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Abstract

Background: The characteristics of frequent attenders have beglied extensively; however, there is a scarce
literature on the frequent attenders” use of dfiehealthcare sectors” and professionals” services

Aims: To characterise middle-aged frequent attenders)(léA the public primary healthcare (PPHC), and to
examine their use of healthcare professionals” iesvacross PPHC, occupational (OHC), and private
healthcare (PHC).

Methodology: The data used is part of the Northern Finland BEtbhort 1966°s 46-year follow-up study
collected in 2012, during which 5484 cohort membamswered to a questionnaire about use of hea#thcar
services. A FA was defined as a patient who hadema® PPHC visits within the previous year. Cross-
tabulation, and binary logistic regression analysise used.

Results: FAs (n=519, 9.5%) primarily used PPHC services, re@&e their use of PHC and OHC services was
much lower (45.5%, 9.5%, and 10.2% of all considtes, respectively). Within the PPHC, FAs used dewi
variety of services provided by different healtlecprofessionals, particularly those offeredptysiotherapists
(198 FAsused 81.8% of services) and psychologists (85 &gl 88.5% of serviced)nemployment, drawing

a disability pension, ex-smoking, poor or decent-reported health, having 2 chronic healthconditions
(p<0.001), having one chronic health conditiox@®1), female gender, dissatisfaction with the enfrrife
situation, abstinence from alcohol, heavy drinkiagd BMI > 30 (p<0.05) seemed to be associated with
frequent attendance.

Conclusions: FAs havecomplex needs and seem to use primarily differeaithcare professionals” services
within public primary healthcare, whereas their afgrivate and occupational healthcare servicemikeably
lower. Frequent attenderservice use includes a wide variety of healthcamviders™ services in addition to
physicians” services.
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Introduction PPHC is important from the economic

Frequent attenders (FAs) have been found to ha%rspectlve.

physical, psychological, and social problem&Vhile the characteristics of FAs have been
(LaCalle, Rabin 2010, Vedsted, Christensewidely studied in the literature, only a few stugdie
2005). Of social factors, for example, lowhave examined FAs™ use of different services
employment status igssociated with frequent provided by various healthcare sectors and
attendance (Jgrgensen, Andersen et al. 20I®althcare professionals (Byrne, Murphy et al.
Vedsted, Olesen 2005). FAs themselves haw®03, Hansagi, Olsson et al. 2001, Huang, Weng
evaluated their health as poor (Kiveld, Elo et akt al. 2008, Kaattari, Tiirinki et al. 2015). Also,
2018, LaCalle, Rabin 2010), and have been foumdany of the previous studies have taken into
to suffer from multiple chronic health conditionsaccount only visits to physicians. FAs of PPHC
(Salisbury, Johnson et al. 2011). Frequemhysicians” services have been reported to also
attendance causes expenditure for both these other healthcare professionals” services
society and FAs themselves, leading to followwithin the PPHC system (Kaattari, Tiirinki et al.
ups and social disadvantages (Kiveld, Elo et &015). The aim of the current study was to
2018). Although FAs only comprise 4.5-8% oftharacterise FAs of PPHC and to examine their
the patient population (LaCalle, Rabin 2010)use of different healthcare professionals” services
they account for one-fifth to one-half of allacross PPHC, OHC, and PHEctors. The study
healthcare visits (LaCalle, Rabin 2010, Vedstedgeeks to answer the following research questions:
Christensen 2005). In FinlandtAs have been Which characteristics are associated with middle-
found to cause 81% of the total costs of healthged FAs of PPHC? To what extent do FAs of
and social servicgbeskeld, Komssi et al. 2013). PPHC use different healthcare professionals’
gervices within PPHC, OHC, and PHC? To what

provided in public primary healthcare (PPHC)eXtent do FAs of PPHC use PPHC, OHC, and

ices?
occupational healthcare (OHC), and privatg HC services?
healthcare (PHC) constitute the main routes fdviethods

accessing specialised healthcare. LegiSIaﬂ%‘etting' Cross-sectional data from a 46-year
requires municipalities to arrange health servic% ||OW-L.Jp study of the Northern Finland Birth

for their citizens. These services are provide ohort (NFBC1966) was used. NFBC1966
mainly in PPHC centres, and are financed b|¥1cluded children born in the provinces of Oulu

municipal taxation and state subsidies. Patien\;%d Lapland in 1966 (n=12 058 born alive
are charged for a small amount for Consu“atmr(':sontaining 96% of all births in the area duringi

(Ministry of Social Affairs and Health, 2013). : :

. -~71966) (Rantakallio 1988). Since pregnancy, the
Mephcal trea.tment for the emplpyed populaﬂqn I?oIIOV\)/-LEp data has b(gen collcfcte% thr)éugh
malr_ﬂy provided by OHC (Mm_lstry of Social clinical examinations and questionnaires when
Affairs and Health 2013). OHC is free of charg(?he cohort members were aged 1, 14, 31, and 46

for the employees. Employers are obligated ears old. At the 46 -year follow-up in 2012,

offer preventive = OHC services for the';gelf-report questionnaires, which included

In Finland, the primary healthcare service

g;nnrzlrce)ieesl'_'évh;gzté?azrbgth%l:tsscé%?fg t?o\llaig; Uestions about health, socioeconomic factors,
’ ’ P hd use of healthcare services, were

-rrer;r?]bl?rggs Ith:enZLrjr:SIr:Ji/eerslr:fg?:tli%r; O?foﬁglggsgsdministered. The target population was 10,321
, o :
(Ministry of Social Affairs and Health, 2013). cople, of which 6825 (66.4%) replied. To the

Public healthcareservices are supplemented bquestlonnalre, which  included questions

: . . . rtaining to use of healthcare services, 54.7%
Egvatigﬁzlécg?;%:ﬁg;cesbr\’ggﬁgaﬁgispmvfney?{plied. Of the cohort members who were invited

enterprises. The Social Insurance Institution qﬁ participate in the 46th -year follow-up study,

: ) . e respondents were more often women, had
Fl_nland relmbu_rses a portion of PHC costs _for thﬁigher epducation were more often employed, and
clients. Health insurance is statutory covering tr\ﬁere more often’married or cohabiteetQpOOl)’
whole population (Ministry O.f Social Aﬁairs "’?”0.' The 48" year follow-up study was ap_proved.by
Health, 2013). As the services provided W'th'g%e Northern Ostrobothnia Ethical Committee

PPHC are financed by municipal taxation an L
- : . 4/2011). The participating cohort members
state subsidies, information about the FAs rovided a written informed consent.
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Participants:In this study, in order to define FAs,model, information solely pertaining to personal

we used data from subjects who had answeredhealth practices was assessed.

the question about use of PPHC service

reducing the number of participants to 548
0 . ; )

(53.1%). Subjects were considered as FAs if th fedisposing factors (Model 1), enabling

had. used PPHC services at least eight tim sources (Model 2) personal health practices
during the previous year (Hirsikangas, Kanste? odel 3), and need factors (Model 4). The

al. 2018, Keto, Ventola et al. 2017 Koskelaf : . : o
’ ' ; o -followin redisposin characteristics were
Ryynanen et al. 2010). Visits to physician, publi ncludegz pfemalg g%nder marital  status

considered as PPHC visits (Keto, Ventola et q\ﬁth the current life situation. Regarding enabling

2017, Lankila, Néyha et al. 2016). In order t esources, equivalent income was included. The

: . . ) %ross income of the household was divided by
et 1o TeiMipe rumber of consumpton unis i tr
' Dusehold. The equivalent income was

to healthca(e sectors, self-reported 'nforma.‘t'.ogategorised using the European Commission
from questionnaires was used. OHC visit

included visits to physicians, public health%u'de'Ines (European Comission 2018): high

nurses, psychologists, and physiotherapists. P ome was defined as 60% above, and low
urses, psy gISts, Py PISES. come as 60% below, the median income (Diaz,
visits included visits to physicians, dentists, an

hvsiotherapists imeno-Feliu et al. 2014).) Of personal health
phy PISES. practices, body mass index (BMI), smoking, and
Data analysis:The data were analyzed by IBMalcohol use were included in the analysis. BMI
SPSS Statistics version 24. The level of statikticevas measured in a clinical examination as part of
significance was set at<).05. To examine the the 46-year follow-up study. The formation of
characteristics  associated  with  frequerttoth the smoking (Keto, Ventola et al. 2017) and
attendance, cross-tabulation with Peatsddhi- the alcohol use (Vladimirov, Niemela et al. 2015)
Square test, and multivariate binary logistiwariable was based on previous research. Of need
regression analysis were used. Non-FAs wefactors, self-reported health and chronic health
used as the reference group for FAs. conditions (38 in total) were included. Chronic

To determine potential risk factors underlyin%ﬁi&irmCo?ﬁét'?cgﬁowi\’r\]/ere uezgg;&%%gedouby
frequent attendance, and in order to build th 9 94 ’ y

models for multivariate binary logistic regressionever had any following symptoms, sicknesses or

analysis, Andersén behavioral model of health injuries verified or treated py a doctOrPIosmgr-
In%meshow test was used in order to examine the

services use was applied, supplemented by pa . L .
of the third phase of the model, which recognis%;()dness of fit for logistic regression models.

personal health practices (Andersen 1995). Sin on-FAs were used as the reference group for
the development of the initial model in 1968,

three revisions have been carried out. Andésserin order to determine and compare how many of
initial model accounted for predisposing factorghe study subjects” had used PPHC, OHC, and
enabling resources and need factors. The secdPdC  services, frequencies, percentages,
phase of the model (1970s) included theearson’s Chi-Square test, and medians for the
influence of the organisation of the healthcareisits were applied. Mann-Whitney test was used
services, as well as consumer satisfaction. As ttke examine and compare p-values for the
data used did not provide adequate informatiamedians. Lower and upper quartiles were used
about these aspects, the second phase of #iengside the medians. These estimates were
model was not used. The third phase of the modsblely examined for those study subjects who had
(1980s—-1990s) recognises the influence afsed the service in question at least once during
available/used health services on the maintenanite previous year, as the inclusion of all the gtud
and improvement of health status, as well as tlseibjects would have biased the results. To
effect of external environment on both healtexamine FAS use of PPHC, OHC, and PHC
service use and personal health practicessits, their share of total consultations was
(Andersen 1995). As the current data did natalculated using frequencies and percentages.
provide full information on all of the

aforementioned variables of the third phase of the

he models for multivariate binary logistics
egression analysis were build as follows:
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Results tended to have a lower educational status, be
more often unemployed or draw a disability
pension, and have a lower income level. FAs
A total of 519 (9.5%) research subjects weraere more frequently ex or current smokers, and
considered as FAs of PPHC. The characteristie®stainers from alcohol. FAs appeared to report
of FAs and non-FAs are presented in Table 1. Anore frequently dissatisfaction with their current
compared to non-FAs, within FAs there werdife situation, and evaluated their health as poor.
more females, unmarried, and divorced. FAs

Characteristics of FAs

Table 1: The characteristics of middle-aged frequent attends and non-frequent attenders.
Pearson’s Chi-Square test. The information was $ekeported.

Independent variable  Frequent Non-frequent All p-value
ctees e nesaes
n (%) n (%)
n (%)
Female gender 324 (62.4) 2808 (56.6) 3132 (57.1) 010.
Marital status <0.001

Married/cohabiting 344 (66.3) 3823 (77.0) 41%8.0)

Unmarried 69 (13.3) 527 (10.6) 596 (10.9)

Divorced 74 (14.3) 447 (9.0) 521 (9.5)

Highest education <0.001

Tertiary 80 (15.4) 1431 (28.8) 1511 (27.6)

Secondary 348 (67.1) 3087 (62.2) 3435 (62.6)

Basic 55 (10.6) 242 (4.9) 297 (5.4)

Employment <0.001
status

Full-time work 291 (56.1) 3933 (79.2) 4224 (97.0

Part-time work 45 (8.7) 356 (7.2) 401 (7.3)

Unemployed 63 (12.1) 234 (4.7) 297 (5.4)

Disability pension 44 (8.5) 76 (1.5) 120 (2.2)

Others 51 (9.8) 210 (4.2) 261 (4.8)

Income <0.001

Low income 97 (18.7) 492 (9.9) 589 (10.7)

Middle income 278 (53.6) 2857 (57.5) 3135 (57.2)

High income 55 (10.6) 1009 (20.3) 1064 (19.4)
Satisfaction with the <0.001
current life situation

Satisfied 388 (74.8) 4420 (89.0) 4808 (87.7)

Unsatisfied 97 (18.7) 355 (7.2) 452 (8.2)

Can't tell 3(0.5) 33(0.7) 36 (0.7)

Self-reported health <0.001

Good 219 (42.2) 3376 (70.0) 3595 (65.6)
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Decent 210 (40.5) 1306 (26.3) 1516 (27.6)
Poor 63 (12.1) 118 (2.4) 181 (3.3)

Smoking <0.001
Non-smokers 203 (39.1) 2638 (53.1) 2841 (51.8)
Ex-smokers 54 (10.4) 286 (5.8) 340 (6.2)

Quitters 10 (1.9) 75 (1.5) 85 (1.5)
Current smokers 121 (23.3) 796 (16.0) 917 (16.7)

Alcohol use <0.001
Binge drinkers 21 (4.0) 125 (2.5) 146 (2.7)

Heavy drinkers 34 (6.6) 445 (9.0) 479 (8.7)
Abstainers 80 (15.4) 430 (8.7) 510 (9.3)
Others 358 (69.0) 3822 (77.0) 4180 (76.2)

BMI
<30 351 (67.6) 3770 (75.9) 4085 (74.5) <0.001
>30 162 (31.2) 909 (18.3) 1071 (19.5)

Number of chronic <0.001

health conditions
0 94 (18.1) 1940 (39.1) 2034 (37.1)
1 133 (25.6) 1475 (29.7) 1608 (29.3)
>2 271 (52.2) 1431 (28.8) 1702 (31.0)

To identify the characteristics with the strongesibstinence from alcohol, heavy drinking, and
association with frequent attendance, 8MI > 30. The significance of Hosmer-

multivariate binary logistic regression analysidemeshow test was over 0.05 in every model,
was carried out (Table 2). As demonstrated iand thus supported the models.

Model _1, all predisposing factors except fo.i:As' use of healthcare services

unmarried status seemed to associate with

frequent attendance. Adding income to the modeAs’ and non-FAS (those who had used the

(Model 2), showed low income not havingservices in question at least once during the
statistical significance in the model. In Model 3previous year) use of PPHC, OHC, and PHC
the previously significant associations betweeservices are presented in Table 3. In comparison
frequent attendance and basic education, patt-non-FAs, FAs appeared to use a wider range of
time work, and high income became nonPPHC services (p<0.001). As compared to non-
significant. Of personal health practices, exFAs, FAs use of both physicians” and dentists

smoking, heavy drinking, abstinence fromservices was two-fold, and for public health

alcohol, and BMI> 30 seemed to be associatediurses” services greater than three-fold within
with frequent attendance. After adding nee®PHC. According to the medians for visits to

factors to the final model (Model 4), beingPPHC, relative to non-FAs, FAs use of

divorced and tertiary education lost theiphysicians’, physiotherapists’, and psychologists’
statistical significance in the final model, whereservices was four-fold, the use of dentists
in total 13 characteristics seemed to be associateelvices was three-fold, and the use of public
with  frequent attendance: unemploymenthealth nurses” services was two-fold. Within

drawing a disability pension, ex-smoking, poor o©HC, only use of physicians” and public health
decent self-reported health, having one or moreurses” services, and merely use of dentists
chronic health conditions, female gender,services within PHC, were statistically significant

dissatisfaction with the current life situation,(p<0.001). Relative to non-FAs, FAs" use of
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public health nurses” services within OHC wasef FAs. Moreover, non-FAs also used physicians’

two-fold, while non-FAs use of dentists” serviceservices within OHC more

within PHC was two-fold in comparison to thatcompared to FAs.

frequently as

Table 2 Multivariate binary logistic regression andysis of the associations between the
characteristics and frequent attenders. The modelare constructed according to predisposing
factors (Model 1), enabling resources (Model 2), pgonal health practices (Model 3), and need
factors (Model 4). The odds ratios and 95% confidese intervals are presented. Non-frequent
attenders were used as the reference group. Apartdm body mass index, which was measured
in a clinical examination as part of the 46-year fbow-up study, the information was self-

reported.

Independent variable Model 2 Model 2 Model 3 Model 44
odds ratio (95% odds ratio (95% odds ratio (95% odds ratio (95%
confidence confidence confidence confidence
interval) interval interval interval

Gender

Male 1.0 1.0 1.0 1.0
Female 1.35(1.10to 1.33(1.07to 1.35(1.04 to 1.33(1.02 to
1.66)** 1.65)* 1.76)* 1.74)*
Marital status
Married/cohabiting 1.0 1.0 1.0 1.0
Unmarried 1.01 (0.74 to 0.94 (0.68 to 0.77 (0.51 to 0.77 (0.52 to
1.37) 1.32) 1.15) 1.15)
Divorced 1.59 (1.19to 1.45 (1.07 to 1.51 (1.04 to 1.38 (0.94 to
2.12)** 1.99)* 2.20)* 2.03)
Education
Secondary 1.0 1.0 1.0 1.0
Tertiary 0.54 (0.42 to 0.56 (0.42 to 0.70 (0.51 to 0.73 (0.53 to
0.70)*** 0.73)*** 0.96)* 1.02)
Basic 1.63(1.15to 1.59 (1.09 to 1.55(0.99to 1.41(0.89to
2.29)** 2.32)* 2.44) 2.23)
Employment status
Full-time work 1.0 1.0 1.0 1.0
Part-time work 1.49 (1.05to 1.48 (1.03 to 1.27 (0.80to 1.17 (0.73 to
2.11)* 2.14)* 2.02) 1.89)
Unemployed 2.88 (2.08 to 2.71(1.91to 3.14 (2.08 to 2.79 (1.84 to
3.98)*** 3.86)*** 4.72)%* 4.23)***
Disability pension 5.94 (3.86 to 6.07 (3.77 to 6.84 (3.95to 4.81 (2.73 to
9.15)*** 9.77)*** 11.84)*** 8.49)***
Others 2.89 (2.02 to 2.33(1.531t0 2.12 (1.27 to 1.85 (1.09 to
4.14)*+* 3.53)*** 3.53)** 3.12)*
Satisfaction with the
current life situation
Satisfied 1.0 1.0 1.0 1.0
Unsatisfied 2.10(1.59to 2.18 (1.62to 2.18 (1.53 to 1.58 (1.09 to
2.78)*** 2.93)*** 3.12)*** 2.29)*
Cannot tell 0.58 (0.17 to 0.65 (0.15to 0.91 (0.20 to 0.58 (0.12 to
1.98) 2.91) 4.21) 2.80)
Income
Middle income 1.0 1.0 1.0
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Low income
High income

Smoking
Non smokers
Ex-smokers

Quitters
Current smokers

Alcohol use
Others
Binge drinkers

Heavy drinkers
Abstainers

Body mass index
<30
>30

Self-reported health
Good
Decent

Poor
Number of chronic
health conditions

0
1

>2

1.20 (0.90 to
1.59)

0.71(0.52 to
0.96)*

1.06 (0.75 to
1.50)

0.78 (0.54 to
1.12)

1.0

2.13 (1.44 to
3.14)%+

1.93 (0.93 to
4.01)

1.35 (0.99 to
1.85)

1.0

1.09 (0.57 to
2.09)

0.57 (0.33 to
0.99)*

1.58 (1.10 to
2.28)

1.0

1.70 (1.29 to
2.24)%%*

1.03 (0.73 to
1.46)

0.80 (0.55 to
1.16)

2.06 (1.39 to
3.07)%*

1.43 (0.65 to
3.12)

1.20 (0.87 to
1.65)

1.0

0.91 (0.47 to
1.78)

0.52 (0.29 to
0.90)*

1.56 (1.07 to
2.26)

1.0

1.34 (1.00 to
1.78)*

1.0

1.96 (1.48 to
2.62)%*

2.72 (1.58 to
4.68)**

1.0

1.62 (1.14 to
2.32)%

2.08 (1.47 to
2.94)%*

*p<0.05, **p<0.01, **p=<0.001

Hosmer-Lemeshow test for goodness of fit, signifae? 0.499;° 0.546;¢0.206;40.738.
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Table 3: Frequent attenders” (FAs) and non-FAs” @sof public primary, occupational
and private healthcare services. The estimates werexamined only for those study
subjects who estimated that they had used the secé in question at least once during
the previous year. To examine and compare how mamgyf the study subjects” had used
the services, Pearson’s Chi-Square test was usedamh-Whitney test was used to
examine and compare p-values for the medians.

Healthcare sector Pearson’s Chi-Squre test Mann-Whtriey test
n (%) Significance Median Significance
(lower and upper
quartile)
FAs Non-FAs P-value FAs Non-FAs P-value

n=519 n=4965
Public primary healthcare

Physician 465 1701 ok 40(2.0 1.0(1.0 ¥
(89.6) (34.3) to 6.0) to 2.0)
Dentist 377 1781 ok 3.0(1.0 1.0(1.0 **
(72.6) (35.9) t0 5.0) to 2.0)
Public health nurse 357 940 ok 202.0 1.0(1.0 =
(68.8) (18.9) to 4.0) to 2.0)
Physiotherapist 198 146 (2.9) *** 40(22.0 1.0(1.0 *=
(38.2) t0 9.0) to 2.0)
Psychologist 85 (16.4) 40 (0.8) ik 4.0(2.0 1.0 (1.0  #**=*
to 10.0) to 2.0)
Other professionals 234 768 ok 1.01.0 1.0(1.0 *=
(45.1) (15.5) to 3.0) to 2.0)
Occupational healthcare
Physician 228 2555 * 20(1.0 2.0(1.0 1w
(43.9) (51.5) to 4.0) to 3.0)
Public health nurse 181 2007 20(1.0 1.0(1.0 x=
(34.9) (40.4) to 2.5) to 2.0)
Psychologist 18 (3.5) 149 (3.0) 2.0(1.02.0(12.0
to 3.5) to 3.0)
Physiotherapist 55 (10.6) 566 2010 20(.0
(11.4) to 3.0) to 4.0)
Private healthcare
Physician 136 1232 1.01.0 1.0(1.0
(26.6) (24.8) to 2.0) to 2.0)
Dentist 74 (14.3) 1440 el 20(1.0 1.0(1.0 *=*
(29.0) to 4.0) to 2.0)
Physiotherapist 62 (11.9) 468 (9.4) * 5.0 (3.05.0 (3.0

t0 10.0) to 10.0)

*n<0.05, **p<0.01, **p<0.001
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Table 4: Frequent attenders” share of the visitotpublic primary, occupational, and private
healthcare.

Healthcare sector Total visits Frequent attendersShare of
total visits (%)

Public primary healthcare

All visits 16 049 7 285 (45.4)
Physician 5154 2134 (41.4)
Dentist 4365 1278 (29.3)
Public health nurse 2746 1385 (50.4)
Physiotherapist 1470 1202 (81.8)
Psychologist 641 567 (88.5)
Other 1673 719 (43.0)

Occupational healthcare

All visits 12976 1321 (10.2)
Physician 6926 704 (10.2)
Public health nurse 3651 382 (10.5)
Psychologist 486 47 (9.7)
Physiotherapist 1913 188 (9.8)

Private healthcare

Al visits 9213 874 (9.5)
Physician 2457 250 (10.2)
Dentist 2904 195 (6.7)
Physiotherapist 3852 429 (11.1)

FAs” share of consultations within PPHC, PHCservices within PPHC, PHC, and OHC. The
and OHC is illustrated in Table 4. FAs accountetesults showed that the characteristics of middle-
for almost one-half of all consultations withinaged FAs pertain to employment status
PPHC, but only approximately one-tenth of allunemployment and disability pension), health
consultations  within OHC and PHC.behaviours, dissatisfaction with one’s current life
Simultaneous interpretation of Tables 3 and dituation, and poor health. Moreover, relative to
shows how only part of FAs use differenhon-FAs, FAs appeared to primarily utilise
services: within PPHC, approximately 198 FAglifferent healthcare professionals” services, as
(see Table 3) used an excess of 80% @fell as use the services with a greater frequency,
physiotherapists” services (see table 4), 85 FAgthin PPHC. At the same time, the FAs™ overall
used almost 90% of psychologists” services. FAse of OHC and PHC services was noticeably
used one-half of public health nurses” servicegwer to that of PPHC services: FAs accounted
almost one-third of dentists” services, and dior nearly one-half of all consultations within
excess of 40% of physicians” services. WithiPPHC, while only approximately one-tenth of the
OHC, FAs used one-tenth of physicians” servicespnsultations within OHC and PHC.

and one-tenth of public health nurses’ serViceﬁiscussion of the results
Within PHC, FAs used almost one-tenth o

dentists” services. In line with previous studies (Salisbury, Johnson
et al. 2011), the current results indicated that
having chronic health conditions were associated
Main findings: This study aimed to examine thewith frequent attendance. This is unsurprising, as
characteristics of FAs of PPHC and thenost of the customers of PPHC have chronic
differences in the use of healthcare providersiealth conditions (Sinervo, Tynkkynen et al.

Discussion
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2016). Also, some of the chronic healt(LaCalle, Rabin 2010). FAs" share of the
conditions require multiple visits, and visits toconsultations within PHC and OHC was only
physicians are required in order tget approximately one-tenth. FAs™ higher use of
prescriptions. As shown in previous studies, pod®PHC services is not surprising, as the definition
self-reported health seemed to have dior a FA was based on visits to PPHE.low
association with frequent attendance (Kivela, Elemployment status may have restricted the use of
et al. 2018, LaCalle, Rabin 2010). If the customé&HC services by some FAs, as they are not
experiences their health as poor, although remtitted to OHC, which in turn may have
objectively detectable reason for the visit isnfluenced their seeking treatment from PPHC
found, visits should not be automatically claimedector. Finland’s healthcare system has been
as unnecessary if the customer regard their vi$gund to be unequal, as only those in the
to healthcare as necessary. workforce have the opportunity to use OHC
dservices. Those in low socioeconomic position

Both drawing a disability pension an )
unemployment  were linked  to frequenthave also been shown to use less PHC services

. P - ._due to theircostly nature (Regidor, Martinez et
attendance in multivariate logistic regressmtgL 2008). Contrary to previous results (Diaz,

analysis, although only 12% of FAs were.: ) ,
unemployed and 9% of them were on a disabiIitG'.meno'l:e“u et .al' 2014), on the other hand, in
pension. These results are consistent with t 'S s_tudy IQW income did not seem to be

previous literature (Vedsted, Olesen 2005). Iﬁssoaated with frequent attendance.

contrast, FAs have found to be a vulnerable ridldlany of the previous studies of frequent

group for disability pension (Bergh, Baigi et alattendance have taken into account only visits to
2007), which is why there is uncertainty whethephysicians. However, current results indicated
drawing a disability pension is the cause or thihat FAs use a broad range of different healthcare
result of frequent attendance. Unemployment hasofessionals” services, particularly those

been found to be both the cause and consequepcevided by physiotherapists and psychologists.
of medical conditions (Herbig, Dragano et alln Finland in 2012, a greater portion of visits to

2013), which may explain the result ofPPHC pertained to non-physicians: 70% of the
unemployment and having chronic healtltonsultations to PPHC were visits to other

conditions being associated with frequenhealthcare professionals than physicians (Mollari,

attendance. Saukkonen et al. 2013). FAs" use of several

Other previously found characteristics aSSOCiat%Fe?:tzg?;e|§;ogizzlgn$ﬁicﬁer2/lﬁrse ngvaio%%fto
with frequent attendance were female gende X ' 4

dissatisfaction with the current life situation,- exmore than one healthcare professional (Alahuhta

smoking, heavy drinking, abstinence from& Niemeld, 2017). Interventions using case

alcohol. and BMI> 30. An accumulation of management and multi-professional teamwork

. ave been found to have positive effects on
unhealthy behaviors may reflect general hea’%equent attendance (Hirsikangas, Kanste et al.

conditions. A BMI over 30 and abstinence fro X
alcohol seemed to be associated with freque 18). In Finland, not all of the PPHC centres are

attendance, which supports the findings of le tlo prowtc]iel a_II i necessary Bse:\élctes, for
previous studies (Koskela, Ryynanen et al. 201(§|)|(a$ptﬁ'ep?&(; ?nog:zes d Soir\ijl(i:f?esr.en%/ heixltrr?:;r;s'
The result of abstinence from alcohol may b : ; .

explained by the fact that alcohol use is resmcteorofessmnals services may not have the

because of health conditions and require%oss'b'“ty to receive the services they need,

medication. The association of female gender a n?lgzgh r:r(;dg”2ltjear|n:t?évzginr'gi:‘?cnz;i(?r:eo;nzgz. ilsn
ex-smoking with frequent attendance is in lin ’ Y

with a previous study, which used NFBC196 eing made within PPHC. Nor is there consistent

data from 48 —year follow up study: among definition for a FA. Thus, it is of importance to

women, ex-smokers used PPHC senvices to,di% B9 A BRI S TTRERAE S
great extent (Keto, Ventola et al. 2017).

merely physicians” services.
Present findings indicated that FAs of PPH
primarily utilised PPHC services, accounting fo
almost one-half of these consultations; a resu
which has also been found in previous studi

0o our knowledge, no previous study has
pecifically focused on the use of the range of
ifferent healthcare professionals” services by
As across PPHC, PHC, and OHC sectors. The
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current data provided important information ofConclusion
FAs” use of additional healthcare services WithiE
the Finnish healthcare system. As the Finnis fessionals, it is vitally important for FAs

healthcare system has been found to be uneq Irstly to receive treatment which corresponds to

and favouring those in the workforce, the resultl,?]eir requirements. and secondly, for that the

of this study provide important Imcormat'ontreatment be provided in cooperation between

;?r%?]rdt'ﬁgof?]r:emcsjlrr:r?ta;zgareeftgsi;in:(') fr\]en;?ﬂjo ifferent healthcare professionakdso, the need
9 yp r services should be determined based on not

design, namely being a Finnish population-base

2 : : only the use of physicians” but also other
cohort study providing information on 5484healthcare professionals” servic&his allows
cohort members.

the customer to have a consistent health service
Strengths and limitations pathway, as well as receive effectively allocated

Limitations of the current study include firstlyeth care, while smgltaneously enabling  the
healthcare professionals to form an overall

definition of a FA as a FA of PPHC. This may .

have led us to_overlook those who may bBCIE O SRS, RESIR O S TS, o
considered as FAs within OHC and/or PHC; group

However, we specifically sought to profile thehelps to unde'rstand the customers needs for'care
hen planning appropriate health service

FAs of PPHC, as the services provided in PPHwathwa A deeper understanding of the use of
are financed by municipal taxation and stat% Y- P 9

subsidies. As OHC services can be outsourced Boader healthcare services by FAs provides

both PPHC centres and PHC sector Cohoillpportant information on the way the services are
) lrl]%ed within Finland’s unique healthcare system,

members may have based the answers on f{ .
actual site they have received care Oel;nd thus_ enables the development of effective
alternatively, the healthcare provider that halgterventlons for FAs.
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