for belong-
ing in the FA group. 

Study II 
Background and aim 
FAs constitute about 3-5% of the general population and use 15-25% of 
available GP visits (Gill & Sharpe, 1999, Heywood et al., 1998, Neal et al., 
2001, Bergh & Marklund, 2003). Female sex is more common among all 
patients visiting primary care (Gill & Sharpe, 1999, Browne et al., 1982, 
Karlsson et al., 1994, Joukamaa et al., 1996, Wamoscher, 1966; Vedsted & 
Christensen, 2005, Bellon et al., 1999). Of note, among FAs female sex is 
overrepresented in comparison to the higher base rate observed also among 
regular care attenders. Elderly and children are more frequent visitors than 
patients in working age (Wamoscher, 1966; Heywood et al., 1998; Scaife et 
al., 2000; Gill et al., 1998; Andersson et al., 1995; Vedsted & Olesen, 1999; 
Ferrari et al., 2008).  
 
In studies predating study II, muscle- and skeletal symptoms, respiratory 
complaints and circulatory illness are noted as the most common reasons for 
consultation (Heywood et al., 1998, Bergh & Marklund, 2003, Jyväsjärvi et 
al., 1998, Andersson et al., 1995, Karlsson et al., 1997, Kersnik et al., 2001, 
Gill & Sharpe 1999). Previous studies also address other factors that may 
influence help seeking patterns. Low socioeconomic status renders a height-
ened risk of frequently seeking help from primary care (Gill & Sharpe, 1999; 
Browne et al., 1982; Katon et al., 1990; Lin et al., 1991; Westhead, 1985; 
Karlsson et al., 1994; Joukamaa et al., 1996; Karlsson et al., 1997). Social 
and medical factors such as loneliness (Schrire, 1986; McArdle, Alexander, 
& Boyle, 1974), an unhealthy life style (Morris, Cook, Walker, & Sharper, 
1992), chronic illness (Courtenay et al., 1974; Westhead, 1985), psychiatric 
disorders (Svab & Zaletel-Kragelj, 1993) paired with symptoms changing 
over time (Semmence, 1969) and symptoms being ignored by others (Robin-
son & Granfield, 1986), all influence number of visits to primary care. How-
ever, complaints like these seem to be similar among all patients, regardless 
of amount of health care used (Gill & Sharpe, 1999). Even as similarities 
between FAs and remaining patients are common, the general conclusion is 
that perceived HRQoL seems to be impaired among FAs and reflect physical 
mobility, ability to self-care, level of activation, pain, anxiety and depression 
(Patel et al., 2015; Pymont & Butterworth, 2015a). Psychological, rather 
than somatic, factors have been suggested to influence help-seeking behav-
ior. There are still gaps in the understanding of what mechanisms underlie 
FAs help seeking behavior and what effect health complaints have on per-
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ceived HRQoL. The aim of this cross-sectional study was to investigate dif-
ferences in perceived health related quality of life between FAs and patient’s 
in the CG, in relation to patient characteristics and reasons for visits to GPs, 
and involved comparisons to a Swedish norm population. 
 
There are a number of life quality studies that demonstrate, not surprisingly, 
a lower quality of life in FA´s as compared to patients that do seek care at 
an increased frequency (Haroun, Smits, van Etten-Jamaludin, Schene, van 
Weert, & Ter Riet. 2016; Kersnik et al., 2001; Smits et al., 2008b; Ferrari et 
al., 2008). However studies linking specific symptoms to specific life quality 
outcomes are non-existent, and as this relation might reveal if quality of life 
is generally reduced irrespective of symptoms or alternatively lowered in 
association to the specific symptoms we evaluated quality of life in relation 
to symptoms. It might also be argued that a biologically oriented model 
would suggest linkage whereas a biopsychosocial model would predict 
a general reduction in quality of life irrespective of symptom. 
 

Methods 
We mailed information about the study and two questionnaires to FAs and 
patients in the CG. The SF-36, version 1, was used to measure HRQoL and 
the second questionnaire contained questions regarding civil status (mar-
ried/cohabitating/single, children in the household), employment, education, 
height, weight, use of naturopathic drugs, and alternative medical consulta-
tions.  

Instruments 
SF-36 is a widely used generic HRQoL instrument developed in the Medical 
Outcome Study (McHorney et al., 1994). The instrument measures eight 
domains and 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. A higher value indi-
cates better HRQoL. PCS and MCS are derived measures. PCS and MCS 
scores are norm-based with a mean of 50 in the general population. A value 
above 50 is interpreted as better HRQoL than that reported by the general 
population. The SF-36 data from the FA group and CG were compared to an 
age- and sex-matched sample (n = 1524) randomly selected from the Swe-
dish SF-36 normative database from 1991-92 (n = 8930) (Sullivan, Karlsson 
& Ware, 1995). 
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Categorical data were compared using chi-square tests and described as 
numbers and percentages. Ordinal/continuous data were evaluated using 
student’s t-tests and reported as means (including standard deviations and 
95% confidence intervals), and percentiles. 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 dif-
ferences. 
 
This study is a continuation of study I where all patients that fulfilled the 
criteria of frequent attendance was included (n=395) and the comparison 
group consisted of patients randomly drawn from remaining patients 
(n=395). Before information and questionnaires were sent out, 88 patients 
were excluded, 64 FAs (38 female and 26 male) and 24 patients from the CG 
(9 female and 15 male). The sex difference was not statistically significant 
(Pearson X2 =3.357, df 1, p= .07) Reasons for exclusion were severe mental 
or somatic disorders (e.g. schizophrenia, anorexia, and cancer), need of in-
terpreter (due to other native language or deafness), ongoing substance abuse 
(drugs or alcohol), and disability (mental retardation). The questionnaires 
were thus sent to 331 FAs and 371 patients in the CG. The response rate was 
49% among FAs and 57% among CG. 

Statistics 
Numbers and percentages were used to describe categorical data and were 
compared by using chi-squared tests. Ordinal/continuous data were reported 
as means (including standard deviations and 95% confidence intervals), me-
dian, and percentiles, comparisons were made using student’s t-test. The 
non-parametric Mann-Whitney U-test was used for between-group compari-
sons of SF-36 domains. Cohen’s d was used to calculate the effect size (ES) 
of between-group differences. ES was interpreted according to standard cri-
teria: trivial (<0.20), small (0.20-0.49), moderate (0.50-0.79), and large 
(≥0.80). A two-sided p-value of less than 0.05 was considered significant. 

Results 
As shown in Table 3, there was no sex difference between FAs and patients 
in the CG (69.5% and 62.1% responders were female in the patient groups 
respectively). It should be noted that study I demonstrated sex differences 
within the same cohort, but that the application of the exclusion criteria 
paired with an increased male dropout rate in the CG group and a higher 
female dropout rate among FAs resulted in a non-significant sex difference 
among the groups in study II giving a (X2 =14.50, p<.01) for the increased 
selection of males from the original cohort in study I leaving a non-
significant sex difference. On the average the FA group was three years old-
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er than CG patients. The proportion of married/cohabitating individuals (FAs 
73.9%, CG 79.9%), household including children (FAs 40.5%, CG 42.7%) 
and educational level (FAs 13.0%, CG 17.1 had University education) was 
similar in the two groups. CG was more often gainfully employed compared 
to FAs (FAs 67.3%, CG 79.4%). Naturopathic drug use was not different 
between groups (FAs 27.8%, CG 27.1%) while consultations with alterna-
tive medicine practitioners were more common among FAs (FAs 35.4%, CG 
21.2%). The proportion of a high body mass index ≥30 was increased among 
FAs (FAs 28.2%, CG 12.2%). Most commonly presented complaints among 
FAs were musculoskeletal pain (76.8%), infections (70.1%), psychosocial 
distress (47.0%) and digestive problems (35.35.4%). In the CG the most 
common health complaint was infections (42.7%), followed by musculo-
skeletal pain (38.8%), psychosocial distress (21.3%) and digestive problems 
(18.0%). With injuries as the only exception, FAs reasons to seek primary 
care to a greater extent included complaints from all other groups. 
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Table 3. Characteristics of frequent attenders (FAs) and a comparison 
group. 

* based on review of medical records 

 
FAs rated their HRQoL lower than did patients in the CG and also in com-
parison to the Swedish norm population (Table 4). Results were consistent 
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across all eight domains included in SF-36 as well as in the two component 
scores (p <0.01). Comparisons between CG and Swedish norm population 
values were significant for all SF-36 domains except for role emotional (p-
values ranging from 0.001 to 0.008), effect sizes, while consistently indicat-
ing a lower life quality among regular patients as compared to norms, were 
trivial or small (Cohen’s d ranging from 0.07 to 0.33). 
 
Table 4. SF-36 scores in frequent attenders (FAs) in primary care as com-
pared to general Swedish population norms and a comparison group.  

 

*All comparisons FA vs Norms and FA vs CG were significant (p<0.0001). 
Mann-Whitney U-test was used for between-group comparisons of SF-36 
domains. 

Within four of the complaint groups (musculoskeletal pain, infections, psy-
chosocial distress and circulatory complaints), differences were found be-
tween FAs who expressed the complaint and those who did not, illustrated in 
Table 5. If musculoskeletal symptoms were among reasons to seek help, 
lower scores were noted for the domains physical functioning and bodily 
pain. If psychosocial distress was noted among reasons for visiting GPs, the 
domains vitality, social functioning, role-emotional and mental health were 
affected. Physical and mental component summary scores were affected 
respectively for these two complaint groups. Infections affected domains PF 
and SF and circulatory complaints affected domain PF and PCS (Table 5).  
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Table 5. Subgroup analyses of differences in SF-36 scores among frequent 
attenders (FAs) based on reported symptomatology. Differences are evaluat-
ed in those with vs. without a specific health complaint and expressed as 
effect size (ES) for significant (p<0.05) results. Cohen’s d was used to calcu-
late the effect size (ES) of between-group differences. 
 

 
 
As shown in Table 6, obesity was related to SF-36 domains PF and GH. The 
difference is evaluated in FAs with BMI >30 vs, FAs BMI <30. Sex was not 
related to any domain as measured by SF-36. 
 
Table 6. Subgroup analyses of frequent attenders (FAs) in Swedish primary 
care with regard to obesity (defined as BMI≥30) and sex with SF-36 do-
mains as outcome measures. Differences are expressed as effect size (ES) for 
significant (p<0.05) results. Cohen’s d was used to calculate the effect size 
(ES) of between-group differences. 
 

 

Discussion 
Self-reported health related quality of life was impaired among FAs as com-
pared to a control group and also in relation to Swedish norms and includes 
compromised general, physical and mental health. Thus, every aspect of a 
patient´s life is affected by their illnesses. The effect is substantial as the 
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effect sizes for a reduction in life quality ratings ranged from .71 to 1.08 for 
the norm comparison and from .49 - .95 when compared to control patients. 
Hence, the reduction is consistently large over multiple aspects of life. Pa-
tients in the CG also show relatively small but consistent impairments in 
HRQoL in comparison to Swedish norm population values, except for the 
domain role emotional as measured with SF-36. Symptoms that require visits 
to health care affect life quality regardless of the number of visits needed. 
However, the impact becomes more severe with raising visiting frequency. 
The subgroup analysis among FAs shows that musculoskeletal pain, infec-
tions, psychosocial distress and circulatory complaints affects different as-
pects of HRQoL. The lower life quality reflecting physical impairment was 
pronounced among FAs displaying symptoms of musculoskeletal pain and 
circulatory complaints. Psychological impairment in life quality is noted for 
psychosocial distress and infections. The fact that the effect was consistently 
larger when comparing against norms than to patients with a non-frequent 
attendance most likely reflects that norm values reflect general population 
status, in which patients just form a small part, while patient ratings indicate 
effects of health related problems that most likely reduce some aspects of 
quality of life. The response rate among FAs was 49% as opposed to 57% 
for CG. The reason for the low response rate is unknown but perhaps partic-
ipation required too much effort, or the informant’s simply did not recognize 
any advantage with participation. Also, Gill & Sharpe (1999) noted that the 
sex difference in most studies might simply be the result of females visiting 
health care more often than men regardless of frequent or more regular at-
tendance. Consistent with previous reports, FAs were statistically signifi-
cantly older than patients in the CG (Heywood et al., 1998; Scaife et al., 
2000; Gill et al., 1998; Andersson et al., 1995; Vedsted & Olesen, 1999; 
Ferrari et al., 2008; Wamoscher, 1966). FAs were characterized by a higher 
degree of unemployment as compared to CG. Consistently, in previous stud-
ies unemployment as well as civil status has been linked to frequent attend-
ance (Bergh et al, 2006; Karlsson et al., 1994; Scaife et al., 2000). Cohabit-
ing or being married did not influence frequent attendance in study II, nor 
did presence of children in the household or the patient’s educational level.  

 
FAs in the current study were more prone to turn to alternative medicine 
practitioners for symptom relief than were CG patients. Patients who try 
alternative medicine are known to use primary and secondary care frequently 
and to take an active approach to their health problems (Kersnik, 2000). The 
urge to solve health problems along with lack of symptom relief as result of 
seeking help from conventional health care system, may be the trigger for 
turning to alternative medical treatment.  
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The prevalence of obesity among FAs was three times higher than in the 
adult Swedish population (Sundquist, Johansson, & Sundquist, 2010). Obesi-
ty is associated with increased risk for a wide range of health problems as 
well as more serious illness. Thus, one possible explanation for increased use 
of health care resources among FAs is that the number of actual health prob-
lems is higher and illness burden is increased among FAs reflecting the pres-
ence of more somatic illness that may or may not require medical care. 

 
With respect to the question whether quality of life is reduced throughout all 
life domains irrespective of symptoms or if specificity exists in terms of 
certain symptoms being associated with related life quality issues, results 
generally support the latter as quality of life reductions occurred specifically 
in the domains coupled to certain symptoms. 

Study III 

Background and aim 
FAs in primary care constitute a heterogeneous group presenting both physi-
cal and mental health complaints (Gill & Sharpe, 1999). To address diagnos-
tic diversity and multiple complaints among FAs, the unifying concept of 
illness behavior can be used as it includes varying ways in which individuals 
define and react to bodily symptoms, experience internal states, make attrib-
utions, take actions and use different kinds of care (Mechanic, 1995).  
 
It is often not possible to medically account for physical complaints made by 
FAs. However, coping strategies for pain, anxiety, and stress, influence im-
pact of pain and psychosocial distress (Reibel, Greeson, Brainard, & 
Rosenzweig, 2001; Grossman, Niemann, Schmidt, & Walach, 2004; Eland-
er, Robinson, Mitchell, & Morris, 2009; Keeley et al., 2008). Patients suffer-
ing from MUS use passive and avoidant coping strategies more than healthy 
patients (Hall et al., 2011). In a review of interventions given to FAs in pri-
mary care settings, Smits et al. (2008b) concluded that a subgroup of de-
pressed patients had beneficial effects of a multi-component depression 
management program (Simon et al., 2001; Katzelnick et al., 2000).  
 
When treated with individually formulated CBT, long-term FAs improved 
their MCS according to SF-36 at 6 months but reverted at 1 year, while the 
PCS and measurements of anxiety did not change (Malins et al., 2016). 
Therapy content in their study was based on information from a structured 
diagnostic interview for psychiatric disorders and individualized formulation 
of what psychosocial factors caused and maintained frequent attendance. In 
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the current study, all FAs that were sent the questionnaire in Study II were 
offered treatment. No additional diagnostic interviews were made to design 
treatment; treatment relevant content was based on the most common com-
plaint groups from Study I and II. The aim of study III was to investigate if 
group CBT affected mood and anxiety as well as health related problems 
among FAs in primary care. In addition, a fifteen year follow up of whether 
patients included in the treatment study continued to visit health care was 
included.  

Methods 
CBT was offered to 331 FAs at the same time they were asked to participate 
in the survey described in study II. Out of the 89 FAs who accepted the of-
fer, 68 entered and 54 completed all steps in the protocol while 21 withdrew 
before study start. Patients were randomly assigned to one of three treatment 
groups with 0, 6 and 12 months waiting time before treatment start. Treat-
ment included 12 two-hour sessions and included maintenance instructions 
of learned skills and a booster session performed in group setting with a 
maximum of eight participants per group. Content was CBT-based and in-
terventions addressed musculoskeletal pain and psychosocial distress as 
those were the most common health complaints together with infections. All 
sessions started with a mindfulness exercise followed by a lecture on a rele-
vant topic including a group discussion. Topics addressed were physical and 
psychological consequences of pain and stress, health awareness and behav-
ior, coping strategies such as problem solving, scheduling, distraction tech-
niques, and cognitive restructuring. Session ended with applied relaxation 
training, a coping technique proven effective for control of various anxiety-, 
somatic- and psychosomatic disorders (Öst 1987; Öst 2001; Linton & Götes-
tam, 1984). Homework assignments were given at the end of each session.  
 
Outcome measures were: Beck’s anxiety inventory (BAI), Beck’s depression 
inventory (BDI), Hospital anxiety and depression scale (HADS), Everyday 
life stress (ELS), Coping strategies questionnaire (CSQ), Multidimensional 
pain inventory-Swedish version (MPI-S), and Short-Form-36 (SF-36). The 
random intercept model was used to evaluate effects of treatment on ques-
tionnaire scores (except for SF-36 domains).  
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Study design 
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Figure 5. A total of 54 frequent attenders (FAs), randomly assigned into 3 
groups, underwent Cognitive Behavioral Therapy (CBT) and were evaluat-
ed using questionnaires (Beck’s Anxiety Inventory (BAI), Beck’s Depression 
Inventory (BDI), Coping Strategy Questionnaire (CSQ), Everyday Life 
Stress (ELS), Multidimensional Pain Inventory- Swedish version (MPI-S), 
Short Form health survey (SF-36)) of questionnaires (Q) at 4 times to all 
patients (Q1, Q2, Q3, Q4) over a period of 18 months. Group 1 received 
CBT following Q1 while Group 2 received after 6 months and Group after 
12 months, respectively. HADS was administrated at the start of each ses-
sion. CBT was performed as 12 sessions over a 5-month period. 

 
The study design with three treatment periods allowed for comparisons be-
tween treated and not-yet-treated subjects within one statistical model, and 
provided treatment effects adjusted for the time between study entry and 
treatment (Figure 5). Model-based standardized effects sizes for within-
subjects effects were calculated by dividing the absolute treatment effect by 
the within-subject (residual) standard deviation (Morris & DeShon, 2002). 
We chose the random intercept mixed model since it allowed testing for both 
time and treatment effects, in situations with repeated measurements. 

Results 
In study III, 79.6% of participating FAs were female. Mean age was 49.9 
years of age. Most patients were married or cohabitating (83.3%) and 33.3% 
had children living at home. Out of the 54 FAs, 35 were employed (64.8%) 
and 4 (7.4%) had studied at a university. The most common health com-
plaints in the treatment group were musculoskeletal pain (77.8%), infections 
(72.2%) and psychosocial distress (53.7%) (Table 7).  
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Table 7. Patient characteristics  
 

Variable Total 

  n=54 (%) 

Female sex 43 (79.6%) 
Married/Cohabitate 45 (83.3%) 
Child(ren) at home 18 (33.3%) 
University  4 (7.4%) 
Employed 35 (64.8%) 
Body mass index ≥30 kg/m2 12 (22.2%) 
Naturopathic drug use 12 (22.2%) 

Alternative medicine use 18 (33.3%) 

  

Health complaint categories   
Musculoskeletal pain 42 (77.8%) 
Infections 39 (72.2%) 
Psychosocial distress 29 (53.7%) 
Digestive problems 26 (48.1%) 
Skin complaints 19 (35.2%) 
Injuries 12 (22.2%) 
Headache and tinnitus complaints 16 (29.6%) 
Genitor urinary complaints 13 (24.1%) 
Circulatory complaints 13 (24.1%) 

Respiratory complaints 16 (29.6%) 
 
 
Measures of anxiety and depression were significantly reduced as a function 
of treatment (BAI 16.7 vs. 13.6, p<0.01; BDI 16.3 vs. 15.7, p<0.02; HADS-
anxiety 8.41 vs. 6.05, p<0.01; HADS-depression 7.09 vs. 5.69, p<0.01). 
Included patients experienced a higher sense of life control as a function of 
treatment (2.5 vs 2.9; effect size 0.59, standardized by within subject SD: 
Estimated change/SD). Use of non-adaptive passive coping strategies like 
praying and hoping (9.9 vs. 8.2; standardized effect size 0.48) and catastro-
phizing (12.5 vs. 10.2; standardized effect size 0.48) decreased. Stress rat-
ings, measured with Everyday Life Stress, were not affected by treatment 
(Table 8 and Table 9). Waiting time itself did not affect symptoms; therefore 
results are interpreted as effects of treatment. 
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Table 8. Questionnaire (BAI, BDI, ELS, CSQ,MPI-S) scores in frequent 
attenders (FAs) in primary care at baseline and post treatment. 
  Baseline Post treatment 

  (n=54)   

Questionnaire Mean (SD) Mean (SD) 

Becks anxiety inventory (BAI) 16.7 (9.5) 13.6 (7.0) 

Becks depression inventory (BDI) 16.3 (9.5) 15.7 (9.8) 

Everyday life stress (ELS) 22.6 (11.0) 21.6 (10.5) 

Coping strategy questionnaire (CSQ)     

Diverting attention 10.3 (8.0) 11.0 (8.4) 

Reinterpreting pain sensations 5.0 (5.4) 4.8 (4.8) 

Coping self-statements 14.4 (7.9) 14.6 (7.3) 

Ignoring sensations 11.1 (7.0) 11.2 (6.7) 

Praying/hoping 9.9 (7.5) 8.2 (7.3) 

Catastrophizing 12.5 (9.3) 10.2 (7.9) 

Increased behavioral activities 13.5 (7.7) 12.7 (7.2) 

Pain behaviors 13.5 (7.2) 14.6 (7.3) 

Multidimensional pain inventory (MPIS)     

Pain impact     

Life interference 2.7 (1.7) 2.4 (1.7) 

Support 2.8 (1.8) 2.8 (1.8) 

Life control 2.5 (1.7) 2.9 (1.7) 

Pain severity 2.8 (1.7) 2.6 (1.7) 

Affective distress 2.8 (1.2) 2.4 (1.1) 

Responses by significant others     

Distracting responses 1.7 (1.5) 1.6 (1.4) 

Negative responses 1.0 (1.3) 0.9 (1.3) 

Solicitous responses 2.3 (1.7) 2.0 (1.5) 

 SD, standard deviation. 
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Table 9. Estimated effect sizes of cognitive behavioral therapy (baseline vs 
post-treatment) on various symptoms self-report scales for frequent attend-
ers (FAs) in primary care. 

Questionnaire 
Estimated 
change 

Within- 
subject SD 95% CI 

Standardized 
effect size** p-value* 

Becks anxiety inventory (BAI) -3.67 4.66 -5.72 to -1.62 0.702 0.001 

Becks depression inventory (BDI) -2.12 4.60 -3.93 to -0.32 0.462 0.022 

Everyday life stress (ELS) -1.52 4,48 -3.28 to 0.24 0.339 0.090 
 
Coping strategy questionnaire 
(CSQ)        

Diverting attention 0.96 4.31 -0.70 to 2.63 0.224 0.250 

Reinterpreting pain sensations 0.26 2.84 -0.84 to 1.36 0.091 0.637 

Coping self-statements 0.59 4.78 -1.25 to 2.44 0.124 0.522 

Ignoring sensations 0.17 4.51 -1.58 to 1.91 0.037 0.849 

Praying/hoping -1.98 4.17 -3.59 to -0.37 0.475 0.017 

Catastrophizing -2.46 5.15 -4.45 to -0.48 0.479 0.016 

Increased behavioral activities 0.33 4.35 -1.35 to 2.01 0.077 0.692 

Pain behaviors 1.78 3.62 0.39 to 3.18 0.491 0.014 
 
Multidimensional pain inventory  
(MPI-S)        

Pain impact        

Life interference -0.21 0.87 -0.55 to 0.13 0.242 0.218 

Support 0.22 1.07 -0.19 to 0.63 0.208 0.284 

Life control 0.64 1.09 0.22 to 1.06 0.587 0.004 

Pain severity -0.10 1.02 -0.50 to 0.29 0.103 0.595 

Affective distress -0.34 0.92 -0.70 to 0.02 0.369 0.060 

Responses by significant others        

Distracting responses 0.02 1.02 -0.38 to 0.41 0.018 0.925 

Negative responses -0.06 0.99 -0.44 to 0.33 0.072 0.771 

Solicitous responses -0.08 1.15 -0.53 to 0.36 0.056 0.709 
 
CI, confidence Interval. SD, standard deviation. 
* Estimates and p-values obtained by random intercept models. 
** Standardized by within subject SD: Estimated change/SD. 

 
HAD was distributed at each treatment session as opposed to BAI, BDI, 
ESL, CSQ and MPI-s that were sent out before study start and then with 6 
months interval. Development of HAD-scores over time during treatment is 
presented in Figure 6 with base-line reflecting ratings from session 1. 
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Figure 6. Development over time of Hospital Anxiety and Depression scores 
(HADS) measured session by session. Scores are presented as mean values 
including 95% confidence interval. The p-value is calculated from the ran-
dom intercept model. 
 
FAs reported significantly lower HRQoL than general Swedish population 
norms in all eight SF-36 domains including MCS and PCS), but both com-
ponent summary scores were unaffected by treatment.  
 
The follow up over 15 consecutive years show that roughly one third of the 
patients visited the health care centers more than five times in the years fol-
lowing treatment (Figure 7). 
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Figure 7. The number of patients fulfilling the inclusion criteria of visiting 
health care > 5 times per year during 15 consecutive years following treat-
ment. 

Discussion 
CBT given in a group setting alleviated feelings of anxiety and depression in 
the short term among FAs, with reductions remaining durable over one year. 
Group CBT lowered the impact of pain on the patient’s life, and improved 
life control as non-adaptive coping strategies decreased. Waiting for treat-
ment up to one year did not affect treatment outcome. The results imply that 
the utilized broad treatment content approach is useful for heterogeneous 
groups of FAs. Knowledge of most common health issues in the patient 
group were known in advance but not the specific complaints made by each 
patients included in treatment. A focus on musculoskeletal pain and psycho-
social distress were included and used to develop the treatment manual used, 
as those health complaints previously (Jyväsjärvi et al., 1998; Andersson et 
al., 1995; Bergh & Marklund 2003; Gill & Sharpe, 1999), and in study III 
were two of the most common reasons to seek health care among patients 
choosing to participate in treatment. Thus, treatment targeted the most com-
mon reasons for health care seeking among FAs.  
 
The difference between study III and its precursors involving CBT is that no 
patient selection was made prior to treatment (Katzelnick et al., 2000; Simon 
et al., 2001; Sumathipala et al., 2000; van Ravesteijn et al., 2013; Malins et 
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al., 2016). We also chose to give treatment in a group setting instead of indi-
vidualized treatment to one patient at the time. Treatment related content 
was based on the most common health complaints made by FAs and regular 
patients seeking help from primary care and not based on the specific symp-
tomatology expressed by the included patients. This approach reduced anxie-
ty and depression after study completion and at follow up after one year, 
supporting that group CBT in unselected FA patients is effective in altering 
feelings important for health care seeking behavior. The effect of anxiety 
and mood reduction techniques may well transfer into reducing the number 
of consultations over the long term as one psychological potential health care 
seeking prompt is reduced or removed. Figure 7 shows that roughly one third 
of all enrolled patients visited the health care system more than five times 
during the following 15 years suggesting a somewhat lower utilization over 
time compared to inclusion. If this is a result of treatment or simply due to 
time passing is unknown. 
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General discussion 

The most noticeable new information revealed by the studies performed 
here, as compared to previous studies on FA´s, is that various health com-
plaints groups seemed to be relatively independent of each other as they did 
not cluster or correlate, that experienced problems with health translated into 
a reduced quality of life in the domains coupled to the specific health com-
plaints suggesting a correspondence between symptoms and consequences, 
that infections and also musculoskeletal pain seem to have a central role in 
driving health care seeking, that a general purpose CBT treatment reduce 
negative affect and that roughly one third of patients enrolled in the treat-
ment study was seeking care over a consecutive 15 years, albeit this observa-
tion is based on relatively few individuals. Generally, this indicate that 
health care seeking is promoted by specific, or at least uncorrelated, symp-
tomatology, that symptoms affect life quality coupled specifically to the 
particular health problems, that pain and infections are crucially involved in 
frequent health care seeking, that this patient group has a persistent seeking 
pattern and that general purpose CBT in the form of applied relaxation re-
duce negative affect but not care seeking behavior. Even though the aim 
never was to form treatment recommendations the data implies that tackling 
each symptom in and of itself may be a preferable way over more general 
treatment approaches. Having stated this, it must be kept in mind that reduc-
ing suffering also could include relieving negative affected associated with 
multiple experienced health problems even though these might not be medi-
cally eliminated or even reduced.  
 
With respect to models and theories on frequent health care seeking, stress-
ing biological and/or psychosocial factors as behavioral determinants, study 
I showed that age and number of symptoms explained 4 and 43 percent of 
the variability in visiting frequency in the entire sample consistent with the 
notion that biological factors, mainly symptomatology and to a lesser extent 
age, are important determinants of care seeking. Also, consistent with a bio-
logical explanation, women were overrepresented among FA´s. The chi2 
decision tree demonstrated that the majority of FA´s are correctly classified 
using musculoskeletal pain and infections, whereas for psychosocial stress to 
contribute to the classification, pain had to absent, infections present and 
paired with psychosocial distress supporting a significant but modest effect 
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of a purely psychosocial variable. Thus, the fact that psychosocial distress 
adds to the categorization of FA´s without pain but with infections (study I) 
as well as the association with unemployment (study II) and low socioeco-
nomic status (study II) implicate that a biological model not is sufficient to 
account for all results, but that involvement of certain operative factors in-
fluencing increased care attendance would favor a psychobiological model 
over a biological. In addition, experienced consequences of a given symptom 
were associated with a corresponding lowered life quality in similar domains 
supporting that experiential factors reflecting symptoms are linked to factors 
involved in determining life satisfaction, not in a general, but in a relatively 
specific manner. That relationship might also be accounted for by a more 
biologically oriented model if one argues that symptom and their effects on 
behavioral factors linked to life quality constitute a biologically influenced 
single entity. Supporting a biologically oriented account for FA more direct-
ly is the fact that truly biological factors like age and sex were important 
determinants of care seeking and that infections were crucially involved in 
defining whether a patient was likely, or not, to belong to the FA group. Of 
course, one could argue that sex is influences care seeking through role 
modeling factors and should be analyzed as gender, rather than sex influ-
ences, and that the mechanism is socially rather than biologically linked. 
Also, it has been argued that sensitivity to infections is influenced by psy-
chological factors (Cohen, Janicki-Deverts, & Miller, 2007) and if so, infec-
tions might not only be in the realm of biology but also psychology and 
equally well fit a biopsychosocial model. Also obesity influenced quality of 
life as pain- and general health perception was impaired among those with 
over-weight. This suggests that biological factors associated with over-
weight influence wellbeing. The fact that CBT reduced certain aspects of 
negative affect, but not health care seeking, argues for specificity in that the 
factors linked to health care seeking still seemed operative irrespective of 
mood. This is more easily accommodated within a biological than a biopsy-
chosocial frame-work. Thus, to test predictions from mostly biologically 
versus more psychosocially oriented models to compare the outcome in or-
der to evaluate which of them that has the highest credibility in explaining 
frequent health care seeking is not self-evident as most factors seem to re-
flect interplay between biology and psychosocial processes. Some would 
argue that this in and of itself support a biopsychosocial model over a bio-
logical one, but it might be argued that psychosocial factors influence the 
acquisition of disorders or diseases but not the expression of symptoms that 
instead could represent mostly biological and not psychosocial factors. This 
would be consistent with a biological model linking symptoms, being bio-
logical in nature, to visits, whereas the coupling between psychological and 
social processes and symptom expression is better accounted for by a bi-
opsychosocial model. It should be noted that less than half of the variance in 
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care seeking was accounted for by symptoms (and age) and this of course 
means that factors not measured, being biological or psychological, influ-
ence behavior. On the other hand, numbers of symptomatic complaints most 
likely represent the single most important factor for help seeking, seemingly 
supporting a biological approach. To quantify the relationships between ex-
ternal and internal individual factors linked to care seeking and their relation 
to psychological and societal influences in order to empirically evaluate 
model preference seems like a daunting task. Instead the approach taken here 
represents more of an assessment based on judgement than a verdict based 
on indisputable fact. Some data are consistent with a biopsychosocial model 
but for some results biology only is sufficient. This is because certain aspects 
of the results are more or less fully accounted for by a solely biologically 
oriented approach. For example, the fact that variability in visiting rates were 
explained by symptomatology (number of symptom groups) to around 40% 
support biology. The explained variance also indicates that biology, even 
though important, not is fully accounting for health care seeking as that the 
other 60% of the variability may reflect psychological and societal influ-
ences or at least non-biological processes. These results could easily be tak-
en as support of a biopsychosocial model, in part due to the fact that biopsy-
chosocial models most often include biology. However, the essential point is 
that the biology level not is sufficient to account for all, but only part, of the 
variability in health care seeking behavior, implicating that also factors 
linked to psychological and societal influences might be necessary for a full 
understanding. Therefore, a biopsychosocial perspective is preferred, but the 
conclusion might be trivial in the meaning that if all biological processes are 
incorporated into such model the need for the psycho and social in the bi-
opsychosocial model is not great but negligible or alternatively non-existent. 
Because biological factors in the form of symptoms seem to account for a 
large part but not the whole variability in care seeking I conclude that the 
former is consistent mainly with a biological perspective and the latter with a 
biopsychosocial perspective. Irrespective of model choice, an important task 
is to define the nature of the variables that interact to drive care seeking be-
havior. Results from the studies summarized here suggest that, besides age 
and sex, pain, indigestion, infections and psychosocial distress are crucial 
factors. As care seeking persist over the time it is important to evaluate if 
determinants are similar or change over time. 
 
More specifically, results demonstrate that the base cohort from study I gen-
erally replicate the most often reported description of FAs; this patient group 
uses a large proportion of available resources in primary care, and illustrates 
that not only GP´s time are taxed disproportionality, but also other aspects of 
the health care system like district nurses and laboratory personnel. Com-
pared to other studies that report that 3-5% of the population uses 15-25% of 
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all available consultations with GPs, FAs in study I consisted of 2.8% of the 
population (7.5% of all patients) and used 23.9% of all available GP visits. 
These results indicate that the selection method worked as intended as this 
procedure could identify FAs. Next step in the endeavor to investigate char-
acteristics and reasons for visits to primary care was to determine if the se-
lected patients had the same characteristics as previously reported in the 
literature (Carney et al., 2001; Heywood et al., 1998; Scaife et al., 2000; 
Andersson et al., 2004; Bergh & Marklund, 2003; Andersson et al., 1995; 
Dowrick et al., 2000; Ferrari et al., 2008; Vedsted & Christensen, 2005, Bel-
lon et al., 1999; Courtenay et al., 1974; Gill et al., 1998; Vedsted & Olesen, 
1999; Wamoscher, 1966; Karlsson et al., 1994; Karlsson et al., 1995a, Ko-
skela et al., 2010; Gill & Sharpe, 1999; Browne et al., 1982; Katon et al., 
1990; Lin et al., 1991; Westhead, 1985; Joukamaa et al., 1996; Karlsson et 
al., 1997). The results from Study I demonstrate that characteristics such as 
sex and age indeed differ between FAs and patients in the CG, as FAs wom-
en were to a larger extent (FAs 66%, CG patients 54%) and about five years 
older. Also, FAs more often had chronic disease than CG patients. In study 
II the age difference was consistent, albeit not significant, with results of 
study I with a smaller sex difference noted (female FAs 69.5%, female CG 
patients 62.1%). Analysis shows that this resulted from a declining propor-
tion of women in the FA group and a relatively larger male drop out among 
CG´s. In study I, all FAs and all patients in the randomized CG were includ-
ed but in study II, patients had to fill out the questionnaires to be included, 
resulting in a declining proportion of males responding in the CG and of 
women among FAs respectively. Consequences of this selection bias may 
extend to other patients characteristics and also to questionnaire responses in 
study II. Data is likely to be conservative, and while gender 
is underestimated, it is not known if the exclusion and drop out affects oth-
er results. All effects were robust and consistent across all domains of 
life indicating a reduced quality of life. However, if data are conservative 
this difference would be amplified and if life quality ratings should be fur-
ther lowered this will not affect general conclusions and implications. This 
said, there were no difference between study groups noted regarding being 
married/cohabitating, having children in household and educational level. 
FAs were less likely to be employed than patients in the CG and they more 
often turned to alternative medicine practitioners but did not use more natur-
opathic drugs. Body mass index was higher in the FA group.  
 
Study III only contained FAs and results show that most participants were 
female (79.6%) and married or cohabitating (83.3%). Here it can be argued 
that the sex difference might affect results of CBT and that the selection bias 
from study II continues into study III. However, sex does not seem to modu-
late responses to CBT (Cuijpers et al., 2014) indicating that results are repre-
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sentative for both sexes irrespective of the application of exclusion criteria 
and a sex biased dropout rate. The results from the three studies regarding 
the characteristics and reasons for visits are highly similar, which was ex-
pected as the base cohort was the same but modified in study II and study III 
due to exclusion criteria, responding patients and participation in treatment 
as shown in the participant flowchart (Figure 2).Consistent with study I and 
II reflecting that a sample from the greater cohort was included in study III, 
the most common health complaints reported among FAs were musculoskel-
etal pain, infections, psychosocial distress and digestive problems, in the CG 
the order was somewhat different as infection was the most common com-
plaint, but otherwise the order was the same among the top four.  
 
The amount of complaints made revealed that FAs presented symptoms from 
more complaint groups than did CG patients. Correlations between com-
plaint groups suggested none, or very small associations between the differ-
ent complaint groups. Study I demonstrated that, if musculoskeletal com-
plains were present along with infections during the study year, the patient 
belonged in the FA group in 81.5% of the cases. When musculoskeletal pain 
and digestive symptoms had been displayed, the patient belonged to the FA 
group in 77.4% of the cases. If musculoskeletal pain was absent, but infec-
tions together with psychosocial problems were acknowledged the patient 
had a 75.5% likelihood of belonging to the FA group. Physical complaints 
seem to be the main reason for seeking health care regardless of where stud-
ies are performed (Gill & Sharpe, 1999; Heywood et al., 1998, Bergh & 
Marklund, 2003, Jyväsjärvi et al., 1998; Kersnik et al., 2001). In Study I, II 
and III, FAs had a median number of four different health complaints, sug-
gesting that they talked about more than one symptom with their GP during 
the study year. As no additional examinations or interviews were made to 
separate physical and psychosocial complaints results show that in study I 
39% of FAs made complaints that were psychosocial in character. Corre-
sponding data for study II and study III show that the proportion making 
such complaints was 47% and 54% respectively suggesting that FAs with a 
higher proportion of psychosocial distress remained in the study for step II 
and III. Hence, FAs have complaints regarding psychological or social prob-
lems but they are not as common as physical complains. Whether it is valid 
to search for explanations of physical illness by using psychological/social 
theories or constructs remains to be seen and proven (Scaife et al., (2000). 
However, studies that have tried often used additional diagnostic assess-
ments to ensure psychiatric problems (Katon et al., 1990; Ferrari et al., 2008; 
Karlsson et al, 1995a; Joukamaa et al., 1996; Bergh et al., 2006). It would 
make sense to simply expect negative feelings when affected by illness, re-
gardless of diagnoses or nature of illness. As all complaints are common 



 
 

61

both among FAs and patients in the CG the nature, but not the frequency, of 
symptoms seem unrelated to health care seeking frequency.  
 
As expected, FAs used more personnel resources and the largest difference 
between FAs and CG was seen in numbers of visits to GPs. In addition, 
study I also found that a couple of patients had many visits to district nurses. 
The explanation for this was infected wounds needing dressing multiple 
times a week. Also, this was the main reason to use median values instead of 
means to describe utilization of health care. Results clearly show that GPs as 
compared to testing staff and nurse visits have the greatest involvement in 
the care of FAs.  
 
In study II FAs reported compromised HRQoL accompanied by increased 
amounts of health complaints covering most health areas. FAs visited GPs 
with several different health complaints, and even when analyses were per-
formed taking each complaint into account, analysis of each complaint group 
consistently showed poor HRQoL. Health problems described by patients 
were consistent with results at domain level on the SF-36. These results im-
ply that the way patients perceive their quality of life affects health care 
seeking behavior as well as their interpretation of symptoms. If physical 
restrains or pain exists, complaints are usually physical. If social functioning, 
vitality and mental health are impaired, psychosocial complaints are present.  
 
To define psychological, or mental, distress is not easy. Veit & Ware (1983) 
executed a factor analysis based on the Mental Health Inventory and con-
cluded that three factors; anxiety, depression and behavioral/emotional con-
trol, were linked to psychological distress as opposed to psychological well-
being that was described as emotional ties and general positive affect. The 
literature describing psychological distress among FAs often links psycho-
logical distress to somatization or simply to being ill (Katon et al., 1990; 
Joukama et al., 1998; Jyväsjärvi et al., 1999; Ferrari et al., 2008;). In study 
III anxiety and depressive symptoms were reduced as a function of CBT and 
the effect remained up to 12 months. CBT also lowered impact of pain, im-
proved self-control and reduced use of maladaptive comping skills such as 
praying and hoping and catastrophizing. Waiting for treatment did not affect 
results, supporting that alteration from pre to post reflect treatment effects. 
Results in study III show that FAs benefit from CBT given in a group set-
ting, using techniques that are known to be effective for multiple disorders 
when given individually. The effect of treatment was similar irrespective of 
initial complaints. Previous research has tried to explain frequent attendance 
in connection to psychological or psychosocial problems to find explanatory 
models that could describe FAs excessive use of health care. However, psy-
chological symptoms might simply be a consequence of other health related 



 
 
62

problems in the heterogenic FA group. In study III, levels of anxiety and 
depression were mild to moderate at baseline, indicating that these symp-
toms seldom is a main reason to seek professional help as suggested in the 
systematic review made by Gill & Sharpe (1999). However, it is also possi-
ble that emotions involving anxiety and depression enhance physical symp-
toms making them worse, maybe even unbearable and resulting in care seek-
ing. Another reflection is that if reasons for health seeking behavior are 
physical to a large extent, and those symptoms are eased or cured, symptoms 
of anxiety and depression might vanish as the original cause no longer is 
present, and this in turn might reduce health care seeking behavior although 
this was not the case in study III. 
 
The general aim was to investigate patient characteristics and health prob-
lems triggering FAs help seeking pattern, and to assemble a treatment pro-
gram aimed at addressing FAs heterogeneous health complaints in order to 
reduce bad mood, enhance life quality and reduce health care seeking behav-
ior. More specifically, study I aimed at characterizing FAs in primary care 
with respect to symptomatology and health care resource utilization. Results 
show that the amount and diversity of health complaints among FAs was 
larger than among non-frequent attenders and utilization of other health care 
staff resources was higher. Study II was completed in order to provide a 
more comprehensive view of the life quality for FAs with special reference 
to health. The reduced quality of life is substantial and covers most aspects 
of the patient’s life. It is consistently large across all domains used 
and influences almost all aspects of life with a specific relation between 
symptoms and HRQoL domains. In study III CBT given in a group format 
was well accepted by the enrolled patients and generally resulted in im-
provements of illness related signs and symptoms, but did not reduce health 
care visits. Thus, group CBT seem like a feasible way to deal with some, but 
not all, aspects of problems related to frequent attendance.  

Strengths and limitations 
Study I included all patients fulfilling the criteria for frequent attendance. 
The patients were all aged 18-64 years and potentially eligible for employ-
ment. They were also covered by Swedish national health care insurance and 
had similar access to health care. FAs and patients in the CG were repre-
sentative samples of the Swedish primary care population but this brings 
limitations due to cultural context and our specific Swedish health care sys-
tem. The total amount of excluded and non-responding patients made the 
significant sex difference from study I disappear in study II making data 
conservative and interpretations of results requires caution. The correlations 
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calculated in study I were univariate, and not multivariate, leaving open the 
possibility that the relation between number of symptoms and visits 
(rxy=0.656; p<0.001) on the one hand and age and visits on the other 
(rxy=0.200; p<0.001) might not be independent as age was positively corre-
lated also with symptoms (rxy=0.286; p<0.001). 
 
Care provided by secondary care facilities or other support systems was not 
studied. Data on health care use were provided by GPs and even though the 
ambition was to find out what made patients seek care instead of making 
notes of specific diagnoses, the information was collected from medical rec-
ords and notes made by GPs. It is possible those GPs did not write about 
certain complaints, or that their perception of patient’s reasons for visits 
differed from patient’s own reasons.  
 
In study III, selection of patients requires attention as they were invited, in a 
research context, to participate in CBT administered in group format execut-
ed by a single therapist. Hence, patients were not randomly selected into this 
study, but only to treatment period and groups. In addition, women and men 
were assigned to separate treatment groups. The effects on generalizability 
of this strategy can of course be questioned. Perhaps results depend on the 
therapist or simply display effects due to meeting other patient’s in a similar 
situation. Long-term results beyond the follow-up period remain unknown. 
The content of CBT was broad and based on the most common complaints 
made by FAs. It is possible that individual treatment based on more detailed 
assessment would be more beneficial. The benefit of the current method was 
that even though treatment was based on common complaints without indi-
vidual adjustment, participants’ symptoms of anxiety and depression de-
clined. It is also unknown if health complains or organization of health care 
have changed over time. The small sample size limits study III as hypothesis 
testing may be subject to type II errors. 
 
Some caveats for the studies of this thesis are that data collection was carried 
out some years ago, that the catchment area included only one geographical 
region, that only a single, even though frequently used, instrument for evalu-
ating life quality was included, that the group followed over 15 years was 
small and that the CBT study used a multiple baseline design and not a pla-
cebo control group. However, it might also be argued that the recruitment of 
patients increases the generalizability to Swedish conditions and similar 
health care systems, that the comparison to other life quality studies is facili-
tated by using a commonly applied instrument and also that it is sensible to 
use a multiple baseline design when demonstrating feasibility and that a next 
step then is a placebo controlled study design. 
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Main findings and general conclusions  
Patients that attend primary care at an increased rate are more likely to be 
women than men, are relatively older and suffer from chronic disease more 
often than regular patients. Their complaints are similar to other patients, 
most common complaints being musculoskeletal pain and infections, but 
more extensive as it includes symptoms from multiple complaint groups that 
do not necessarily covary. They consult not only GP´s, but also nurses and 
laboratory personnel to greater extent. In addition they have higher BMI, are 
more often unemployed and tend to turn to alternative medicine more often 
than the rest of the population.  
 
Frequent attendance is associated with musculoskeletal pain and psychoso-
cial distress as well as compromised quality of life because FAs, as com-
pared both to the CG group and also in relation to Swedish norms reported 
less life satisfaction. CBT given in a group format reduced self-reported 
anxiety and depression and enhanced the sense of life control, irrespective of 
initial symptomatology, supporting that CBT may be an efficient route to 
relive negative affect in this patient group. Measured by SF-36 health related 
quality of life did not change, but if feelings of anxiety and compromised 
mood are viewed as related to more general aspects of life quality than just 
effects coupled to health, CBT improve quality of life.  
 
The current thesis includes findings regarding characteristics, reasons for 
seeking health care, influence of health complains on perceived HRQoL and, 
finally results of CBT on the most common complaints reported by the pa-
tient group, not individually adapted for therapy. The finding from study I 
that complaints made by patients were not related to each other is interesting 
as several previous studies have tried to find relations between physical 
complaints, psychosocial factors and psychological/psychiatric symptoms 
(Wamoscher, 1966; Karlsson et al., 1995a; Jyväsjärvi et al., 1998; Andersson 
et al., 1995; Gill & Sharpe 1999; Prins et al., 2014; Ferrari et al., 2008). In 
study I, the relative independence of complaints was based on three different 
statistical methods, Spearman’s correlations, CHAID-decision tree and fac-
tor analysis, all suggesting that complaint groups are not connected to each 
other. This would mean that, regardless of reason for visiting primary care, 
complaints made by patients should be validated individually as well as clus-
tered. Some complaints might influence each other, or originate from the 
same illness, but some might not. Results from study II indicating that dif-
ferent complaints affect different aspects of quality of life, add to the com-
plexity of assessing multiple complaints at the same time as patients are 
skilled in pinpointing what aspects of HRQoL that are affected. It is also 
important to acknowledge that patients, regardless if they belong in the FA 
group or not, reports poorer quality of life as compared to norms. Impact of 
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illness on HRQoL seems to worsen when symptoms require multiple visits 
to health care. 
 
There is a possibility that detailed diagnostic methods to determine what 
illness a patient suffers from is not needed to reduce psychological distress 
through CBT as the group showed improved mood and reduced anxiety irre-
spective of original complaints. Thus, it is possible that patients are helped 
without therapists knowing the exact reason for their perceived health prob-
lems. 

Future directions 
Future studies on FAs could include larger patient groups (preferably with 
pre-defined degrees of symptoms) to allow for randomization to different 
treatment modalities given in-group or individually by more than one thera-
pist. Another interesting approach would be to include FAs with varying 
health issues and randomize them into treatment primarily addressing either 
physical illness or psychological distress. It is also interesting that the pres-
ence of infections is needed to mediate frequent attendance among FAs that 
did not seek help for musculoskeletal pain. It is known from previous re-
search that among FAs in working age, illness related to the musculoskeletal 
system is the most common reason for visits to GPs (Reho et al., 2018). The 
latter is confirmed here and patients defined as FAs needed to present both 
infections and psychosocial distress unless musculoskeletal pain was present. 
It would be interesting to examine if a higher vulnerability to infections, or 
more severe consequences of common infections, can be noted among pa-
tients who need frequent attendance from primary care or if efficient infec-
tious treatment reduce attendance in primary care. 
 
The importance of addressing each health problem presented by FAs cannot 
be overemphasized. Patients seem to have good insight into what their health 
problem is and even if it’s impossible to find the underlying reason or to 
pinpoint one or several specific diagnosis that drives frequent attendance, 
relief can be achieved using CBT techniques. This thesis suggests that im-
portant factors to define and describe, besides age and sex, are pain, indiges-
tion, infections and psychosocial distress. As care seeking seem more persis-
tent over the years than previously reported one obvious task is to describe if 
care seeking determinants are similar or change over time.  
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