BGP___

*For correspondence: rebecca.
barnes@bristol.ac.uk

Competing interests: The
authors declare that no
competing interests exist.

Received: 03 October 2018
Accepted: 03 October 2018
Published: 09 January 2019

This article is Open Access:
CC BY license (https://
creativecommons.org/licenses/
by/4.0/)

Author Keywords: Frequently
Attending Patients, General
Practice, Continuity of Patient
Care, BATHE technique, Health
Communication, Feasibility
Studies

Copyright s 2019, The Authors;

DOI:10.3399/
bjgpopen18X101623

A consultation-level intervention to
Improve care of frequently attending
patients: a cluster randomised controlled
feasibility trial

Rebecca K Barnes, BSc (Hons), PhD, PgDip**, Helen Cramer, BA, MSc, PhD?,

Clare Thomas, BSc, MSc, PhD, CPsychol (Health), Senior Research Associate?,

Emily Sanderson, MSc*, Sandra Hollinghurst, PhD?,

Chris Metcalfe, BSc (Hons), MSc, PhD, PGCHE®”,

Sue Jackson, BSc, MSc, PhD, CPsychol®, Charlie Record, MRCP(UK), DRCOG, MRCGP?®,
Helen Thorley, Msc'®, David Kessler, BA, MD, MRCPsych, MRCGP**

1Senior Research Fellow, Population Health Sciences, Bristol Medical School,
University of Bristol, Bristol, UK; “Research Fellow, Population Health Sciences,
Bristol Medical School, University of Bristol, Bristol, UK; *Senior Research Associate,
Population Health Sciences, Bristol Medical School, University of Bristol, Bristol, UK;
“Research Associate, Bristol Randomised Trials Collaboration (BRTC), Population
Health Sciences, Bristol Medical School, University of Bristol, Bristol, UK; *Senior
Lecturer in Health Economics, Population Health Sciences, Bristol Medical School,
University of Bristol, Bristol, UK; ®Professor of Medical Statistics, Population Health
Sciences, Bristol Medical School, University of Bristol, Bristol, UK; “Professor of
Medical Statistics, Bristol Randomised Trials Collaboration (BRTC), Population
Health Sciences, Bristol Medical School, University of Bristol, Bristol, UK; 8Visiting
Lecturer, Health & Social Sciences, University of the West of England, Bristol, UK;
°Partner, Frome Valley Medical Centre, Bristol, UK; °Research Associate, Efficiency
Team, The National Institute for Health Research Collaboration for Leadership in
Applied Health Research and Care West (NIHR CLAHRC West), Bristol, UK;
HReader in Primary Care, Population Health Sciences, Bristol Medical School,
University of Bristol, Bristol, UK

Abstract

Background: Frequent attenders (FAs) to primary care receive considerable NHS resources without
necessarily gaining benefit, and may even be harmed.

Aim: To assess the feasibility of a consultation-level intervention to improve care and address
service use of FAs.

Design & setting: A cluster randomised controlled feasibility trial was undertaken. The study used
a mixed-methods process evaluation and took place in six practices in England.

Method: All practices screened the top 3% of all attending patients over the previous 12 months
for eligibility. Following randomisation, intervention patients were matched with named GPs,
trained to use the Background, Affect, Trouble, Handling, Empathy (BATHE) technique during
consultations. Telephone consultations were encouraged. Feasibility outcomes assessed were
recruitment, retention, data collection and completeness, implementation fidelity, and acceptability

Results: A total of 599/1328 (45.1%) FAs were eligible. Four practices were randomised to the
intervention (n = 451) and two to usual care (n = 148). A total of 96 (23.7%) patients were recruited
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to complete questionnaires. Retention and completeness of data were good; for example, 76% of
those agreeing to complete questionnaires did so at the 12-month assessment point. Thirty-four
GPs were trained and delivered BATHE 1 times to 50.1% of patients (n = 577 consultations).
There were minimal increases in continuity and telephone consultations. Patients were positive
about the intervention, but noticed little change in their care. Despite valuing BATHE, low
adherence to training was indicated and GPs used it less than anticipated.

Conclusion: It was feasible to identify FAs and collect trial data. GPs were keen to engage and
there was evidence that the BATHE technique was taken into practice. Optimising training is likely
to improve fidelity. The intervention was low cost and low risk.

How this fits in

FAs in primary care are a heterogenous group with multiple reasons for attending: physical, psycho-
logical, and social. Doctors report caring for FAs to be challenging and high service use risks iatro-
genic harm to patients. This consultation-level intervention moves away from patient ‘treatment’
towards what patients and clinicians can do together to improve recognition and support for health-
care problems and related needs. The aim is to increase patient independence over time.

Introduction

Amid concerns about the sustainability of UK primary care services,” the issue of individuals attend-
ing more often than might be expected is becoming more visible. The top 3% of attenders to pri-
mary care have been associated with 15% of overall appointments.” Moreover, FAs have
consistently been shown to have higher investigation, referral, and hospital admission rates than
non-FAs.>

Different definitions of FAs are used throughout the literature, which are based on frequency,
duration, or both.* However, FAs comprise a heterogeneous group with a wide variety of
needs.?>® Just over 50% are reported as having physical disease, and, in more than 50% of cases,
social factors (such as low social support, unemployment, and divorce) are apparent. Multiple prob-
lems (physical, psychological, and social) are reported in one-third of cases.”

Prior research has shown that frequent attendance can be driven by disease or patient
factors,” or professional and organisational factors.” However, interventions are often patient-
focused.® Measures of change have been varied, including mental health symptom severity, quality-
of-life indicators, morbidity, or consultation frequency. Systematic reviews consistently report uncer-
tainty over the effectiveness of interventions, concluding that this may in part be owing to the heter-
ogenous nature of FAs.”'° One suggestion has been to move away from patient treatments and
towards consultation-level changes.*®

The research question was: ‘Is it feasible to run a randomised controlled trial of a consultation-
level intervention for FAs in primary care?’ The objectives were to:

1. evaluate recruitment and retention capability, and resulting sample characteristics;
2. evaluate and refine data collection procedures and outcome measures;

3. assess the extent to which the intervention could be implemented as planned; and
4. assess the acceptability of the intervention to staff and patients.

Method
Study design

A cluster randomised feasibility trial was undertaken, with an economic evaluation and mixed-meth-
ods process evaluation.
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Procedure

Practices

Six general practices with differing levels of neighbourhood deprivation were recruited via the Clini-
cal Research Network: West of England. Practice eligibility criteria were having the structural and/or
organisational capacity to participate, and a list size of 7000 patients.

Screening

All practices screened electronic medical records (EMRs) to identify eligible patients. The eligibility
criteria were as follows: currently registered at a study practice; aged 18 years; and falling into the
top 3% of attenders over the previous 12 months. All types of GP contacts were included. Study
GPs excluded the following: patients whose level of consulting could be accounted for by diagnosed
physical or mental illness; patients with life-threatening illness such as cancer; patients aged >80
years with 4 medical problems; patients at high risk of hospital admission; patients undergoing dis-
tressing life events; vulnerable adults; and patients without capacity to provide informed consent.

It was anticipated that 40 eligible patients would be identified per average size practice. To
enable sufficient testing of procedures, it was planned that 15 patients would be recruited from six
practices, which would give a total sample of 90 patients. Study data were collected and managed
using REDCap hosted at the University of Bristol.

Randomisation

Practices were randomised by a member of the research team not involved in recruitment. Practices
were divided into two blocks of three similar in terms of deprivation and list size (further information
available from the authors on request). Within each block, two practices were randomly allocated to
the intervention group and one to the control group to enable more exploratory testing of the
intervention.

Patient recruitment

Eligible patients in both groups received an information sheet and consent form inviting them to
enrol in a questionnaire study. Patients wishing to participate returned a signed consent form and a
completed baseline questionnaire to the study team in a prepaid envelope. Those not wishing to
take part were asked to return a blank questionnaire. Intervention practices also sent a letter (further
information available from the authors on request) informing eligible patients that the practice would
be making some changes to their care.

Intervention and control conditions

The intervention was designed at a local practice with help from patients. The design was based on
the assumption that increased continuity of care and enhanced GP consultation skills (to elicit the
wider context to patients’ problems and support self-management) would reduce high consultation
rates and NHS costs.

Intervention practices assign all eligible patients a named GP trained to use the BATHE technique
(Box 1). Based around a series of linked questions, BATHE supports a person-focused approach to
consulting. It elicits the wider context to patients’ problems, and can act as an informal screen for
emotional distress, support self-management, and strengthen clinician—patient relationships.™*

A 30-minute training session was delivered to reception staff, with top-up training at 6 months.
Staff were trained to ask for the patient’s name first during appointment-making and to offer the
option of a telephone consultation. To facilitate matching, a ‘pop-up’ alert was placed on EMRs
identifying study patients and their named GPs. A 1 hour-long training session was delivered to
study GPs by an experienced BATHE trainer, with two further 1-hour top-up sessions, 4 and 7
months later. All training sessions were video-recorded.

BATHE training consisted of the following: an overview of the trial; a talk introducing the tech-
nique and its underlying principles; and an opportunity to role-play and to ask questions. GPs were
given a prompt card to place in their consulting rooms and encouraged to practise the technique.
GPs were asked to incorporate BATHE into all consultations with eligible patients (where appropri-
ate) and to document its use in the EMR using a dedicated Read code.

Control practices were asked to continue with usual care.
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Box 1 The BATHE consultation technique™*

BATHE is an acronym pertaining to a series of four linked questions and a closing statement as given below:
B = Background
Question 1. What is going on in your life?

A = Affect
Question 2. How do you feel about that?
T = Trouble
Question 3. What about the situation troubles you the most?
H = Handling
Question 4. How are you handling that?
E = Empathy

Closing Statement. That must be difficult for you (or something of an appropriately similar nature).

Outcomes
All eligible patients were followed-up for 12 months and data collected on consultation rate and
length (EMR review). Data were collected from questionnaire study patients at baseline, 3, 6, and 12
months on the following: health-related quality of life (EQ-5D-5L);** physical and mental health
(Short Form health survey [SF-12]);** anxiety symptom severity (Generalised Anxiety Disorder [GAD-
7D);** depression symptom severity (Patient Health Questionnaire [PHQ-9]);*> somatic symptom
severity (Patient Health Questionnaire [PHQ-15]);*° self-management (Patient Activation Measure
[PAM13]);*” satisfaction with care and trust (GP Patient Survey).*®

A £5 shopping voucher was offered for each completed questionnaire returned. Follow-up calls
were used to collect further details about health-related resource use and personal costs at 6 and 12
months. Permissions were also sought to extract data on prescriptions and tests from EMRs at 12
months.

Process evaluation

The feasibility of identifying eligible patients was assessed using recorded semi-structured interviews
with GPs in all practices following screening. Implementation fidelity was assessed using observa-
tions of appointment-making; 6-weekly practice data audits of the extent of matching and use of the
BATHE code; and consultation recordings at 3 and 6 months. Acceptability was assessed by training
observations and recorded semi-structured interviews with GPs, staff, and patients post-
intervention.

Data analysis

Study data were collected and managed using REDCap hosted at the University of
Bristol. Recruitment and retention data were presented as a CONSORT flow chart. Summary statis-
tics for each group were presented for the questionnaires at baseline, 3, 6, and 12-month assess-
ment points; consultation rates; and fidelity measures. Intervention costs were estimated using data
on training, screening, any extra consultations costs, and sundry consumables. Relevant unit costs
for the intervention (practice-level), other NHS resource use, and wider societal costs were identified
from established national UK sources.*?°:?* All costs were reported in pounds sterling at 2016 pri-
ces. The mean utilities and quality-adjusted life years accrued, by group, were estimated from
responses to the EQ-5D-5L and reported for all complete cases. Stata (version 14) was used to per-
form all statistical analyses.

Field notes from observations and interview data transcripts were analysed using an agreed the-
matic framework,”? which was based on the feasibility study aims. Consultation recordings were
transcribed and analysed according to conversation analytic methods,?* focusing on GP delivery of
and patient responses to the BATHE intervention.
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Results

Patient recruitment and retention

A total of 1328 patients made up the top 3% of attenders 12 months before the intervention across
all practices. Following exclusions, 599 (45.1%) patients were deemed eligible. Four practices were
randomised to the intervention group (451 patients) and two to usual care (148 patients), as shown
in Figure 1. Eligible patients were recruited from July—-October 2015. A total of 113/405 (27.9%)
patients responded positively but, for practical reasons, recruitment was restricted to 96/405
(23.7%) patients (63 intervention, 33 control). Questionnaires were returned by 86 (89.6%) patients
at 3 months, 80 (83.3%) at 6 months and 73 (76.0%) at 12 months. Where reported, additional ser-
vice resource use data were collected by telephone from 67/78 (85.9%) patients at 6 months, and

6 GP practices
Patients intop 3% of attenders
overthe past 12 months
n=1328

Ineligible patients, n = 729 (54.9%)

- Attendance level appropriate for conditions (n = 422)
- Life threatening illness (n = 108 )
- Aged over 80 with 4 or more conditions (n = 51)
- Risk of hospital admission (n = 56)
- Recent life event (e.g. bereavement) (n = 12)

- Lacking capacity (n = 23)
- Other research (n = 15)

- Other (including deceased) (n = 42)

v

Eligible patients
n =599 (45.1%)

4 Intervention practices
Eligible patients
n =451 (75.3%)

(n =36)

(n=2)

On list of non-participating GP

Post-randomisation ineligible [*

Included
n=413

Left the practice (n = 29)
Deceased (n = 17)

!

12 month consultation
rate outcome available
n=413

2 Control practices
Eligible patients
n=148 (24.7%)

Included
n=148

\4

Leftthe practice (n= 18)
Deceased (n=1)

A 4

12 month consultation
rate outcome available
n=148

Figure 1 CONSORT flowchart: all eligible patients
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Figure 2 CONSORT flowchart: questionnaire study. 2In the larger practices, study invitations were only sent to half the eligible patients in order to
avoid over-recruitment. RUQ = resource use questionnaire.
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