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Background: As high utilizers of health care resources, frequent attenders to medical practices pose a
significant issue for primary health care. Studies documenting content of visits and characteristics of
frequent attenders have paid limited attention to community health center populations. This study pro-
files these high utilizers comparing them to non-frequent attenders.

Methods: Through medical record abstraction, retrospective and longitudinal patient data were ob-
tained for a 30-month time period for 382 established patients.

Results: Older patients 45 to 64 years (OR � 1.85; 95% CI: 0.92, 3.70) and Medicaid recipients
(OR � 3.22; 95% CI: 1.54, 6.72) were more likely to be frequent attenders. Patients residing furthest
away from the CHC were also the most frequent of attenders (OR � 3.68; 95% CI: 1.22, 11.13), as were
those with a diagnosis of diabetes (OR � 5.03; 95% CI: 2.17, 11.70) or depression (OR � 1.85; 95% CI:
0.96, 3.56). Patients who used the Emergency Department more (OR � 1.54; 95% CI: 1.23,1.91) had
the highest number of visits, although those patients who missed more appointments as a proportion of
the number of scheduled appointments were less likely to be frequent attenders (OR � 0.49; 95% CI:
0.36, 0.66).

Conclusions: Through developing interventions such as customized social report cards and applying
elements of the Chronic Care Model, these results can help administrators and policy makers ensure
that frequent attenders are cared for adequately and that safety net providers’ resources are appropri-
ate to the tasks demanded of them. (J Am Board Fam Med 2006;19:265–75.)

Studies have documented variation in content as
well as in frequency of visits in family medicine
encounters.1–7 One of the aims of this body of
research has been to help practices understand how
to care for frequent attenders who do not seem to
need frequent medical visits.1 As high utilizers of
health care resources, frequent attenders to medical
practices—patients who make 5 to 12 or more visits
per year—pose a significant issue for primary
health care. Researchers have concluded that pa-

tients who are in the top few percentiles of total
number of annual visits contribute anywhere from
15% to 30% of all visits.2,5,6,8,9 This places a drain
on limited health care resources, increases provider
workload, and contributes to physician frustration.

Research into the characteristics of frequent at-
tenders has described this patient population as less
likely to have social supports and more likely to
have a lower perception of health status, a greater
number of physical and psychological diagnoses,
and to somatize more than patients categorized as
not being frequent attenders.4,7,10–14 They are also
more likely to be unemployed3,15 and/or on disabil-
ity,16 as well as to be of lower socioeconomic sta-
tus.1,8,11,15,17,18 An exception to this profile occurs
when evaluating patient visits for preventive med-
ical care—in that case, patients in higher social
classes have been found to be more likely to seek
medical care.14 Studies performed to determine the
types of visits frequent attenders are making to
their physicians have classified them into such cat-
egories as: entirely physical, clear psychological ill-
ness, crisis patients, chronically somatizing pa-
tients, and patients with multiple problems.19 With
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various other categorizations used to describe these
visits,18 classification has been suggested as a way to
improve the management of patients’ problems
while boosting patient and physician satisfaction.1

Possibly even more importantly, with a deeper un-
derstanding of the reasons prompting frequent at-
tenders’ visits, sites may be able to direct patients to
other, more appropriate (and possibly nonmedical)
sites for problem resolution. Ideally, this would
obviate the need for frequent visits without jeopar-
dizing patients’ health.

Sociodemographic characteristics of frequent at-
tenders, as described in the literature, include fe-
male gender,3,20–23 increased age (especially among
those 65 years of age and older),17,20,21 and marital
status (specifically divorced and widowed per-
sons).17 All these characteristics may be related to
decreased social support networks, as well as higher
stress levels, thus translating into higher use of
health care services.24

Whereas the body of research examining fre-
quent attenders for health care services provides
interesting and useful insights into the characteris-
tics of these patients, few if any studies have been
done in the segment of the nation’s safety net
system represented by federally recognized com-
munity health centers. Our health care system—
particularly community health centers and other
components that are considered part of the safety
net—is struggling to meet a growing demand for its
services.25 The mission of federally qualified com-
munity health centers, ie, to provide “affordable
and comprehensive primary health care to medi-
cally underserved persons,”25 has been a hallmark
characteristic since their founding 40 years ago. To
be considered a federally qualified health center, a
community health center must: be located in or
serve a medically underserved community; have
nonprofit, public, or tax exempt status; offer com-
prehensive primary care and support services; pro-
vide services regardless of patient ability to pay and
offer a sliding fee scale; and be governed by a board,
the majority of whose members are health center
patients.26 Understanding the characteristics of fre-
quent attenders to community health centers—in-
cluding the reasons for their visits—can provide
information and understanding crucial to modify-
ing our system of care so that it can meet these
patients’ needs while ensuring an appropriate locus
of service. This study, an initial exploration into a
previously unexamined issue, reports on the fea-

tures and characteristics of frequent attenders to
one community health center in Central Massachu-
setts. Founded more than 30 years ago, much like
its urban counterparts throughout the country, this
federally qualified community health center serves
a diverse, low-income, marginalized city-dwelling
population.

Methods
This cross-sectional study was part of a larger in-
tervention demonstration project aimed at examin-
ing interdisciplinary, collaborative care. Described
in greater detail elsewhere,27,28 the study was con-
ducted at an urban family practice community
health center (CHC) in Massachusetts that also
serves as a Family Medicine residency training site.
Incorporated as a federally qualified CHC in 1972,
this site’s mission is to improve the health and well
being of traditionally underserved and culturally
diverse people in the area. Patient care is provided
by faculty family practice physicians, nurse practi-
tioners, physician assistants, and residents, along
with registered nurses and medical assistants. At the
time this study began, ie, 1999, the health center
saw 17,555 patients during the year; slightly more
than half (58%) were female; 43% were Hispanic,
12% African American, 7% Asian, and 33% White;
78% of the patients had publicly funded or no
health insurance.

Medical records of 465 adult patients scheduled
to receive care at the health center during one study
week in February 1999 were audited. Both retro-
spective and longitudinal patient data were ob-
tained for a 30-month time period, from August
1998 to February 2001. Data were abstracted from
the problem list, the progress notes, and a demo-
graphic profile included in patients’ medical
records. Sociodemographic factors, as well as
chronic problems, numbers of scheduled, kept, and
missed visits, referrals, preventive measures, emer-
gency department use, and hospitalizations were
collected from the patients’ charts. Nurse abstrac-
tor interrater reliability analyses produced high in-
traclass correlations. Interrater reliability analyses
conducted for ordinal and continuous variables
produced intraclass correlations between 0.86 and
0.99. Kappa statistics for categorical items ranged
from 0.88 to 0.94.

For this segment of the overall research project,
the outcome variable of interest was the classifica-
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tion of patients as “frequent” versus “non-frequent
attenders.” Health center visits, including routine
health care maintenance, acute care, and follow-up
visits, for all 465 patients, were counted. Based on
a review of the literature and the many descriptions
used by other investigators,4,5,6,29 the cutoff chosen
for defining frequent attendance was the 75th per-
centile of all outpatient primary care site patient
visits during the 30-month study period, ie, having
15� CHC visits during the study time frame. Sub-
sequently excluded from the original study cohort
of 465 adults were patients who had only one,
first-time visit to the health center.

To explore the potential relationship between a
patient’s frequent use of the health center and
health status, a brief health profile was developed
for each patient. The profile consisted of an indi-
vidual’s psychological and/or chronic physical con-
ditions recorded in the medical record during the
30-month study period. Chronic physical condi-
tions included conditions sufficiently common that
they were present in at least 10% of this patient
cohort. Seven conditions (hypertension, diabetes,
asthma, obesity, arthritis, chronic pain, and gastro-
esophageal reflux disease) met this criterion. Psy-
chological conditions included a range of diagnoses
that encompassed mood and anxiety disorders,
thought, somatoform (manifestation of generalized
physical symptoms that result from psychological
conflict), and personality disorders. The resulting
health status variable was included in the analyses
as a continuous, ie, the total number of diagnoses/
conditions, as well as a dichotomous, ie, present/
absent, variable. The relationships between fre-
quent attendance and both psychological and
physical chronic conditions were examined individ-
ually for both variable types.

Analyses were organized around comparisons of
those patients categorized as being frequent versus
non-frequent attenders. Simple frequency distribu-
tions were used to describe the patient cohort and
to examine characteristics of patients classified as
frequent attenders. Using a conservative level of
statistical significance (P � .20), bivariate analyses
were performed using t tests or �2, as appropriate,
to select the independent variables for inclusion in
the final logistic regression multivariate analyses.
Age and gender were controlled for in all multivar-
iate modeling. All analyses were conducted using
SPSS version 12 (SPSS, Inc.); a value of P � .05
defined statistical significance in the multivariate

analyses. This study was approved by both the
community health center’s and the university’s in-
stitutional review boards for the conduct of re-
search with human subjects.

Results
During the 30-month study period, 382 (81.9%) of
465 patient records abstracted represented the pool
of established patients seen at the CHC (ie, this was
not their first and only visit to the health center).
Of those, data on number of visits were complete
for 381 patients, representing the study sample. All
but 3 established patients had at least one visit
during the study period; the number of visits
ranged from 0 to 59 (mean � 10.30; SD � 8.12).
Seventy-nine patients (20.7%) were categorized as
being frequent attenders, ie, having 15� visits dur-
ing the 30 months.

With exceptions related to patients’ insurance
coverage and sex, sociodemographic characteristics
of the sample population reflect those of the larger
clinic population at the time the study was con-
ducted (Table 1). Covering 57.4% of patients in the
sample, Medicaid was the primary source of insur-
ance for the 382 patients in the study sample; an-
other 17.2% of patients were eligible for free care
or had no source of third party payment. Patients’
mean age was 42 years (range, 18 to 87 years; SD �
15). Approximately one-third (35.6%) of the charts
reported the patient’s primary race as white; 46.9%
did not have race noted. Among those with race
noted, two-thirds (67.0%) were white. In 39.5% of
the medical records, patient ethnicity was listed as
Hispanic; in another 40.3%, patient ethnicity had
not been recorded. Among those records with eth-
nicity reported, 66.2% of the sample was described
as Hispanic.

Table 2 displays the relationship between fre-
quent and non-frequent attenders’ sociodemo-
graphic characteristics, health status indicators, and
health care utilization.

Sociodemographic Factors
Patient age, ZIP code of residence, and insurance
status were the only significant sociodemographic
characteristics associated with frequent health cen-
ter attendance. Patients aged 45 to 64 and those 65
years and older were more likely to have had fre-
quent visits (�2 � 18.52; P � .001). The mean age
of those patients seen frequently was also signifi-
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cantly higher (mean � 48.65, SD � 14.15) than
that of patients not seen frequently (mean � 40.46,
SD � 14.89; t � 4.40; P � .001). There was a trend
for those patients living outside of the city limits to
visit the CHC more frequently compared with
those residing in the CHC catchment area or those
outside of that catchment area but within the city
limits (�2 � 4.82; P � .09). Frequent visits to the
health center were also significantly related to in-
surance coverage by Medicaid or Medicare com-
pared with private insurance or uninsured and self-
pay patients (�2 � 16.75; P � .001). Not
surprisingly, patients with no insurance or who
were part of the free care pool were far less likely to
visit the health center. Frequent attendance was not
significantly associated with gender, marital status,
or provider type. Because of the significant amount
of missing medical record data for primary lan-
guage, race, and ethnicity, we did not test for sig-
nificant relationships between these variables and
frequent attendance.

Health Indicators
Two-thirds (67.3%) of all patients in the study had
at least one of the included chronic physical prob-
lems (as defined above in the patient’s health pro-
file) and 40.6% had at least one chronic psycholog-
ical condition. Reflecting the high burden of
chronic illness seen throughout the health center’s
patient population, among those categorized as fre-
quent attenders, 9 out of 10 patients (89.9%) had at
least one chronic medical condition and just over
half (57.0%) had at least one chronic psychological
condition listed in their medical records. When
analyzed individually, conditions that were associ-
ated with higher visit frequency included hyperten-
sion, diabetes, and depression (�2 � 3.15; P � .076,
�2 � 23.67; P � .001, and �2 � 11.73; P � .001,
respectively). Smoking status and obesity were not
related to more frequent visits. Further examina-
tion of the number of chronic problems revealed
that there was a highly significant relationship be-
tween the number of physical chronic problems

Table 1. Frequency and Percentage of Distributions of Study Sample, Study Pool, and Health Center Population
Overall

Study Pool
(N � 465)*

n (%)

Study Sample
(N � 382)†

n (%)

CHC Patient Population Overall
(Data Obtained from UDS Reports)‡

%

Gender
Male 136 (29.5) 108 (28.3) 42
Female 329 (70.5) 273 (71.7) 58

Insurance
Medicaid 258 (56.1) 217 (57.4) 47
Medicare 68 (14.8) 62 (16.4) 9
Private 43 (9.3) 34 (9.0) 10
None/self-pay 91 (19.8) 65 (17.2) 31

Race§
American Indian 4 (0.9) 3 (0.8) 0
Asian 28 (6.0) 27 (7.1) 7
Black 45 (9.7) 37 (9.7) 12
White 159 (34.2) 136 (35.6) 33

Ethnicity�
Hispanic 188 (40.4) 151 (39.5) 43

* Includes those patients for whom chart abstractions were completed during the 30-month study period (variable levels may not total
465 because of sporadic missing data).
† Excludes those patients for whom there was only one visit that represented the patient’s first visit to the health center (variable levels
may not total 382 because of sporadic missing data).
‡ Federal Government Uniform Data System Report for the reporting period January 1998 to December 1998; reflects the population
at the time the study commenced.
§ Data on race were missing from a significant number of the medical records abstracted (49.2% of the data on race were missing from
the medical records of the study pool and from 46.9% of the study sample’s charts). Data in the table represent percentages from those
charts where race was abstracted.
� Data on ethnicity was missing from a significant number of the medical records abstracted (40.2% of the data on ethnicity was
missing from the medical records of the sample pool and from 40.3% of the study sample’s charts).
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Table 2. Frequency and Percentage of Distributions of Demographic, Health Status, and Utilization Characteristics
Comparing Frequent and Non-frequent Attenders (N � 381)*

Frequent Attenders
(N � 79)

Non-frequent Attenders
(N � 302) Statistic† P Value

Sociodemographic factors
Age group

18 to 44 years 30 (37.9%) 195 (64.6%) �2 � 18.521 �.001
45 to 64 years 39 (49.4%) 88 (29.1%)
65� years 10 (12.7%) 19 (6.3%)
Mean age (SD) 48.65 (14.15) 40.46 (14.89) t test � 4.395 �.001

Gender
Male 18 (22.8%) 90 (29.8%) �2 � 1.518 NS
Female 61 (77.2%) 212 (70.2%)

ZIP code of residence
Within the CHC catchment area 20 (25.6%) 85 (28.2%) �2 � 4.823 .090
Within the city, but outside the

catchment area
48 (61.5%) 199 (66.1%)

Outside of the city limits 10 (12.8%) 17 (5.6%)
Marital Status

Not currently married 45 (73.8%) 182 (69.7%) �2 � 0.388 NS
Married 16 (26.2%) 79 (30.3%)

Insurance Status
Medicaid 53 (67.1%) 163 (54.7%) �2 � 16.754 .001
Medicare 19 (24.1%) 43 (14.4%)
Private 2 (2.5%) 32 (10.7%)
None/self-pay/Free Care 5 (6.3%) 60 (20.1%)

Provider type
MD/attending 39 (49.4%) 143 (47.4%) �2 � 0.165 NS
NP or PA 22 (27.8%) 91 (30.1%)
Resident 18 (22.8%) 68 (22.5%)

Health indicators
Smoking status

Not currently smoking 45 (60.0%) 167 (60.3%) �2 � 0.002 NS
Currently smoking 30 (40.0%) 110 (39.7%)

Hypertension
No 53 (67.1%) 232 (76.8%) �2 � 3.147 .076
Yes 26 (32.9%) 70 (23.2%)

Diabetes
No 55 (69.6%) 274 (90.7%) �2 � 23.674 �.001
Yes 24 (30.4%) 28 (9.3%)

Obesity‡
No 33 (41.8%) 155 (51.3%) �2 � 2.286 NS
Yes 46 (58.2%) 147 (48.7%)

Depression
No 42 (53.2%) 221 (73.2%) �2 � 11.733 .001
Yes 37 (46.8%) 81 (26.8%)

Number of chronic physical conditions
None 8 (10.1%) 116 (38.4%) �2 � 22.818 �.001
One or more 71 (89.9%) 186 (61.8%)
Mean number of chronic problems (SD) 2.27 (1.28) 1.10 (1.16) t test � 7.803 �.001

Number of chronic psychological conditions
None 34 (43.0%) 193 (63.9%) �2 � 11.325 .001
One or more 45 (57.0%) 109 (36.1%)
Mean number of chronic problems (SD) 0.75 (0.78) 0.50 (0.75) t test � 2.619 .009
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(�2 � 22.82; P � .001) as well as the number of
chronic psychological problems (�2 � 11.33; P �
.001) and frequent visits to the health center.
Among frequent versus non-frequent patient at-
tendees, the mean number of chronic physical
problems was double (mean � 2.27, SD � 1.28 and
mean � 1.10, SD � 1.16, respectively; t � 7.80,
P � .001). Similarly, the mean number of chronic
psychological problems was 50% higher among
frequent health center visitors (mean � 0.75, SD �
0.78) compared with those patients seen fewer than
15 times in the 30-month study period (mean �
0.50, SD � 0.75; t � 2.62; P � .009) (Table 2).

Utilization Factors
Frequent use of the health center (as defined by
kept appointments) was also related to frequent
Emergency Department (ED) utilization as well
the proportion of missed visits as a function of the
number of scheduled appointments. The percent-
age of patients with 2 or more ED visits over the
30-month time frame (allowing a “grace” of one
during the study period) was significantly higher
for frequent attenders (33.8%) compared with pa-
tients seen less frequently (9.5%; �2 � 29.16; P �
.001). The number of ED visits for all patients
ranged from 0 to 11; however, the mean number of
ED visits for frequent attenders was more than
double that of their non-frequent counterparts
(mean � 1.35, SD � 1.72 vs. mean � 0.50, SD �

1.32; t � 4.02; P � .001). Rather than assess the
actual number of missed appointments and its re-
lationship to frequency of visits, we calculated the
proportion of missed visits relative to the number
of scheduled visits and assessed the relationship
between this proportion and frequent attendance,
both as a continuous and a categorical variable
using a 50% cutoff. In assessing the percentage of
patients who missed 50% or more of their sched-
uled visits, none of those in the frequent attender
group had 50% or more of their scheduled ap-
pointments missed compared with 18.3% of the
non-frequent attenders (�2 � 16.49; P � .001). As
Table 2 shows, the mean proportion of failed ap-
pointments (in relation to the number of scheduled
visits; ranging from 0 to 100% for the group as a
whole) was significantly lower for frequent attend-
ers (mean � 0.1294, SD � 0.1012) compared with
patients with fewer visits (mean � 0.2730, SD �
0.2141; t � 8.46; P � .001).

Multivariate Analyses
To identify factors that contributed most to fre-
quent attendance, a stepwise multivariate logistic
regression was employed, controlling for age and
gender (Table 3). The variable “frequent visits,” ie,
15 or more visits in a 30-month period, was asso-
ciated with residence outside of the city limits,
Medicaid insurance coverage, the independent di-
agnoses of diabetes and depression, increased ED

Table 2. Continued

Frequent Attenders
(N � 79)

Non-frequent Attenders
(N � 302) Statistic† P Value

Utilization Factors
Number of ER visits

None/One 51 (66.2%) 268 (90.5%) �2 � 29.158 �.001
2� 26 (33.8%) 28 (9.5%)
Mean number of ER visits (SD) 1.35 (1.72) 0.50 (1.32) t test � 4.019 �.001

Proportion of missed appointments based
on number of scheduled appointments

�50% 77 (100.0%) 241 (81.7%) �2 � 16.488 �.001
�50% 0 (0.0%) 54 (18.3%)
Mean proportion (SD) 0.1294 (0.1012) 0.2730 (0.2141) t test � 8.459 �.001

NS, not significant.
* Some numbers may not add up to N � 381 because of sporadic missing data.
† �2 tests were used for categorical independent variables; t tests were used for continuous independent variables; all t tests were
recomputed using Mann-Whitney U nonparametric tests because of skewness in the numbers of ED visits, missed appointments, and
chronic problems (no differences in interpretation of the relationship between these variables and the outcome were found).
‡ Patients were categorized as being obese or not based on the notation of this diagnosis on the chronic problem list as well as through
the calculation of their body mass index using height and weight data indicated in their medical record.

270 JABFM May–June 2006 Vol. 19 No. 3 http://www.jabfm.org

 on 26 A
pril 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.19.3.265 on 3 M

ay 2006. D
ow

nloaded from
 

http://www.jabfm.org/


utilization, and decreased numbers of missed ap-
pointments (as a proportion of scheduled visits).
Depression and patient age (45 to 64 years) were of
borderline significance but still worthy of note
given their clinical relevance. This model predicted
84.4% of all cases correctly (96.2% of those non-
frequent attenders and 37.5% of the frequent at-
tenders; the Nagelkerke estimated R2 was 0.39).
The model goodness-of-fit was not significant
(Hosmer-Lemeshow goodness-of-fit �2 � 10.89,
P � .208), indicating an adequate model fit to the
data.

Discussion
This study reaffirms conclusions of previous studies
that have identified and analyzed characteristics of
patients known as “frequent attenders”2,3,4,6,7,17;
more importantly, however, by conducting the re-
search in a setting that has not been examined
previously, it expands the current knowledge base.
By extending the context of the work to include one

of the nation’s most valued safety net providers, ie,
the federally qualified community health center,
the research reported on in this study can help
policy makers, administrators, and clinicians as they
attempt to meet the needs of a predominantly low-
income patient population. This is critical to en-
suring that the limited resources of community
health centers are not overwhelmed.

The fact that frequent attenders in the commu-
nity health center where this study was conducted
are more likely to be older and on some type of
public insurance is consistent with what is known
about frequent attenders in primary care settings in
general. Our study did not find, however, that fre-
quent attenders are more likely to be female. This
may be a result of the study site’s having been
founded on and having maintained a strong family
medicine philosophy that encourages all family
members to visit the health center. It could also
reflect the generally compromised health status of a
predominantly low-income patient population

Table 3. Multivariate Analyses of Factors Related to Frequent Attendance (N � 381)

Independent Factors

Number (and Percentage of
Distribution) of Frequent Attenders

(N � 79)

Frequent Attenders OR
(95% CI) Model %

Predicted Correctly � 84.4

Age
18 to 44 years 30 (37.9%) 1.0
45 to 64 years 39 (49.4%) 1.849 (0.924, 3.701)
65� years 10 (12.7%) 2.199 (0.667, 7.248)

Gender
Male 18 (22.8%) 1.0
Female 61 (77.2%) 1.271 (0.618, 2.616)

ZIP code of residence
Inside CHC catchment area 21 (25.7%) 1.0
Inside city/outside CHC catchment area 48 (61.5%) 0.730 (0.355, 1.503)
Outside city limits 10 (12.8%) 3.676 (1.215, 11.125)

Medicaid insurance coverage
No 26 (32.9%) 1.0
Yes 53 (67.1%) 3.221 (1.543, 6.721)

Diabetes
No 55 (69.6%) 1.0
Yes 24 (30.4%) 5.034 (2.165, 11.704)

Depression
No 42 (53.2%) 1.0
Yes 37 (46.8%) 1.847 (0.960, 3.557)

Number of ER visits
(continuous variable)

Mean: 1.35
(SD: 1.72)

1.535 (1.232, 1.914)

Number of missed appointments (as a proportion
of scheduled appointments)
(continuous variable)

Mean: 0.1294
(SD: 0.1012)

0.487 (0.362, 0.656)

Intercept 0.177
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whose health is poorer than that of the general
population30 and, thus, more likely overall to seek
care, especially at a facility whose stated aim is to
turn no one away.

Few studies of frequent attenders have included
place of residence as a variable. The finding that
patients who live further away from the health
center made more visits than patients who live
nearby was unexpected. This result may be driven
by the patients at a further distance having diffi-
culty obtaining care in facilities closer to them
(because of limited ability to pay), having fewer
nearby facilities, or a combination of these factors.
Alternatively, it could reflect a greater need among
patients who live further away for the type of social
supports that federally funded community health
centers provide.

It was interesting that when multivariate analysis
was conducted, number of physical diagnoses failed to
attain significance, but the diagnosis of diabetes was
significant in and of itself. Previous studies have
shown that frequent attenders are more likely to
have musculoskeletal problems,8,10,20 digestive/gas-
trointestinal difficulties,8,31 and respiratory symp-
toms.6,31 If the diagnosis of diabetes is viewed as
part of a metabolic syndrome that includes over-
weight, hypercholesterolemia, hypertension, and
pre-diabetes, it may be capturing other chronic
conditions that were not significant as independent
factors but which contribute to the single diagnosis
of diabetes attaining statistical significance. The
diagnosis of diabetes may also be reflecting a pos-
itive association with age distribution; although fre-
quent attenders were more likely to be older, this
association failed to retain significance in the mul-
tivariate analysis.

Given the relatively poorer health status of fre-
quent attenders, it is not surprising that members
of this subgroup were also higher users of the ED.
Studies of patient use of the ED have generally
attempted to characterize patients who did versus
those who did not need the high level of care
available at an ED. We did not attempt to deter-
mine the level of appropriateness of the ED visit in
this patient cohort; rather, it is instructive to learn
that frequent users of the primary care providers’
offices are also more likely to be among the fre-
quent users of the ED. It seems that, as one re-
searcher has suggested, patients connect with the
health care system because they have reached the
limits of symptom tolerance or anxiety tolerance.

“Reaching these limits may cause patients to make
whatever type of medical contact seems most fea-
sible to them at the time.”32 This contact includes
the ED, although the community health center
where this study was conducted has an urgent care
department and all patients are encouraged to use it
if they have difficulty obtaining a same-day ap-
pointment.

The utilization picture of the frequent attender
that develops from this study’s data indicates that
this subgroup makes and keeps more appointments
than their nonfrequent attender counterparts. The
positive association between age and likelihood of
keeping an appointment may also explain the fact
that in our model, although age is statistically sig-
nificant at the bivariate level, it fails to attain sig-
nificance in the multivariate analysis. Nevertheless,
it is noteworthy that frequent attenders do not miss
a higher proportion of their scheduled appoint-
ments. This supports the “hypothesis of more vul-
nerability” among frequent attenders as described
by others6 and contributes to the understanding of
frequent attenders as patients who place great reli-
ance on this safety net component of our health
care system.

Thirty years ago, in a study of frequent attenders
at a general practice health center in the United
Kingdom, a recommendation was made that once a
patient was considered a frequent attender, “a so-
cial report could, when thought appropriate, be
requested. . . .”33 Not only does it seem that this
recommendation is as timely today as it was more
than a quarter century ago, but it could also be
viewed as a precursor to the current Chronic Care
Model.34 Given the profile of the frequent attender
to a community health center that emerges from
this study, ie, an individual who is older, on public
assistance, has diabetes, visits the ED frequently as
well as makes and keeps appointments, implement-
ing the system changes for which the Chronic Care
Model calls could help community health centers
meet the needs of this subpopulation. Several ele-
ments of the model are particularly germane.
These include: (1) identification and activation of
community resources; (2) support for self-manage-
ment; (3) delivery system design; and (4) interac-
tion between an informed, activated patient with a
prepared, proactive practice team. Identification
and activation of community resources is essential
to ensuring that patients are likely to get the right
type of care in the right type of setting. The fact
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that frequent attenders tend to schedule and keep
more appointments than others reflects a degree of
need and vulnerability that a connection to com-
munity resources could help manage. Generally
non-medical services, these community resources
may be less expensive and more appropriate to
meeting particular individuals’ needs. As natural
collaborators, community health centers should be
well situated to ensure that, possibly with help from
community health workers or other liaison staff,
these connections result in effective referral mech-
anisms. In Massachusetts as in several other states,
advocacy initiatives related to ensuring that out-
reach workers are included as paid members of the
health care team have gained wide support.35,36

With self-management support, patients de-
velop a better understanding of their own particular
needs as well as a clearer grasp of how to meet
them. Again, a role for medical assistants or com-
munity health workers appears, as these staff mem-
bers may be well situated to initiate this type of
management. It is interesting that recent reports
related to developing the future of family medicine
call for a more active role for medical assistants.37

This could include developing and implementing
self-management plans.

Delivery system design calls for scheduled fol-
low-up care; this element complements the
Chronic Care model’s component termed “Clinical
Information System” and its specification of the
importance of carrying out individual care plan-
ning. If these follow-up care visits were to include
individual care plans that patients help draft, they
might “own” more of their medical issues and work
with providers to develop plans for problem reso-
lution. Furthermore, with follow-up visits sched-
uled with the appropriate caregiver, given that fre-
quent attenders are more likely to keep their
appointments, this type of proactive oversight may
reduce spontaneous visits to the ED.

Finally, productive interaction between an in-
formed, activated patient with a prepared, proactive
practice team means that the patient can be cared
for by an interprofessional team whose members
know and understand the range of the patient’s
issues that may render him or her particularly vul-
nerable and thus reliant on medical care. This can
ensure a role for the medical assistant and commu-
nity health worker that could include support
groups and management of physical as well as

mental health needs outside of the provider office
context.

In striving to match provider supply with patient
demand, clinical systems generally compute an ex-
pected size of a provider’s (either physician or nurse
practitioner) patient panel. This reflects a desired
provider-to-patient ratio overall. To develop a
match that results in an efficient, effective use of an
expensive, scarce resource, ie, the physician or
nurse practitioner, administrators often base the
patient panel size on an estimated average number
of annual visits per patient. The health center
where this study was conducted reports an average
of 3.7 patient visits per year and an inability to meet
recommended average patient visit benchmarks.
Average figures, of course, incorporate the fact that
some patients make many visits in a year whereas
others make few or none. Nevertheless, for systems
that have a high proportion of frequently attending
patients, many of whom present with an array of
complicated physical and psychological problems, a
mismatch between supply and demand often exists.
Studies such as the one reported on in this article
can support administrators and policy makers as
they attempt to ensure that frequent attender pa-
tients are cared for adequately and that the re-
sources of the safety net providers—including ser-
vices of staff other than physicians—are
appropriate to the tasks demanded of them.

The present study was limited in scope; con-
ducted at one community health center, it is limited
in generalizability. Nevertheless, given the consis-
tency of findings with previous research and the
similarity of the study population to patients seen at
other urban community health centers, it is reason-
able to hypothesize that these findings would be
replicated in clinics serving other low-income, ur-
ban patient populations. In addition, the study re-
lied on data abstracted from charts alone and thus
contains the possibly that information bias has been
introduced. However, when select medical record
data on scheduled and kept visits were compared
with the CHC’s billing/scheduling system, intra-
class correlations ranged from 0.64 to 0.75—lend-
ing confidence in our use of the chart audit data for
these analyses. Furthermore, studies of patient
populations frequently include race, language, and
ethnicity data. Relying on medical charts, which
have poor and/or large quantities of missing infor-
mation for this data, precluded our ability to in-
clude these potentially important sociodemo-
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graphic characteristics. It is also the case that
changes in patients’ health status can occur over
time; the dataset used for this study was not able to
incorporate these changes if they occurred. Finally,
no attempt was made to interview patients or their
providers to learn their respective views regarding
why they made frequent visits to the health center.
This seems to be an important avenue for contin-
ued research on this topic.

Patients’ frequency of visits is a long-standing
issue. Concern that a small portion of patients is
accounting for a large share of a facility’s visit
volume, particularly in safety net facilities serving
low-income populations, means that research con-
ducted in these settings can contribute valuable
information to ensuring that an adequate match
exists between provider supply and patient demand.
To approach an equilibrium in resource-limited
facilities, the unique needs of patients who are
frequent attenders may need to be met through
means other than the physician or the nurse prac-
titioner. Applying elements of the Chronic Care
Model to frequent attenders could result in more
effective, efficient use of community health centers’
resources while improving individuals’ health status.
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