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Introduction

General practitioners provide continuing medical care for 
patients (irrespective of  age, sex, or health problems) in the 
community. They are usually a patient’s first point of  contact. 
Children up to the age of  14 formulate around 37% of  the 
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AbstrAct

Background: Parents’ of young children who frequently attend primary health care (PHC) services for mild health problems (MHPs) 
can present a complex and difficult challenge for staff. This phenomenon can expose the child to inappropriate overprescribing, 
unnecessary medical interventions and may impair the quality of life of parents and children. Aim: To define driving factors for 
frequent attenders (FAs) preschool children in PHC services in Kuwait. Design and Setting: An unmatched case-control study 
was conducted in the PHC setting in Kuwait. Method: A sample comprised of 300 parents from 10 PHC centres was selected. The 
top third children with higher frequency (FAs) visits to their family practitioners (FPs) were compared with the lower third with 
lower frequency (NFAs) visits to their FPs during the same duration. The Brief Illness Perception Questionnaire (Brief IPQ) was 
used to assess parents’ response to their children’s illness. The sociodemographic data for both groups were collected. Culture 
and background heath status for child and family were collected (order of the child in the family, if the family is living with the 
extended family and additional help received regarding childcare). The previous medical history of parent, child, and siblings was 
also included. Results: The mean number of consultations in FAs versus NFAs within the previous year was 15.5 ± 7.6 and 4.3 ± 2.1, 
respectively. There was no significant difference in means between the two groups of parents in responses to the questions of the 
adapted Brief IPQ. FAs were more likely to be the first-order child (odds ratio (OR) 2.4; 95% confidence interval (CI) =1.2–4.6), have 
chronic disease (OR 4.7; 95% CI = 2.1–10.6), and live with the extended family (OR 1.8; 95% CI = 1.1–3.3). They experienced an acute, 
potentially life-threatening episode previously (OR 2.6; 95% CI = 1.1–6.4), with the same applying to a sibling (OR 72.6; 1.2–6.2) or 
parent (OR 2.6; CI = 1.1–6.4). Conclusion: Identification of the hidden reasons that affect parents’ decisions to consult their FPs 
frequently for their children’s MHPs were important predictors for defining preschool FAs children in the PHC centres and can help 
the staff provide effective management plans to help them.
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total population of  Kuwait. This situation poses considerable 
challenges for general practice in Kuwait in meeting their health 
needs.

Dealing with child illness can be stressful for parents. When 
a child becomes ill, hidden influences, rather than personal 
characteristics, can affect their decision to seek medical care.

Many parents have previous health experiences, perceptions and 
interpretations that depend on a limited understanding of  factors 
related to illness and disease.[1,2] Repeatedly, parents’ concerns 
regarding their child’s health are not consistent with the level of  
priority considered by family practitioners (FPs).[3] Subsequently, 
frequent attenders’ (FAs) children phenomenon, with related 
consequences, occurs.

Previous studies reported that FAs children are more prone 
to unnecessary drug prescriptions and needless medical 
interventions.[4,5] Additionally, it interferes with the quality of  
life of  children and parents.[6,7] Furthermore, previous reports 
showed that FAs are adding more cost and load onto health 
services.[8,9]

Identification of  their characteristics is not enough to propose 
strategies to confront this problem. Discovering parents’ motives 
behind this behavior can improve understanding of  their 
difficulties and enhance communication.[10,11] Once clinicians 
understand these factors, they can develop accurate and targeted 
strategies to empower this group of  parents. Additionally, it 
could help with the development of  better health services and 
resources to help parents deal with their children’s mild health 
problems (MHPs).[12,13]

It is important to investigate and highlight parents’ hidden driving 
factors behind this behavior as little information is published 
about this subject in the Gulf  region and throughout the globe.

The State of  Kuwait, where this study has taken place, is situated 
in the northeast of  the Arabian Peninsula. It is a high‑income 
country and its economy ranks 10th (2016) and 5th (2018) 
according to gross national income per capita published by the 
World Bank.

Method

Study design
This is an unmatched case‑control study for age and gender. It 
was designed to compare various variables that motivate parents 
to consult their FPs about their children’s MHPs and measures 
that assess the cognitive and emotional impact of  children’s 
illnesses on parents. The sample was collected between January 
2017 and August 2017.

The Medical Research Ethics Committee of  the Ministry of  
Health in Kuwait approved the study protocol. Approval number 
is 216/361.

All participants provided written informed consent

Participating centers
Kuwait had a population of  approximately 4,225,705 of  which 
about 1,305,722 million were Kuwaiti citizens (as of  January 
2016). The total number of  Kuwaiti children from 1 to 5 years 
in this period was about 114,256. The current population of  
Kuwait is 4,254,445 as of  Sunday, August 11, 2019, of  which 
about 1,403,113 million were Kuwaiti citizens based on the latest 
United Nations estimates.

Kuwait is divided into five health regions with 97 primary health 
care (PHC) centres representing the first level of  service. These 
centres refer patients as needed to five general area hospitals.

Cases were recruited from 10 PHC centres. Two criteria were 
required from participating PHC centres. First, at least one of  
the centre’s doctors is a board‑certified family physician. Second, 
the majority of  patients attending the centre are Kuwaiti citizens. 
Twenty‑six centres met these criteria, and from these, the largest 
two centres from each region, with at least 15,000 registered 
people, were selected to participate in the study.

The selected 10 centres were recruited using cluster sampling.

Sample size
There are no preceding studies comparing the parents’ perception 
of  their children’s MHPs between FAs and NFAs children. We 
estimated the sample size in accordance with previous research 
investigating the relationship between maternal knowledge 
of  vaccines and its impact on infant immunisation rates in 
Karachi, Pakistan.[14] The sample size is 270 participants, which 
has been calculated by using the Sample Size Calculation for 
Unmatched Case–Control Studies of  the software open Epi.[15] 
Our assumptions are 80% power, 5% alpha, 30% of  controls 
have unfavorable illness perception (have overall sum score above 
40) and 50% of  cases have unfavorable illness perception (have 
an overall score above 40).

The collected sample was 300 accompanying parents of  
children (aged 1–5 years) from 10 centres. The additional 30 
participants were included in the final sample size calculation 
and analysis.

Sampling procedure
A consecutive series of  eligible parents from each of  the 10 
clinics were included until the required number was achieved (30 
parents from each clinic).

Of  all parents invited to participate in the study, only 13 declined 
citing shortage of  their time.

All parents were Kuwaiti (21–55 years). Parents were excluded 
if  they had any documented psychiatric health problems 
or personality disorders. Previous reports documented the 
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relationship of  these problems with the increased frequency of  
visits to the health services.[16,17]

There is no agreed or precise definition for FAs patients, especially 
in children.[4,16‑19] Some studies considered FAs as the top 10%, 25%, 
30% or the top 33.3% of  consulting patients during a 1‑year period.

We considered the top third (100 children) with higher frequency 
of  visits to their FPs for MHPs in the year prior to data collection 
as the study arm. The lower third with lower frequency visits 
within the same duration (100 children) was considered as the 
control group. This ensures enough sample size for analysis and 
comparison.

Parents were invited after finishing their visits to FPs.

Their children must be currently well and without fever, injuries, 
or any moderate or serious conditions that necessitate urgent 
interference.

No incentives were provided to participants.

Data collection
One FP was appointed as an investigator from each participating 
centre. A meeting was held with the study coordinator to discuss the 
purpose, design, recruitment criteria and logistics of  data collection. 
They were trained to identify and invite study participants according 
to the specified inclusion and exclusion criteria.

A questionnaire that assesses the cognitive and emotional 
representations of  illness was completed by the parent in a 
separate room in the clinic. The completed questionnaires were 
sent to the coordinator’s office for data entry and analysis.

The instrument
Brief  IPQ [Figure 1] was adapted, after obtaining permission 
to use it. The questions were redirected to explore the parents’ 
cognitive and emotional representation towards their children’s 
illness.

Figure 1:  Brief Illness Perception Questionnaire (IPQ)
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Brief  IPQ is a nine‑item self‑report scale measuring the 
patient’s cognitive and emotional representations of  their 
illness including consequences, timeline, personal control, 
treatment, control, identity, coherence, concern, emotional 
response and causes. The Brief  IPQ has been proven to be 
reliable and valid.[20]

The original English questionnaire was translated into Arabic by 
a bilingual FP. Translation back into English was independently 
performed by another bilingual FP, and its retranslation back into 
Arabic independently carried out by an Arabic language senior 
tutor. The study investigators then reviewed the two Arabic 
versions and agreed that they were equivalent.

The Arabic questionnaire was pretested on 20 subjects to uncover 
any difficulties in understanding the questions and to estimate 
the time needed to complete it. Subsequently, minor adjustments 
were made to the wording of  some questions.

The adapted Brief  IPQ was completed by enrolled parents. 
Additional information was collected and completed by the 
investigators. This included parent’s marital status, number of  
living siblings, order of  the child in the family, education level, 
occupation, if  the family is living with the extended family 
and additional help received regarding childcare. The previous 
medical history of  parent, the child or siblings was included.

Statistical analysis
Various descriptive statistics (mean and standard deviation) were 
used to describe the difference between the two groups, regarding 
the number of  children visits for MHPs during the previous year.

Chi‑squared test was conducted to assess the differences between 
FAs and NFAs groups with respect to sociodemographic 
characteristics.

Independent t‑test was used to compare mean scores between 
the two groups in response to the adapted Brief  IPQ questions.

The crude odds ratios (ORs) and their 95% confidence 
interval (CI) were calculated for different influencing factors 
separately.

A significance level of  5% was used for all analyses.

The statistical package for Social Sciences SPSS 23.0 was used 
for data processing.

Results

The mean number of  consultations in FAs within the previous 
year was 15.5 (range 8–45) ±7.6, compared with 4.3 (range 0–7) 
±2.1 in NFAs.

Table 1 shows the sociodemographic data of  participating 
parents with their accompanying children. It shows no significant 

difference regarding basic background information between FAs 
and NFAs groups (parents’ age, gender, marital status, educational 
level and occupational status), as well as in the gender and age 
of  accompanying children.

Single‑child families slightly dominated in FAs (19%) versus 
NFAs (7%), however, with no significant difference.

Reponses to the adapted Brief  IPQ showed no significant 
difference in means between the two groups of  parents for the 
first eight questions [Table 2].

Brief  IPQ question 9 analysis showed that most parents 
reported changes in weather as the main cause of  their 
children’s illness (65.5%). Some reported contagious 
causes (38.0%) and 33.5% reported other causes (e.g. excess 
consumption of  ice cream and cold drinks, wearing light 
dress, etc.).

Table 1: Sociodemographic characteristics of FAs and 
NFAs children (1‑5 years) in PHC offices

Characteristics FAs No=100 NFAs No=100 P
Parent’s age

0.70021‑45 years 97 96
>45‑<65 3 4

Parent gender
Male 35 29 0.363
Female 65 71

Marital status
Married 98 98 1.00
Divorced 2 2
Widow/widower 0 0

Educational level
Nonilliterate 3 1 0.231
Primary school 1 1
Junior 13 6
Secondary 29 25
College and above 42 58
Others 12 9

Occupation
Working 79 82 0.395
Not working 17 17
Retired 4 1

Number of  children in 
family

1 19 7 0.052
2 30 27
3 24 29
>3 27 37

Child gender
Male 58 59 0.589
Female 42 41

Child age (years)
1≥2 30 29 0.422
2≤3 21 14
3≥4 19 27
4‑5 30 30
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Table 3 shows different important factors that may affect visit 
frequency of  children to their FPs. In the group of  FAs, there 
is a highly significant number of  children with chronic health 
problems (OR 4.7; 95% CI = 2.1–10.6), and who are living with 
extended family (OR 1.8; 95% CI = 1.1–3.3). This is also seen 
in first‑order children (OR 2.4; 95% CI = 1.2–4.6). The history 
of  potentially life‑threatening illness early in life, whether in 
the child, siblings or parents, was significantly higher in FAs 
versus NFAs children (OR 2.6; 95% CI = 1.1–6.4, OR 1.5; 
95% CI = 0.7–3.1, OR 2.6; 95% CI = 1.1–6.4, respectively). 
Parents (22%) and siblings (21%) with a history of  chronic 
disease is higher in the FA children; however, this is statistically 
not significant.

Discussion

PHC physicians often see parents whose worries regarding 
their child’s vulnerability to disease or safety issues seem out of  
proportion to the child’s actual health status. This phenomenon 
leads to frequent visits to PHC services with unfavourable effects 
on the services, children and their parents.

Beliefs, social and cultural factors may contribute to parents 
seeking medical advice frequently.

This study explored several specific factors that influence the 
parents’ decision to consult their FPs more frequently when their 
children develop minimal symptoms of  illness. Many of  these 

motivations are related to the child’s social and chronic health 
status, culture factors and previous medical events in the family, 
rather than parents’ personal characteristics.

There are no previous studies to directly compare our results 
with.

The first born children were more likely to be FAs. In accordance with 
the reports of  previous studies,[21,22] they are seen as more vulnerable 
to serious illness. This can be explained by the lack of  experience 
of  parents with symptoms of  MHPs and how to deal with them.

Children with chronic diseases such as bronchial asthma, eczema, 
etc., were observed to be more frequently visiting their FPs when 
they developed MHPs. These children are perceived by their 
parents as vulnerable[23] causing parents to behave in a more 
controlling, protective or intrusive manner[24], leading to frequent 
visits to health services.

In accordance with previous reports,[4,24] children were perceived 
by their parents as medically susceptible if  they experienced an 
acute, potentially life‑threatening illness early in life even after 
full recovery. Thus, traumatic experience leads to an exaggerated 
response to minor symptoms. Previous history of  issues in the 
family, whether experienced by the parent or siblings, leads to the 
same effect. The unpleasant incident has subconscious effect on 
the parents driving them to seek medical advice early for MHPs 
in previously healthy children.

Table 2: Response of the two groups to adapted IPQ
Questions FAs Mean (SD) NFA Mean (SD) P 95% CI
How much does your child’s illness affect your life? 5.03 (3.26) 5.74 (3.46) 0.137 ‑1.648‑0.228
How long do you think your child’s illness will continue? 3.20 (1.97) 3.18 (2.17) 0.951 ‑0.561‑0.597
How much control do you feel you have over your child’s illness? 6.88 (3.07) 6.79 (2.97) 0.833 ‑0.753‑0.933
How much do you think your treatment can help your child’s illness? 7.58 (2.55) 8.05 (2.43) 0.183 ‑1.164‑0.224
How much do you experience symptoms from your child’s illness? 7.54 (2.52) 8.01 (2.33) 0.173 ‑1.147‑0.207
How concerned are you about your child’s illness? 9.02 (1.66) 9.11 (1.64) 0.700 ‑0.550‑0.370
How well do you feel you understand your child’s illness? 8.09 (2.34) 8.33 (2.40) 0.474 ‑0.900‑0.420
How much does your child’s illness affect you emotionally? 6.61 (3.07) 6.31 (2.83) 0.479 ‑0.529‑1.123
SD: Standard Deviation, CI: Confidence Interval

Table 3: Variables that may affect the frequency of annual visits to PHC physicians’ offices among children (1‑5 years old)
Variables FAs, n (%) NAs, n (%) OR (95% CI) P
Child information 

If  the child is the first order 33 (33) 17 (17) 2.4 (1.2‑4.6) <0.009**
If  the child has chronic disease 32 (32) 9 (9) 4.7 (2.1‑10.6) <0.000**
If  child had potentially life‑threatening illness early in life 19 (19) 8 (8) 2.6 (1.1‑6.4) <0.023*

Sibling information
sibling has chronic disease 21 (21) 15 (15) 1.5 (0.7‑3.1) 0.269
sibling had potentially life‑threatening illness early in life 21 (21) 9 (9) 2.6 (1.2‑6.2) <0.017*

The accompanying parent information
If  received addition care 97 (97) 98 (98) 1.5 (0.2‑9.2) 0.651
living with extended family 67 (67) 52 (52) 1.8 (1.1‑3.3) <0.031*
If  parent has chronic disease 22 (22) 14 (14) 1.7 (0.8‑3.6) 0.141
If  parent had potentially life‑threatening illness early in life 19 (19) 8 (8) 2.6 (1.1‑6.4) <0.023*

OR=Odds ratio, CI: Confidence Interval, *Significant at <0.050 level, **Significant at <0.010 level
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Living with extended families is a sociocultural habit, especially 
for young adults in the gulf  countries. We found an association 
between those who are living with extended families and 
frequent attendance. There are no similar studies to compare 
with our findings in this aspect directly. However, our result is 
not consistent with previous reports that showed positive effects 
on the health of  children receiving care from grandparents.[25,26] 
According to these studies, it is expected that children who are 
receiving ancestral care visit health care services less frequently. 
Our explanation is that parents living with extended family might 
obtain advice and sometimes face pressure from other family 
members to consult their FPs when their child develops any 
symptoms, even mild ones.

In our study, all parents’ cognitive and emotional response toward 
their children’s illness was the same between the two groups. This 
is expected, as the selection of  the participating parents excluded 
those with any psychiatric disorders. Previous studies[7,27] reported 
the strong relation of  these problems with a high frequency of  
attendance to the health services. Parents with these problems 
were excluded to avoid bias in the outcomes.

Implications for research and practice
PHC providers dealing with children need to explore the social, 
cultural and psychological status of  families and consider 
expected factors that render children to be counted as FAs. 
Communication with parents can be improved and be more 
successful, especially with the understanding of  the hidden fears 
and family circumstances.

Children regularly attend well baby clinics and scheduled 
visits for vaccination. This provides a good opportunity for 
delivering purposeful and culturally appropriate health education 
programmes for this group of  parents.

Identifying and describing the characteristics of  FAs is 
insufficient in planning suitable educational programmes. More 
studies are required from different cultures and societies to 
further explore the hidden motives for frequent unnecessary 
visits, especially for children, to PHC services. This will enrich 
researchers’ discussions and promote suggestions of  appropriate 
solutions.

Strengths and limitations
This is the first study to investigate the problem of  FAs children 
to PHC services in the Middle East. Additionally, after the 
meticulous exclusion of  psychiatric problems and personality 
disorders among parents, the authors investigated social, as 
well as current and previous medical experiences of  children, 
parents, siblings and the possibility of  their influence on frequent 
unnecessary visits to PHC services.

This study has limitations. The study included Kuwaiti parents 
and children only. In Kuwait, non‑national populations constitute 
about two thirds of  Kuwait’s inhabitants. A great portion of  the 

non‑Kuwaiti residents work as drivers, builders, or in service 
occupations. These populations have different background 
social factors and health beliefs, therefore were excluded from 
the study. The addition of  the non‑Kuwaiti population may add 
biases to the results. Another limitation is that some families are 
consulting private health facilities thus records of  previous health 
visits are unknown. However, the majority of  the population 
consult national health services.

Conclusion

Summary
Repeated unnecessary visits, especially for children, to PHC 
centers have unfavourable effects on the child and PHC 
providers. Exploring motives and addressing them is extremely 
important in minimizing this phenomenon.

Cultural demographics, psychosocial intentions, and health 
experiences of  parents of  the children are strong motivating 
factors for repeatedly visiting PHC services unnecessarily. These 
issues need to be seriously investigated and addressed to avoid 
suffering unnecessary medical interventions and the possible 
iatrogenic risks associated, and to save health resources.

There is very little research done on this topic regarding FAs 
children in PHC setting. This limits the dimensions of  the 
foundation for understanding the study problem, therefore 
necessitating further development in this area of  study.
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