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Foreword

Sixty years ago, Odin Anderson, a founder of medical sociology and health services 
research, initiated a series of national health care utilization surveys for the USA 
[1]. These studies documented large differences in people’s use of health services 
according to their demographic, social, and economic characteristics. Similar large 
differences were documented among other nations despite their great variations in 
culture and health care delivery systems [2]. I had the good fortune to serve as study 
director for the third of Odin Anderson’s USA health care surveys conducted in 
1964 [3] and collaborate with Bjorn Smedby on a comparable national health sur-
vey in Sweden [4]. In an effort to better understand the large differences in people’s 
use we observed in both these nations, I developed the Behavioral Model of Health 
Services Use (BMHSU) [5].

The present volume includes theoretical, methodological and empirical analyses 
of health services use in Germany. Commonalities of these analyses are that they 
generally (1) follow perspectives from medical sociology and (2) almost half a cen-
tury after its introduction, use BMHSU as a framework. The editors state that this 
to their knowledge is the first edited volume from medical sociology to provide an 
original account of social determinants of health care utilization in Germany to an 
international audience. I agree with their assessment and would add that they are 
making a significant contribution to medical sociology, international comparisons 
of health services use and understanding the equity of health services distribution 
in Germany.

The reader of this good volume might wonder about the advisability of using 
such an old model as a framework. As one, admittedly biased, old reader, I, person-
ally, am delighted that the editors chose to use BMHSU. Please let me share with 
you my rationale and why the editors’ use of BMHUS to attain the volume’s objec-
tives might be justified:

1. Quite a few colleagues both in the USA and in other countries, including Ger-
many, are still using BMHSU [6–8]. It must have some continuing value to 
them?

2. While the initial version of the BMHSU was developed some time ago, it has 
undergone multiple revisions and, hopefully, “upgrades” over the years. In 
recent conversation with a neighbor who is a retired electrical engineer about 



“modeling,” he said, “in an engineering project we might build several models 
(objects that stand in the place of another) until we get it right (the final pro-
duct).” The editors and some authors of this volume are working with the sixth 
revision of BMHSU [9].

3. A major objective of this volume is to explore the equities and inequities of 
health services delivery in Germany. From the beginning, a major purpose of 
BMHSU has been to provide a tool for defining and measuring equity according 
to how predisposing, enabling, and need variables were associated with health 
services use.

4. The editors needed a comprehensive, systematic, and integrated framework to 
examine the determinates and effects of health services utilization. They needed 
a model not a theory, and BMHSU is a model not a theory. A theory explains a 
relationship and can be refuted by negative findings, whereas a model predicts a 
relationship and “is not exposed to refutation, but is used as long as any benefit 
can be derived from it. A model can continue to be useful even though it yields 
many conclusions which are clearly wrong, provided only that it yields some 
conclusions that are correct (i.e. useful)” [10]. What I like about the strategy for 
this volume is the effort to combine theory hopefully provided by medical socio-
logy to explain relationships established through BMHSU.

5. The volume offers useful insights and suggestions for improving health services 
research and the BMHUS. In closing, I would like to comment on a few of these:
a.  The importance of clarifying the role of the contextual variables and their 

predisposing, enabling, and need components in determining health status use 
and outcomes of individuals. Creative multilevel modeling and analysis is 
important for clarifying this role. One criticism of BMHUS is that it does not 
allow for contextual models to be outcomes in the analysis. This criticism is 
not really correct because BMHUS has recursive arrows flowing back from 
individual behaviors and outcomes to contextual predisposing, enabling, and 
need characteristics that can then be viewed as outcomes. However, it is true 
that BMHUS has been developed with an emphasis on understanding deter-
minants of individual health behaviors and outcomes. If a study stresses both 
contextual determinants and outcomes, it may be that the model employed 
should be other than BMHUS.

b.  The volume highlights the need for variables to be systematically classified 
as predisposing, enabling, or need. For example, is social support predispo-
sing or enabling? I have come to the conclusion it is both. One variable—the 
structure of social support—is predisposing. An individual must have family 
and friends in order to receive social support from them. Another variable—
the process of social support—is enabling; family and friends must actively 
encourage care seeking or take the patient to the doctor to enable health ser-
vices use.

c.  The volume argues for clarity as to the meaning of arrows in the model 
linking three or more variables. Do they suggest “mediation” or “modera-
tion”? I must confess that I see BMHUS as a mediating model. Those 
linking arrows are meant to represent mediators. We want to understand 
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how the relationships between predisposing variables and health services 
use are determined by enabling variables. Do women have more visits 
to clinicians than men because they are more likely to have a regular 
source of care? Moderating relationships are not portrayed by arrows in 
the BMHUS. We might suspect on the basis of theory or observation that 
an enabling variable (having a regular source of care) moderates the rela-
tionship between a predisposing variable (gender) and number of visits 
received. Special analyses would be required to determine a significant 
moderating effect (do women respond differently to having a regular 
source of care than men by having more visits?) 

Happy modeling to the editors, authors, and readers of this book. Can we keep try-
ing until we get it right?

Ronald M. AndersenLos Angeles, CA, USA
September 23, 2013.
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Chapter 1
Theorizing, Empiricizing, and Analyzing  
Health Care Utilization in Germany:  
An Introduction

Christian Janssen, Enno Swart and Thomas von Lengerke

C. Janssen et al. (eds.), Health Care Utilization in Germany, 
DOI 10.1007/978-1-4614-9191-0_1, © Springer Science+Business Media New York 2014

C. Janssen ()
Department of Applied Social Sciences, Munich University of Applied Sciences, 
Munich, Germany 
e-mail: christian.janssen@hm.edu

E. Swart
Medical Faculty, Institute of Social Medicine and Health Economics, Otto von Guericke 
University of Magdeburg, Magdeburg, Germany 
e-mail: enno.swart@med.ovgu.de

T. von Lengerke
Center of Public Health and Health Care, Medical Psychology Unit,  
Hannover Medical School, Hannover, Germany 
e-mail: lengerke.thomas@mh-hannover.de

Given decades of socio-epidemiological research, the social gradients in health-
related quality of life, morbidity, and mortality that favor higher social status groups 
and disadvantage lower social status groups are factually a truism. This holds true 
for Germany and Europe in general as well as for other industrialized countries 
such as the USA or Canada. In Germany, for instance, differences in life expectancy 
between the highest and lowest income groups range up to 10 years. Against this 
background, a crucial scientific and political question is whether the health care 
system increases or decreases this gap. Initial research findings in Germany indicate 
that the gap might be influenced more by differences in utilization than in supply.

In 2002, the working group “Health Care Research” was founded within the 
German Association of Medical Sociology [Deutsche Gesellschaft für Medizinische 
Soziologie (DGMS)], consisting of about 30 scientists. In the following years, sev-
eral workshops at national and international conferences were held by members 
of this group. In 2007, a first book resulted from this collaboration, which was 
published by Juventa and presented medical sociological health care research in its 
full scope [1]. Subsequently, the special importance of the utilization of health care 
triggered a proposal to the German Research Foundation [Deutsche Forschungsge-
meinschaft (DFG)] for funding a scientific network on “Health care utilization in 
Germany.”
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After its approval (grant no.: JA-1849, 1-1), the network started off under the 
designation “NWIn Research Network” (NWIn: “Netzwerk Inanspruchnahme” 
[German for “Utilization Network”]) in January 2010 for a three-year funding pe-
riod. Prior to the book publication eventually intended by NWIn (the book you 
are holding in your hands), a special issue of General Medical Services (GMS) 
Psycho-Social-Medicine (P-S-M) was published [2–8]. This publication already re-
ferred to the same theoretical approach, namely one of the leading frameworks for 
health care utilization research: the behavioral model (BM) of health care utilization 
[9–12] by the US medical sociologist and health services researcher Ronald M. An-
dersen. Among other things, it systematically reviews empirical studies that explic-
itly draw on the BM [3], scrutinizes the comparability of estimated prevalences of 
medical services use in large-scale population surveys in Germany [4], and presents 
first empirical findings [5–8].

The present book carries this endeavor forward by being, to our knowledge, the 
first edited volume to analyze the social determinants of health care utilization in 
Germany via systematic use of Andersen and colleagues’ BM as its recurrent theo-
retical approach throughout all chapters (starting with Chap. 2 in Sect. II), includ-
ing a systematic update on relevant quantitative and qualitative research methods 
(Sect. III) and empirical results on selected predisposing and enabling factors (Part 
IV), need factors (Sect. V), and sectors of care (Sect. VI). To begin with, Thomas 
von Lengerke, Daniela Gohl, and Birgit Babitsch give a description of the latest 
versions of the BM [11–12] with reference to its psychosocial extension [10]. Sub-
sequently, they present a basic behavioral epidemiology model which—by drawing 
on James S. Coleman, Paul F. Lazarsfeld, and George L. Engel, among others—in-
tends to systematically describe somatic, mental, and social influences of health-
related behavior on both individual and collective levels. By way of contrast, they 
discuss implications and open questions for the further development of the BM. In 
order to provide a better understanding of the German health care system for read-
ers not familiar with it, the main structures and legal regulations of its statutory 
health insurance system are then outlined by Cornelia Bormann and Enno Swart. 
Roughly 85 % of the German population are covered by this system. Especially the 
most important sectors, outpatient and inpatient care as well as nursing care, are 
described. As prescriptions are an important part of the utilization of health services 
in Germany, the chapter describes the requirement for physician prescriptions for 
these services.

Starting in Sect. III, Enno Swart and Stephanie Griehl examine the comparabil-
ity of instruments used in six German large-scale representative population surveys 
between 1991 and 2009. They find that not only do the surveys’ target groups differ, 
but the questions on outpatient care utilization vary as well. Specifically, this relates 
to reference periods examined, types of physicians contacted by survey participants, 
and item wording in terms of clarifications and response categories. They conclude 
that unlike the results of the surveys’ questions on inpatient care, the results of 
questions on the use of outpatient services are not easily comparable. In another 
contribution, Enno Swart describes the use of claims data of the German statutory 
health insurance for scientific purposes. In the last 20 years, such data have been 

C. Janssen et al.
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systematically made available for such use. Now, claims data analysis has become 
an independent part of health services research with its own scientific standards. 
Claims data of the statutory health insurance provide a nearly complete picture 
of the utilization of medical services. Based on concrete examples, he discusses 
potentials as well as limitations of this kind of data. Concluding this part of the 
book, Birgit Babitsch, Claudia Berger, Bernhard Borgetto, and Carmen-Cristina 
Ciupitu-Plath highlight the, to some degree, neglected role of qualitative methods 
in research on health care utilization.

In Sect. IV, first Birgit Babitsch, Cornela Bormann, Daniela Gohl, and Carmen-
Cristina Ciupitu-Plath give an overview on gender and health care use. They sug-
gest that while there is enough evidence that women and men differ in health care 
utilization, it is hardly possible to sufficiently explain these findings. Picking up one, 
if not the key explanatory factor from a medical sociology viewpoint, Jens Klein, 
Kerstin Hofreuter-Gätgens, and Olaf von dem Knesebeck systematically review the 
associations of socioeconomic status and health care utilization in Germany. In do-
ing so, they define socioeconomic status by education, income, and occupational 
status as well as insurance status, and categorize health care into outpatient care, 
inpatient care, and prevention. The review includes 57 publications that indicate 
that the strongest inequalities exist in the area of prevention, in that the lower the 
social status, the less people utilize prevention or early detection programs. Re-
garding outpatient care, higher status groups prefer visiting specialists, while lower 
status groups prefer primary care physicians, and only minor social disparities per-
tain to inpatient care. Subsequently, Cristina Carmen Ciupitu-Plath, Daniela Gohl, 
Christopher Kofahl, and Birgit Babitsch give an overview on migration and health 
care utilization in the European context. They show that in Germany, similar to 
findings reported for the broader European context, immigrants face more and dif-
ferent health problems compared to native Germans and also experience difficulties 
in accessing the right health service at the right time. Next, Daniel Lüdecke, Eva 
Mnich, and Christopher Kofahl discuss that home care and support of dependent 
elderly people are primarily provided by relatives, friends, or close acquaintances. 
Therefore, one major challenge for society is to support family caregivers and to 
provide services aimed at assisting and relieving their burden. In their chapter, the 
authors analyze the utilization of support services and the impact of different so-
cioeconomic characteristics of family caregivers as well as different care situation 
characteristics. Predisposing and need factors turn out to be most relevant to the ex-
planation of family caregivers’ attitudes and opinions regarding service utilization 
as well as service utilization itself.

Two major burdens of disease in the decades ahead will be dementia and obesity. 
Thus, Carolin Donath and colleagues, at the outset of Sect. V, present two timely 
studies on predictors of the use of care and support services, the use of nondrug 
therapies, and the use of health and care services by community-dwelling persons 
with dementia and their family caregivers. Overall, predisposing factors, such as pa-
tient age as well as caregiver age or education level, are not as consistently predic-
tive as the need for a service. That is, all types of services considered are used more 
frequently when family caregivers subjectively believe they are in need of a service. 

1 Theorizing, Empiricizing, and Analyzing Health Care Utilization in Germany
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Regarding obesity, Thomas von Lengerke and colleagues provide a systematic re-
view based on population studies on the obesity-associated utilization of outpatient 
primary care by adults in Germany, and they empirically examine the associations 
between moderate and severe obesity on the one hand and the utilization of outpa-
tient general practitioner care on the other, using data of two population surveys in 
the Augsburg region in Germany. Their key findings are that obese groups report 
more general practitioner visits than nonobese groups. In addition, among women, 
all overweight groups (preobesity, moderate obesity, and severe obesity) had more 
visits than the normal-weight group, but among men, those with severe obesity 
reported more visits than all other body mass groups. While this pattern parallels 
obesity-associated impairments in physical health-related quality of life and raises 
the question of sex, or gender, as an enabling rather than predisposing factor, the 
authors conclude that future studies should examine the roles of other enabling and 
contextual factors in this context, e.g., income as an effect modifier and the impact 
of regional density of services. Finally, Holm Thieme and Bernhard Borgetto look 
at rheumatic diseases and, in this context, at the use of physiotherapists as a relevant 
allied health profession ( Thieme and Borgetto) and the participation in self-help 
activities as an important part of the lay health care system ( Borgetto and Thieme).

Starting off Sect. VI, Mirjam Körner, Birte A. Maschke, and Christian Janssen 
examine psychotherapy as a field gaining in importance for the health care system 
as the rate of mental disorders in Germany increases. Currently, very little informa-
tion exists on the types of patients who have access to psychotherapy, especially in 
the outpatient setting. Thus, the authors review studies on social inequality and use 
of psychotherapy. All four studies included show that patients with a higher level of 
education often have better access to psychotherapy than those with a lower level, 
although the latter more commonly suffer from mental disorders. The combined 
assessment of epidemiological data and studies on psychotherapy utilization indi-
cates that patients with lower education levels receive inadequate care within the 
present system. Following this, Christoph Kowalski, Julika Loss, Florian Kölsch, 
and Christian Janssen focus on the field of disease prevention and health promo-
tion. After a description of the German health care system with regard to prevention 
and health promotion, they present a systematic review in which they were able to 
include 48 empirical articles. Most of these studies provide quite clear evidence of 
an association between higher social status, female gender, and nonmigrant status 
on one hand and the use of prevention or health promotion services on the other. 
Studies dealing with tertiary prevention were rare and less conclusive. Also, they 
conclude that there is a lack of published intervention studies demonstrating how 
to better reach the socially disadvantaged. Finally, Achim Siegel, Ingrid Köster, In-
grid Schubert, and Ulrich Stössel report results of an integrated care study that is 
well known in Germany, namely “Gesundes Kinzigtal Integrated Care” (Healthy 
Kinzigtal Integrated Care [GKIC]). It represents one of the few population-based 
integrated care systems in Germany. By coordinating health care utilization for a 
defined population in the Kinzigtal region in Southwest Germany, GKIC strives to 
increase the quality of the local health care system and to curb rising health care 
costs in the region. Furthermore, GKIC wants all groups of the population to have 
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equal access to GKIC membership and to integrated care (including older people 
and those with an above-average morbidity risk). Thus, GKIC has adopted an elabo-
rate contractual framework that incentivizes GKIC providers to enroll rather high-
risk and high-morbidity insured people. The authors analyze to what degree GKIC 
has reached its aim to preferentially enroll people with above-average morbidity, in 
particular the socio-demographic and morbidity structures of insured in the Kinzig-
tal region. Using claims data, enrolled and non-enrolled insured will be compared 
regarding socio-demographic variables and adjusted morbidity. The results show 
that GKIC has performed according to the incentives. The extended preventive and 
care management potential of GKIC has indeed been offered first and foremost to 
insurants with a higher (age- and sex-adjusted) morbidity.

In sum, all empirical contributions in this volume are based on analyses of pri-
mary or secondary data and/or results of systematic literature reviews using equiva-
lent literature search strategies. Although all data pertain to Germany, the book is 
deliberately published in English in order to stimulate communication within inter-
national research communities and possibly to provide a blueprint for health care 
utilization analyses in other countries. At the same time, as suggested above, the 
impetus for this volume is to foster theoretical advancement in the field of health 
services utilization research in general, and particularly in regard to the BM. Thus, 
in the final chapter (Sect. V), Thomas von Lengerke, Christoph Kowalski, Enno 
Swart, and Christian Janssen sum up, from their points of view, the main conclu-
sions, implications, and desiderata based on the preceding chapters. Most impor-
tantly, they highlight the need for transdisciplinary theoretical frameworks like the 
BM and propose to advance the specificity of variable clusters such as predisposing, 
enabling, and need factors in terms of mediating vs. moderating variables. Also, 
they call to consequently invest into multilevel modeling of health care utilization. 
In this latter context, Andersen’s innovation of describing both contextual and indi-
vidual determinants by one and the same set of variable categories [11–12] is drawn 
upon, and suggestions are made for future research.
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Introduction

The utilization of health care services stands at the end of a help-seeking process 
of varying length (help-seeking behavior) and is influenced by many factors. In 
general, the more urgent, alarming or obvious a symptom, health complaint, or 
disease is perceived, the faster people seek help in the professional system and 
visit a physician [1]. In addition, other individual factors as well as the awareness 
and availability of medical facilities play a role in utilization. Germany is charac-
terized by a high quantitative utilization of outpatient services (e.g., high number 
of contacts with care providers). According to analyses of the 2010 Gesundheit in 
Deutschland aktuell (GEDA) study by the Robert Koch Institute, 88.5 % of respon-
dents had visited an office-based primary care physician or specialist (not including 
dentists) within the preceding 12 months [2]. This percentage was higher in women 
at 91.9 % than in men at 84.9 %. The higher percentage in women can in part be 
explained by regular gynecologist visits. At the same time, 11.5 % of respondents 
did not have any physician contact within the preceding 12 months. As possible 
explanatory factors, the Robert Koch Institute lists good health as well as system-
related reasons, such as financial incentives for not visiting a physician or critical 
attitudes.
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Any utilization of health services that is not need-induced is associated with a 
risk of overuse or misuse of care. Therefore, identifying any utilization-influencing 
factors that neither are need factors themselves nor are related to need factors can 
promote the effectiveness and efficiency of care. Fundamental considerations and 
utilization research suggest that particularly the (initial) establishment of contact to 
the health care system within a defined time period (any vs. no utilization) depends 
to a comparatively high degree on the potential user (rather than on the providers—
which is the case for referrals) [3]. Hence, it can also depend on characteristics that 
do not represent need factors, such as individual psychosocial factors [4] or general 
determinants that are part of the “wide spectrum of individuality and subjectivity” 
[5, p. 27; English translation by authors]. In contrast, the nature and extent of utili-
zation (if any: how much and what?), including particularly high utilization (if any: 
high utilization?), are typically more strongly determined by system-related factors. 
However, the relevance and determinants of these utilization parameters must be 
examined for each care sector.

Since the 1960s, several theoretical frameworks for analyzing and predicting 
health care utilization have been developed [6]. Worldwide, the most widely ad-
opted model has been the Behavioral Model of Health Services Use (hereafter de-
noted “behavioral model” or BM) by Ronald M. Andersen, a US medical sociolo-
gist and health services researcher [4, 7–8, 9–12]. In 1968, he developed the first 
version of this model in his doctoral dissertation based on the third survey of the 
US Center for Health Administration Studies and the National Opinion Research 
Center [9, 13]. Interestingly, the unit of analysis in this first version was families, 
not individuals [9]— thus, taking a definitely sociological approach. In the fol-
lowing decades, the model was further developed through extensions in terms of 
health care system variables (1970s) [10–11], health outcomes and environments 
external to the health care system (1980s) [12], feedback loops (1990s) [7], psy-
chosocial factors beyond health beliefs concerned directly with health care (2000s) 
[4, 14], and genetic susceptibility as an individual factor and quality of life as an 
outcome factor [8]. Possibly corresponding to respective trends in the zeitgeist, the 
initial focus on families changed to individuals as the unit of analysis. Recently, 
however, this shift has been at least partially counterbalanced by elaborating the 
contextual determinants of health services utilization to be able to cover family at-
tributes at least on the independent side of models of utilization (i.e., determinants 
of utilization). However, regarding the dependent side (utilization), (empirical) 
emphasis seems to have been redirected toward the individual level, which is one 
reason that below, a behavioral epidemiology model will be suggested to be mul-
tilevel on both sides.

In its most recent version [8] (see Fig. 2.1), the BM covers a broad spectrum 
of contextual and individual characteristics hypothesized to influence utilization, 
which are classified as need, enabling, and predisposing factors [15]. Besides uti-
lization, personal health practices as well as the process of medical care (i.e., the 
behavior of providers interacting with patients in the process of delivery) are sup-
posed to be influenced by these characteristics. On the outcomes side, Andersen, 
Davidson, and Baumeister distinguish four types of results. Perceived health status 
indicates the extent to which a person can live a functional, comfortable, and pain-
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free life. Evaluated health status is determined by professional assessment, based on 
established clinical standards and state-of-the-art practices. Consumer satisfaction 
depicts how individuals feel about the health care they receive. Finally, quality of 
life refers to physical and mental health, social ties, and the environments that the 
individual perceives as important to his or her well-being or happiness.

In the following sections, the model (2.1) and some of its previous applications 
(2.2)are described, and merits, potentials, and open questions are discussed (2.3). In 
Chap. 18, we will draw upon these considerations and all other chapters to provide 
suggestions to yet improve the model with, among other things, a focus on psycho-
social–epidemiological factors [4, 16].

Morbidity as a Determinant: Self-Assessed and Professionally 
Assessed Need

People visit a physician (or other provider) when and because they are ill, feel ill, or 
anticipate an illness and want to prevent it. As mentioned above, this visit is often 
at the end of an extended process that can be defined as help-seeking behavior. This 
help-seeking behavior follows various decision-making phases that are generally 
gone through consecutively if the problem is inadequately solved or becomes more 
pressing, although some phases may be skipped. According to Siegrist [1], the fol-
lowing phases are differentiated: (1) self-treatment, (2) advice-seeking from close 
friends and relatives, (3) lay system, (4a) nonphysician professional system, and 
(4b) physician treatment. According to this model, the lay system plays a significant 
role in the way symptoms, health complaints, and diseases are handled. Few pub-
lished studies describe help-seeking behavior in Germany. An analysis of the utili-

Fig. 2.1  Behavioral model of health services use, sixth revision. (Reproduced from [8])

 



14

zation of first aid centers in Berlin revealed that before utilizing services, patients 
took many self-initiated actions that fit the phases described above [17].

The self-assessed need for medical care is subject to numerous factors and can 
significantly differ from the need determined by the professional system. The BM 
[7–8] takes this difference into account by differentiating between self-assessed 
versus professionally assessed need or between (strikingly) subjective versus ob-
jective/objectivated need or perceived condition versus diagnosis (“perceived vs. 
evaluated need”). Both can apply to physical as well as mental conditions, and these 
categories should not be confused with the differentiation of “somatic vs. mental 
morbidity.” In the most extensive population-based study on the utilization of care 
in Germany [18–19], need factors were most important. For health-related quality 
of life as an indicator of subjective need, a separate effect independent of diagnosed 
morbidity was found (as was the case in other studies on medical care [20–23] and 
physical and occupational therapy [24–26]).

Although such results sound unambiguous, terms such as need, diagnostic find-
ings, and self- perceived conditions are also associated with questions about the 
definition of health and disease. For instance, Engel already emphasized in the bio-
psychosocial model: “To provide a basis for understanding the determinants of dis-
ease and arriving at rational treatments and patterns of health care, a medical model 
must also take into account the patient, the social context in which he lives, and the 
complementary system devised by society to deal with the disruptive effects of ill-
ness” [27, p. 132]. This model is now primarily interpreted as a practical orientation 
[28–30] rather than a general medical theory [31–32], and its discussion quickly 
leads to the mind–body problem and its modern solution approaches [33–34] (the 
discussion of which is beyond the scope of this chapter), but we should note that the 
question of what defines need and, therefore, appropriateness [35] is anything but 
trivial. In addition to the reference systems addressed by the Engel quote (medicine, 
patient, and society), “simple” epidemiological trends can be centrally important 
as well. For instance, Rose already pointed out the influence of prevalence on per-
ceived normalcy: “What is common is all right, we presume” [36, p. 32] (in other 
words, statistical norms can change ideal or “should” standards).

This principle is easily illustrated on the example of obesity, a prime example 
of a physiological state whose pathological value is unclear [37] (contrary to the 
opinions expressed by many experts [38–42]). For the health care system and its us-
ers, this contributes to a situation where many questions remain unanswered about 
the availability and utilization of obesity-related services or services in which it 
plays a central role. If incidence and prevalence of obesity increase in society, this 
(statistical) “normalization” of markedly increased body weight can further put into 
question its role at least as a subjective need factor. Such an effect is suggested, for 
instance, by studies showing that adult women with a high body weight tend to be 
more satisfied with their body weight in neighborhoods with a high prevalence of 
overweight people [43–45]. The question whether an epidemiological increase in 
obesity tends to highlight it as a need factor or reduce the associated perceived need, 
or if both effects arise, is at least empirically valid.
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Theoretically, need factors are chief determinants particularly where (potential) 
patients can exercise comparatively little discretion regarding utilization, such as 
the question to which type of specialist the primary physician refers the patient. 
Psychosocial factors, in contrast, can be particularly influential in cases where 
there is some discretion [9], for instance, in the decision whether a person first 
visits a primary care physician or directly sees a specialist at the start of an illness 
episode. Finally, some relevant factors are found on the population level rather 
than the individual level [8]. For instance, the prevalence or incidence of a mor-
bidity factor can partially determine whether affected patients (and non-affected 
patients) utilize services.

Psychosocial and Societal Determinants: Predisposing  
and Enabling Factors

The BM by Andersen, Davidson, and Baumeister [8] represents an attempt to sys-
tematize utilization determinants that are not need factors by differentiating be-
tween predisposing and enabling factors. As with need factors, this is done on the 
individual and supraindividual (contextual) levels [8]:

Individual predisposing factors. This category includes the demographic fac-
tors—age and sex/gender (“biological imperatives” [8, p. 38]), genetic susceptibil-
ity to diseases, social factors such as education, occupation, ethnicity, and social ties 
(including marital status) as well as health beliefs in terms of attitudes, values, and 
knowledge about health and health services.

Contextual predisposing factors. This category includes the demographic and 
social composition of communities (including such measures as educational levels 
and crime rates) as well as (in terms of health beliefs) collective and organizational 
values, cultural norms, and prevailing political perspectives regarding health ser-
vices organization, financing, and accessibility.

Individual enabling factors. This category includes financing of health services 
for the individual in terms of individual income and wealth available for payments. 
It also comprises effective prices of health care to the patient determined by per-
sonal insurance coverage and cost-sharing requirements, and characteristics of the 
organization of health services, such as the existence and nature of a regular source 
of care, means of transportation, and reported travel and waiting times required to 
access care.

Contextual enabling factors. Financing includes indicators such as per capita 
community income and wealth, i.e., measures of resources potentially available to 
pay for health services. Also, incentives to purchase or provide services such as 
rates of health insurance coverage, relative prices of medical care and other goods 
and services, methods of compensating providers, and per capita expenditures for 
health services are included here. Furthermore, organization includes the number 
and distribution of health services facilities and personnel. Also, structures such as 
ratios of physicians and hospital beds to population and facility-specific features 
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(office hours and location of service, provider mix, utilization, quality control over-
sight, and outreach and education programs) are relevant. Finally, health policies in 
both the public and private sector are important contextual enabling factors.

We must note that the BM differentiates predisposing and enabling factors as 
well as need factors not only for the (basic scientific) explanation of utilization but 
also for the (policy-oriented) description of various dimensions of access to care 
[7–8]. This particularly applies to the differentiation of equitable versus inequitable 
access. The (political) goal of guaranteeing equitable access is achieved by ensur-
ing that care is appropriate, while inequitable access is eliminated by reducing the 
influence of social and enabling factors on care [8]. However, this definition of 
interventions for avoiding inequitable access already suggests some inconsistencies 
of the BM [7–8]; these are discussed in Sect. 2.3. First, we will discuss the previous 
applications of the model.

Previous Applications of the Behavioral Model

In Germany, the BM has been used by the Federal Health Reporting service since 
2001 [18–19, 46–47]. Recently, a systematic review has examined the use and imple-
mentation of the BM by studies that have explicitly employed it in Europe and in 
North America since 1998 [48]. It showed that the model has been used in several 
areas of the health care system and in relation to very different diseases, and that the 
1995 version was used most frequently. However, the studies included in the review 
( N  = 16) showed substantial differences in the analyzed variables. The majority in-
cluded age ( N = 15), marital status ( N = 13), gender and/or sex ( N = 12), education 
( N = 11), and ethnicity ( N = 10) as predisposing factors, and income and/or financial 
situation ( N = 10), health insurance coverage ( N = 9), and having a usual source of 
care/family doctor ( N = 9) as enabling factors. As need factors, most of the studies in-
cluded evaluated health status ( N = 13) and self-reported/perceived health ( N = 9) as 
well as a variety of diseases, most prominently diabetes and depression (both N = 5).

Although associations of higher utilization were found with older age, female 
gender, higher income, and poorer health, there were inconsistencies in findings 
across studies. Besides differences between services as such, their context and the 
characteristics of the studied populations seemed to strongly impact the existence, 
strength, and direction of the associations. Also, the operationalizations of the 
model revealed that only a small common set of variables was used and that there 
were enormous variations in the way these variables were categorized, especially 
in regard to predisposing and enabling factors. This probably stems from the use of 
secondary data sets in most studies ( N = 14), which limited the number and variety 
of available variables.

The review concluded that especially primary studies are needed to improve 
the understanding of health care utilization and the complexity of the processes 
depicted in the BM. At the same time, the BM—notwithstanding its great merit as 
probably the classic model having guided health services utilization research for 
decades— is affected by a number of theoretical and conceptual inconsistencies 
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that we will take as a starting point for further delineating its merits and potentials 
as well as open questions that should be answered empirically in future analyses.

Merits, Potentials, and Open Questions of the BM

As indicated above, the BM is plagued with some inconsistencies that are discussed 
in this section (further suggestions for improvement are outlined in Chap. 18). The 
first problem is that predisposing psychological factors (such as health beliefs) are 
listed as a potential source of utilization behavior (“realized access (use of servic-
es)” [8, p. 43]) but not of “inequitable access” in the form of non-need-induced care. 
This unnecessarily limits one major advantage of the BM (not only from a medical 
sociology perspective): the claim to explain and reduce inequity. For instance, a 
situation where people with pre-diabetes do not utilize adequate health services to 
avoid “risking” co-payments to be made with their limited personal income is not 
any more need-inadequate or unjust than a situation in which such insufficient care 
is the result of a negative body image and the associated sense of shame (quite apart 
from the social stratification of body image aspects, such as dissatisfaction with 
one’s own body weight [49]).

The failure to include this aspect may also be a sign of a more structural in-
consistency in the definition of predisposing and enabling factors. For instance, 
the former include psychological and social factors, and social relationships are 
sometimes considered predisposing [8], at other times enabling factors [7]. It also 
remains unclear why the three classic socioeconomic status indicators of education, 
profession, and income do not belong to the same category (although different clas-
sification, which could, in principle, be justified given the different significance for 
health inequalities [50–51]). Finally, the BM limited psychological factors to a few 
“health beliefs” for a long time; these were only elaborated in 2002 based on the 
development of health psychology theory [4], but have only partly found their way 
into the core model [8]. In sum, we see one line of further development of the BM in 
the integration of the mediator vs. moderator variables distinction [52-53], and the 
specification which predictors for which kind of utilization represent mediator and/
or moderators. For example, one could hypothesize that enabling characteristics are 
moderators in most cases [54].

Further, the model still requires supplementation because of its focus on indi-
vidual utilization behavior; in terms of utilization epidemiology and health policy, 
utilization by (sub) populations is more relevant than utilization by individuals. Es-
sentially, this differentiation is based on the premise that the relationship between 
populations and individuals is like that of a whole that is more than the sum of its 
parts: Individuals and populations each have their own characteristics; therefore, 
causes of certain incidence or prevalence rates (of behaviors or diseases) in popu-
lations can differ from the causes of behaviors or diseases in individual members 
of the population (cases) [55]. The constellations in which this differentiation is 
particularly relevant and that were described by Schwartz and Dietz-Roux (e.g., 
relative ubiquitousness of individual risk factors in the population, interaction of su-
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praindividual and individual factors in the form of context effects, or the influence 
of common-ness on individual manifestations of diseases or risk factors) all share 
assumed “social facts” that are in place and effective even outside of and indepen-
dently of individuals—although not in their absence [56].

Potential Contributions from the Basic Behavioral  
Epidemiology Model

The expansion of the BM by contextual predisposing and enabling factors and cor-
responding need factors [8] advanced the integration of social and natural environ-
mental factors in the prediction of utilization behavior, an integration that had already 
been initiated by Andersen and Newman [10]. This had the crucial advantage that 
multilevel models can illustrate individual and contextual influencing factors in a 
structurally parallel manner, meaning in corresponding categories as predisposing, 
enabling, or need factors. However, as mentioned above, a complete analysis of the 
utilization situation also requires modeling behavioral prevalence and incidence (e.g., 
the rate of smokers and the rate of persons who started smoking within a given time 
period). For such modeling of the rates of incidence and growth in utilization (like 
for other behaviors and comparable collective phenomena), the basic behavioral epi-
demiology model (BBEM) by von Lengerke and colleagues [16, 56] represents a 
basic framework to specify important basic assumptions of the BM, and will now be 
introduced to an Anglophone audience for the first time. Following the macro–micro 
model by Coleman [57] and the basic model of sociological explanation by Esser 
[58], it allows taking into account collective outcomes, meaning outcomes that do not 
describe individuals but groups of people. Before providing an example of such an 
explanation using behavioral prevalence, we will first present the BBEM in more de-
tail (see Fig. 2.2). We intend to show that in addition to specifying important basic as-
sumptions of the BM, it can render the BM compatible with theoretical discourses in 
medical sociology and render it more empirically useful by drawing on the classifica-
tion of individual and supraindividual characteristics by Lazarsfeld and Menzel [59].

Like the models by Coleman and Esser, the BBEM assumes, in the spirit of 
methodological individualism, that supraindividual outcomes (see Fig. 2.2, top 
right) can only be explained by going back to the level of individual actors.1 Ac-
cording to Lazarsfeld and Menzel [59], such supraindividual units (collectives) can 
be characterized by three types of properties:

Analytical properties can be described by a mathematical operation that is ap-
plied to characteristics of the individual members, such as the average income of a 
community or the prevalence of a behavior.

Structural properties can be described by a mathematical operation that is ap-
plied to the relationship of each member to other members, for instance, the cliqu-

1 The inclusion of only one supraindividual level in Fig. 2.2 is intended to increase clarity; of cour-
se, models with more than two levels are more realistic (e.g., “patients” in “wards” in “hospitals”).
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ishness of a school class or the proportion of ethnic enclaves in the districts of a 
large city (examples from [59]).

Global properties are those that are or must be defined and measured without 
using individual characteristics, such as the regional density of sports facilities or 
the ratio of national spending on education versus defense.

Relating the supraindividual and the individual levels of the BBEM to those of 
Andersen’s BM, two main differences emerge: On the one hand, while the BM’s 
contextual characteristics by and large would belong to the supraindividual level in 
the BBEM, health behaviors and outcomes are not modeled on the supraindividual 
level in the BM but they are in the BBEM (as analytical or structural attributes based 
on individual actions and behaviors or biopsychosocial morbidity parameters). On 
the other hand, and consequently, not all causal or otherwise influencing mecha-
nisms within and across the levels depicted in the BBEM are found in the BM (see 
Fig. 2.1). Most clearly, this holds for ecological associations, i.e., mutual relation-
ships between properties of supraindividual units ( collective hypotheses in Fig. 2.2). 
This is important since ecological studies are argued to be relevant to theory and 
practice [60]. However, for various reasons, there are justified doubts about the suf-
ficiency of such (macrosociological) perspectives for explaining collective circum-
stances [61]:

Ontological individualism: When collective phenomena are considered to be 
caused by individuals and their relationships, their explanations must also take into 
account these units since collective units themselves cannot take action.

Explanatory incompleteness: If collective hypotheses are nonlegislative but in 
the form of probability statements, they require assumptions about the conditions 
under which they apply, and these are most easily specified by going back to the 
individual level.

Psychosocial explanations: In cases where individuals are influenced more by 
their subjective perceptions than by environmental conditions, theories about so-

Fig. 2.2  The Basic Behavioral Epidemiology Model (BBEM) [16, 56] as a variant of the macro—
micro model of sociological explanation [61]. (following Coleman [57], Esser [58], Puls [62], 
Engel [27] and Lazarsfeld and Menzel [59])
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ciety and social conditions must generally be reconstructible in terms of this indi-
vidual knowledge.

“Small N” problem: Macro-entities (like individuals) are often complex, so that 
the effects of many influencing factors must be assumed and investigated. However, 
they are also rare, so that few cases are available for testing alternative hypotheses. 
Analyses on the individual level can alleviate this problem (but with the risk of 
atomistic fallacies [63]; see Table 2.1).

Therefore, the BBEM also explains empirical collective hypotheses via the “de-
tour” of the individual level, on which the actions and behaviors of individual actors 
are in turn explained by three types of individual characteristics:

Somatic properties, of which some, in certain forms, can be pathological (e.g., 
body mass, which can be underweight, normal, pre-obese, non-morbidly obese, or 
morbidly obese).

Psychological properties, of which some, in certain forms, can be pathological 
(e.g., depression as a morbid instantiation of depressive states).

Social properties, meaning personal characteristics related to the individual’s 
position in terms of socioeconomic and social relational variables (especially edu-
cation, income, professional status, and social relationships).2

Together with actions and behaviors, these properties generally form the basis of 
the analytical properties of supraindividual entities and are, at the same time, used 
on the individual level to explain actions and behaviors ( individual hypotheses in 
Fig. 2.2). The model differs from the approaches by Coleman [57] and Esser [58] in 
that it does not prefer or even axiomatize rational choice explanations but generally 
allows all types of biopsychosocial explanations. In this respect, it follows Puls [62], 

2 Lazarsfeld and Menzel [59] developed a formal classification for individual properties as well:
• Absolute properties, which can be determined without recourse to characteristics of supraindivi-
dual units or to characteristics of relationships with other individuals. 
• Relational properties, which are determined on the basis of information about relationships to 
other individuals. 
• Comparative properties, which derive from a comparison of the value of an individual for an 
absolute or relational property with the distribution of this property in the considered collective.  
• Contextual properties, which describe individuals by a (global, analytical or structural) property 
of the collective (and that are therefore invariable for all members of the collective). 
The somatic, psychological, and social characteristics meant in the BBEM in its present form are 
primarily absolute properties, which means that the model is still too simplistic in this area. Since 
the primary goal in this context is to specify a model that can also depict rates of behavior, we 
accepted this lack of clarity here for space reasons.

Table 2.1  Four types of analytical fallacies [56, 63]
Analyzed unit Inference level Type of fallacy
Collective Individual Ecological
Individual Collective Atomistic

Individual: No consideration of relevant  
collective characteristics

Individual Psychologistic 
(“individualistic”)

Collective: No consideration of relevant  
individual characteristics

Collective Sociologistic 
(“collectivistic”)
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who used the example of large-scale unemployment and hazardous alcohol consump-
tion to show that theories other than expectation–times–value or comparable rational 
choice approaches can be integrated into the model. Accordingly, individual hypoth-
eses can be single hypotheses or theories. This implies that somatic, psychological, 
and social characteristics can individually or collectively function as mediating or 
moderating variables in the explanation of actions or behaviors. The individual and 
supraindividual levels are now connected by two types of hypotheses (see Fig. 2.2):

Contextual hypotheses: They specify the influences of global, analytical, and 
structural properties on somatic, psychological, social, and behavioral character-
istics (arrows 2 and 2b) and as moderating effects on individual and aggregation 
hypotheses (arrows 2a and 2c).3

Aggregation hypotheses: They specify the (transformation) rules according to 
which individual actions and behaviors (co-) determine and form the supraindi-
vidual context and its global, analytical, and structural properties.

In addition to the basic idea that it shares with the models mentioned above, the 
suggested form of the BBEM offers three improvements:

By following the macro–micro model of sociological explanation, the biopsycho-
social analysis of causes (and effects) of health-relevant behavior becomes compat-
ible with the theoretical discourses of (medical and health) sociology [61, 62, 67].

By (at least partially) integrating the classification of individual and supraindi-
vidual characteristics by Lazarsfeld and Menzel, who established this classification 
according to the relevant measurement operations [59], the model gains empirically 
usefulness.

By specifying somatic, psychological, and social characteristics, the model 
avoids at least some ([uni]disciplinary) “blind spots” [16].

A Fictitious Case Example of Causal Pathways as Suggested  
by the BBEM

To illustrate the BBEM, which has so far been formulated on a high level of abstrac-
tion, we will present a fictitious example of a possible causal chain. The starting 
point of the example is a newly established health care service: a counseling service 
for obese adults that is offered at the public health department. As an infrastructure, 
this facility represents an antecedent global property on a supraindividual (in this 
case community) level (see Fig. 2.2). Its ultimate goal is to reduce the prevalence of 
obesity, that is, to change a consequent analytical property by modifying individual 
behaviors. It must be noted that this newly offered service infrastructure is likely the 

3 The macro–micro model of sociological explanation typically does not contain paths 2a–c. They 
were included in the BBEM because they represent central health science research interests, such 
as moderating effects of the mean regional income on the relationship between inhabitants’ indivi-
dual income and their behavior (arrow 2a [64]), direct environmental effects on behavior without 
explicit mediation by psychological processes (arrow 2b [64]), and moderating policy effects on 
citizen participation in health policy decision making (arrow 2c [66]).
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result of political obligations and organizational opportunities that have emerged in 
the context of changing political processes and framework conditions [68].

If the new health care service is considered an indicator of the quality of govern-
ment administration and public service (government effectiveness), it is reason-
able to expect that it may contribute to reducing the prevalence of obesity. This 
is particularly the case since the prevalence of obesity negatively correlates with 
government effectiveness in Europe as shown by Rabin et al. [69] using data of the 
World Health Organization (WHO) Global Noncommunicable Disease InfoBase 
and other international data bases ( collective hypothesis in Fig. 2.2).4 However, 
the service’s contribution to reducing obesity requires that the facility be used by 
affected individuals (public opportunities [68]). The presence of individual obesity 
represents a need factor that should lead to individual utilization behavior, so that 
behavioral services can take effect. It is once again important to emphasize that this 
utilization behavior is not exclusively the result of individual decision making but 
is also at least influenced by the presence or absence of health policy guidelines and 
regulations in particular.

Awareness by members of the target group is a prerequisite for the utilization 
of the new counseling facility. Kersell and Milsum [73] already emphasized the 
importance of awareness and evaluation of health-related services as it affects their 
utilization and influence on health-relevant behaviors. This awareness can be pro-
moted by social marketing ( context hypothesis 2 in Fig. 2.2), and it then represents a 
psychological determinant of behavior on the individual level. Dissatisfaction with 
one’s own body weight can be seen as another example of a psychological determi-
nant. Awareness of services and dissatisfaction with body weight could furthermore 
interact in such a way that the latter, in the presence of the former, increases the 
likelihood of an initial visit to the facility ( individual hypothesis in Fig. 2.2).5 If this 
applies to many individuals, the summation of individual effects leads to high uti-
lization. In addition, very early users of the service (“innovators” and “early adopt-
ers” [75]) may promote utilization by communicating (“word of mouth”) with other 
affected individuals ( aggregation hypotheses in Fig. 2.2).

Finally, these individual and aggregation effects can theoretically be moderated or 
supplemented by various other context effects ( contextual hypotheses 2a–c in Fig. 2.2), 
which we will illustrate only on the example of supraindividual social factors:

4 An individual’s likelihood of becoming obese is also known to increase with the incidence of 
obesity in the individual‘s own social network [70] (the same is true of smoking [71] and happi-
ness [72]). Hence, the individual somatic property “obese” is apparently influenced by the supra-
individual analytical property “rate of obesity within network.” However, this only applies to 
close social relations (friends, siblings, and partners). The relationship between the two former 
properties is therefore presumably moderated by the supraindividual structural property “social 
cohesion.” However, it has not yet been determined to what extent these relationships in turn 
influence obesity-associated behaviors, such as utilization of care.
5 This interaction could, in turn, be moderated by social variables, such as socioeconomic status. 
Rückert et al. [74], for instance, investigated the practice fee in the German health care system 
and found that in the chronically ill, the likelihood to avoid or delay a physician visit to avoid the 
practice fee was 2.45 times higher in the lowest income group than in the highest.
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Social norms that favor individualized ways of dealing with individually attrib-
utable risks can prevent individuals from taking advantage of the service despite 
their body weight dissatisfaction (2a).

Social climates can directly correlate with individual behavior, as is the case in 
the societal evaluation of health policies [76] (2b).

Societal health policy support, for instance, through the allocation of financial 
resources [68] for quality assurance at the counseling facility, could be a constraint 
that influences the effectiveness of individual utilization, the changes in individual 
obesity status, and, in consequence, the reduction of obesity prevalence (2c).

This fictitious example of a causal chain (which naturally requires a probabilis-
tic interpretation as is appropriate for its humanities-based subject) can, therefore, 
be illustrated in a multilevel structure in the BBEM. In the context of the BM, the 
selected example would be presented as follows: The new health care facility for 
obese adults is a contextual (here: organizational) factor enabling the obese adult 
population to utilize services to manage their obesity, and potentially to become 
nonobese (thus eventually reducing the prevalence of obesity). Most probably, the 
establishment of the new facility itself has been made possible by contextual need 
(high prevalences of obesity and concomitant diseases), contextual predisposing 
factors (such as demographic changes), and other enabling factors such as health 
policies and allocated financial resources.

Subsequently, the BM would predict that the utilization of the facility by 
individual members of the target group should at least in part be mediated or 
otherwise influenced by individual predisposing, enabling, and need factors 
(see Fig. 2.1). Factors such as those stated above (e.g., policy perception, body 
weight dissatisfaction) may be operative, even though their categorical labels 
may be different in the BBEM (biopsychosocial factors). One key difference to 
the BBEM, however, is that health behaviors, such as the prevalence of facility 
utilization by the population under scrutiny (i.e., an analytical supraindividual at-
tribute based on individual utilization behavior in the BBEM), are not represent-
ed as contextual variables in the BM. Thus, aggregation hypotheses resulting in 
population behavior indices cannot be analyzed in the BM. For instance, 2c-type 
hypotheses as depicted in Fig. 2.2 are not represented and, thus, not testable in 
the BM framework.

Summary of Implications of the BBEM for the BM

In light of the above, we see the following main merits, potentials, and open ques-
tions for the BM:

Merits: To foster theoretical analysis and explanation of inequity in the utilization 
of health care. While it is true that the question how perceived vs. evaluated need as 
well as perceived health status, evaluated health status, consumer satisfaction, and 
quality of life are used in practice to identify inequitable access is far from trivial, 
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and a prevailing issue within medical sociology and medicine at large, the BM is 
extremely useful in this regard [8].

To provide parallel structures of individual and contextual determinants, i.e., on 
the multilevel predictor side of the model, predisposing factors, enabling factors, 
and need factors are depicted in terms of corresponding categories.

Potentials: To specify factors as potential sources of (in) equitable access, further 
specify the role of the three classic indicators of socioeconomic status (education, 
income, and occupational status) in terms of predisposing vs. enabling characteris-
tics, and more generally integrate the mediator/moderator distinction [52–53] in its 
theoretical and empirical calculus.

To model behavioral prevalences and incidences as outcomes beyond the fo-
cus on individual utilization behavior, since utilization by (sub) populations rather 
than individual utilization is primarily relevant for health services epidemiology and 
health policy.

Open questions: How can the categories of the model (particularly predisposing 
and enabling factors) be more clearly defined?

Which theories/hypotheses are valid and expedient for which types of utilization 
in the context of the BM2 on individual and supraindividual levels as depicted in 
the BBEM?

How do contextual characteristics affect individual predictors of utilization be-
havior and the behavior itself as well as the relationships between the two (contex-
tual hypotheses)?

How do individual utilization decisions influence the relevant contexts that are 
in turn relevant for later utilization (aggregation hypotheses)?

Can ecological relationships be used to derive health policy recommendations by 
applying the following research principle for testing collective hypotheses: “When 
predicting the behavior or status of groups, correlate means” [60, p. 363]?

Although the present volume will not be able to provide answers (leave alone 
empirical ones) to all of these questions, the results reported in the individual chap-
ters should also be discussed in light of this background. This theoretical chapter 
is primarily intended to provide an overview of possible desiderata, which will be 
reexamined in Chap. 18.
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Introduction

In Germany, the utilization of medical and health services is largely governed by 
structural and statutory provisions. These provisions are briefly described below to 
ensure a better understanding of relationships within utilization research and within 
the care sectors presented in this book, particularly for readers who are not familiar 
with the German system. For more detailed discussions, refer to the basic literature 
and relevant legal texts [1–6]. Unless otherwise indicated, the empirical data on the 
German health-care system were current as of the fall of 2012.

The Statutory Health Insurance System

In Germany, health insurance has been compulsory since 2009. Approximately 85 % 
of the population (70 million people) is insured through the statutory health insurance 
(SHI) and 10 % is covered by private health insurance (PHI). The SHI covers all em-
ployees with a gross income of up to EUR 3,825 per month or EUR 45,900 per year 
(= contribution assessment ceiling; as of 2012) and their nonworking family members 
(spouses and children). Individuals whose income is above the contribution assessment 
ceiling can voluntarily enroll in the SHI or switch to PHI. The PHIs also insure self-
employed persons, freelancers, and civil servants (in the latter case, at least the portion 
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that is not covered by the government allowance). Table 3.1 presents the number of 
SHIs and the distribution of insured persons among the different insurance types.

In recent years, the number of SHIs has significantly decreased as a result of 
closings and particularly fusions. By early 2012, 145 health insurances remained 
(as of March 1, 2012; National Association of Statutory Health Insurance Funds, 
2012; http://www.gkv-spitzenverband.de/ITSGKrankenkassenListe.gkvnet). A fur-
ther decrease is expected. SHIs are primarily funded by a uniform contribution rate 
of 15.5 % of their members’ income. Of this contribution, 7.3 % is paid by the em-
ployer and 8.2 % by the employee. In addition, a few government grants are avail-
able, for instance for contribution-free coverage of nonworking family members.

Expenses

For almost 15 years, the expenses in the health-care system have been in the range 
of 10.0–10.6 % of the gross domestic product (GDP); in 2011, they equaled about 
EUR 250 billion. The SHIs cover more than two-third of all health-care expenditures,  

Table 3.1  Health insurance funds, health insurance types, insured persons and members in 2011 
(annual average in thousands)

Num-
bera

Avg. 
contri-
bution 
in %b

Insured 
mem-
bers, 
total

Compulsory 
members

Voluntary 
members

Retirees Coinsu-
red family 
members

in 1,000 in 1,000 in % in 1,000 in % in 1,000 in % in 1,000 in %
SHIs 147 15.5 69,637 29,878 42.9 4,919  7.1 16,806 24.1 18,035 25.8
Regional 

health 
insur-
ance 
funds

 12 15.5 24,243 10,175 42.0   977  4.0  6,905 28.5  6,186 25.5

Company 
health 
insur-
ance 
funds

122 15.5 12,817  5,808 45.3 1,052  8.2  2,307 18.1  3,651 28.5

Guild 
health 
insur-
ance 
funds

  7 15.5  5,431  2,837 52.2   315  5.8    797 14.7  1,482 27.3

Substitute   
SHIs

  6 15.5 24,614 10,390 42.2 2,464 10.0  5,596 22.7  6,164 25.0

Other  10 15.5  2,531    669 26.4   110  4.3  1,202 47.5    551 21.8
a Number of insurances in January
b Including additional contribution by the insured equaling 0.9 %; Source: Federal Ministry of 
Health, National Association of Statutory Health Insurance Funds statistics (calendar month 1/13), 
cited according to [7]
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a good EUR 170 billion, which equals to 6–7 % of the GDP. However, the political 
discourse has repeatedly been critical of the development of SHI expenses in view 
of flat or dropping revenues. In recent years, many steps were therefore taken to 
reduce the SHI catalog of services, increase co-payments by the insured for certain 
services, and change the entire funding basis. Figure 3.1 presents the distribution of 
expenses in 2011.

The listed expenses refer to the standard benefits as required by law and as speci-
fied in the SHI catalog of services as well as to special services identified in the 
health insurances’ statutes. Standard benefits include the following:

• Outpatient medical treatment
• Hospital treatment
• Disease prevention
• Early detection of diseases
• Dental treatment, including dental restorations
• Provision of pharmaceuticals, dressing materials, remedies, and technical aids 

(in some cases, co-payments by the insured apply)
• Home nursing care and domestic help
• Palliative care
• Services for geriatric rehabilitation and occupational therapy and
• Sick pay (80 % of net wages).

Inpatient treatment;
 60.1; 34%

Pharmaceuticals; 29.1; 
16%

Outpatient medical
treatment; 27.6; 15%

Sick pay; 8.5; 5%

Administrative costs;
9.4; 5%

Travel costs; 3.8; 2%

Non-pharmacological
therapies and technical 

aids; 11.2; 6%

Dental restorations; 3.2; 
2%

Prevention/rehabilitation;
2.4; 1%

Professional home
care; 3.6; 2%

Dental treatment; 8.5;

Social services; 1.7; 1%

Other expenses; 10.5;
6%

 5%

Fig. 3.1  SHI services and expenses in 2011. (Source: Federal Ministry of Health; National Asso-
ciation of Statutory Insurance Funds statistics: key figures and rules of thumb [8])
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§ 12 of the German Social Code Book V (SGB V) sets out that the services provided 
to patients within the SHI system must be sufficient, appropriate, and economically 
efficient (“efficiency principle”). Decisions as to which specific services should 
be added to the SHI catalog of services and paid by the SHI are made by the Joint 
Federal Committee (G-BA; www.g-ba.de), which is supported by the Institute for 
Quality and Efficiency in Health Care (IQWiG; www.iqwig.de).

Remuneration Principles

Generally, the SHI reimburses services using the benefits-in-kind principle, that is, 
the insured receive medical services after presenting their health insurance card. 
The services are then billed by the service provider to the health insurance without 
the insured being informed about the arisen costs. PHIs, in contrast, use the cost re-
imbursement principle, where the received services are first paid for by the insured, 
who can then apply to the insurance for reimbursement.

For several years, SHI-insured individuals have been required to make co-pay-
ments for certain health services in addition to paying monthly SHI contributions; 
these co-payments are the sole responsibility of the insured (that is, the costs are not 
shared with the employer). For instance, they apply for the following:

• Practice fee: EUR 10 per quarter. In case of referral by the primary care physi-
cian, who is always seen first, the practice fee is only paid at that first office and 
not at the visited specialist offices. The practice fee was dropped as of January 
01, 2013 since it did not have the intended effect of reducing physician visits.

• Co-payments at hospitals and rehabilitation facilities: EUR 10 per day for no 
more than 28 calendar days per year.

• Co-payments for pharmaceuticals and dressing materials: 10 % of costs, but at 
least EUR 5 and no more than EUR 10.

• Co-payments for non-pharmacological therapies: 10 % of costs and EUR 10 per 
prescription.

• Co-payments for professional home care: 10 % of costs and EUR 10 per pre-
scription.

To ensure that these co-payments do not cause social hardship, the insured can ap-
ply to the health insurance for relief if the co-payments exceed 2 % of their gross 
annual income (or 1 % of income if they are chronically ill).

Since 2009, employee and employer contributions as well as tax subsidies for 
extraneous benefits, such as coverage of nonworking family members, maternity 
allowance, etc., have been paid into a so-called Health Fund [Gesundheitsfond]. To 
fund their benefits, the health insurances are allocated money from the Health Fund 
according to the number of insured individuals and their age, gender, and morbidity 
distribution. If the allocations do not cover the SHI’s expenses, the insurance can 
ask its members for an additional contribution. A few insurers have done this in the 
past, and in some cases, it led to many members leaving the respective SHI.
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The above-described services within the SHI catalog of services (standard ben-
efits) must be prescribed by a physician, even if they are not actually provided by 
a physician [Arztvorbehalt]. This applies to occupational and physical therapy, for 
instance. There are very few services that the insured can receive directly and still 
be reimbursed by the SHI. One example is participation in disease prevention cours-
es. The insured can participate in these courses but must initially pay the course 
fees. The insured can then apply to the SHI for partial reimbursement of up to two 
different courses per year. This rule is particularly problematic for chronically ill 
patients, whose continuous, long-term participation (e.g., in back pain exercises) is 
medically desirable. In 2011, the SHI therefore allowed participation in functional 
and rehabilitation exercise programs. They must be prescribed by a physician, and 
an application for reimbursement must be submitted to the health insurance and be 
approved before the program starts. The SHI may approve the reimbursement of 
expenses for 50 or 120 h of exercise that can be completed in 1.5–3 years.

PHIs are structured differently than SHI. The following are the most important 
differences:

• In the PHI, member contributions are based on their individual health risks.
• The insurance is voluntary and not regulated by law.
• A contribution is paid for each insured person, that is, there is no contribution-

free family member coverage.
• The PHI uses the cost reimbursement principle.
• The PHI may provide more benefits (e.g., corrective lenses, nonprescription 

pharmaceuticals, and dental restorations) and in some cases fewer benefits than 
the SHI (e.g., technical aids).

Sectors

The medical services infrastructure in the German health-care system primarily 
rests on the following pillars: outpatient medical care, inpatient care, long-term 
nursing care, and rehabilitation. Below, we will briefly discuss the structure of the 
two most important and expensive pillars—outpatient and inpatient medical care—
as well as long-term nursing care.

Outpatient Medical Care

According to Simon, outpatient medical care features the following structural char-
acteristics (Simon, 2010, p. 183):

• Physicians’ freedom of establishment
• Patients’ free choice of physician (§ 76 SGB V)
• Transfer of central tasks to the Association of SHI Physicians (§§ 77–81 SGB V)
• Needs planning and restrictions on approval to practice (§§ 99–105 SGB V)
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• Structural organization into primary care and specialist care (§ 73 SGB V)
• Group negotiations between associations of SHI physicians and health insur-

ances
• Joint self-administration by associations of SHI physicians and health insurances

In the German outpatient sector, SHI-accredited physicians who are members of the 
Associations of SHI Physicians have a treatment monopoly. At the same time, the 
Associations of SHI Physicians must ensure the sufficient availability of outpatient 
care on a federal state [Bundesland] level. A few years ago, hospital physicians were 
granted permission to participate in outpatient care, for instance within the frame-
work of medical care centers [Medizinische Versorgungszentren], which are cross-
specialty physician-run facilities. Vice versa, SHI-accredited physicians in private 
practice may only participate in inpatient care to a limited extent, for instance, as 
affiliated doctors in smaller hospitals. To become an SHI-accredited physician, phy-
sicians must register in the medical register of their State Association of SHI Physi-
cians and apply to become an SHI-accredited physician. The accreditation decision 
is made by the Admissions Committee, which is made up equally of health insur-
ances and representatives of the Association of SHI Physicians. In addition to the 
applicant’s qualifications, regional needs are an important criterion for admission as 
an SHI-accredited physician. The same procedure also applies for the medical care 
centers, which have been permitted since 2004.

In 2011, around 139,500 physicians provided outpatient care in Germany, of 
which around 120,500 were SHI-accredited [9], that is, they invoiced their services 
through the SHI. Among the 120,500 SHI-accredited physicians, around 43 % pro-
vided primary care, but this percentage has been slowly dropping for years [9].

The dominant structure in the outpatient sector is still the individual practice, 
where a single physician provides patient care with the aid of medical assistants. In 
a joint practice [Praxisgemeinschaft], the facility is used by multiple physicians, but 
billing and liability remain separate. Physicians in group practices [Gemeinschafts-
praxis], in contrast, submit joint bills through the Association of SHI Physicians 
using a single billing code. Among the roughly 120,000 SHI-accredited physicians, 
about 46,300 worked in group practices in 2011 [9].

In European comparison, the German health-care system is lamented to be ex-
cessively utilized. According to the 1998 Federal Health Survey, 90 % of respon-
dents visited a physician at least once a year [10]. Women had an average of 12.8 
physician visits per year (not including dentist visits), and men had 9.1 visits [10]. 
The average number of visits rises with age, ranging from 8.7 visits on average 
for 18–19-year-olds to 14.9 in 70–79-year-olds. The 2002 Socio-Economic Panel 
shows a similar trend, albeit with different absolute numbers: At the time, 68.5 % 
of respondents had seen a physician at least once in the 3 months preceding the 
survey. The average number of physician visits was 3.9 in the preceding 3 months. 
The average number of visits rose from 3.3 in patients under age 40 to 4.5 in people 
aged 60 and above [11, p. 16]. [Also, compare the contribution by Swart and Griehl 
in this volume.]
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Multiple studies have investigated the factors that influence this high utilization 
of medical care. Since morbidity is not greater in Germany than in other European 
countries, organizational and economic factors within the health-care system must 
be considered as potential causes of higher utilization. On the provider side, follow-
up appointment scheduling and referrals by physicians are associated with system-
related incentives for the expansion of services. On the demand—or patient—side, 
it must be noted that until a few years ago (up to 2003), visiting a physician was 
very easy and free of charge, so that multiple physicians could be seen simultane-
ously for the same disease.

Inpatient Care

According to § 107 para. 1 SGB V, hospitals are facilities that “are under permanent 
medical management by a physician… and serve to… diagnose, cure, and prevent 
deterioration of patients’ diseases and ameliorate symptoms of disease, primarily 
through medical and nursing services.” In case of a diagnosed or suspected serious 
illness for which permanent accommodation and medical monitoring are required, 
SHI members have a legal right to inpatient treatment at a licensed hospital. Inpa-
tient treatment is only justified, however, if the treatment objective cannot be met 
by another form of treatment (outpatient, semi-inpatient, etc.). Hence, the other 
treatment forms are always preferable over inpatient treatment, which is ordered 
by a physician in private practice through a referral, except in emergencies. Gener-
ally, patients can freely choose their hospital but not their treating physicians at the 
hospital.

The federal states [Bundesländer] must ensure sufficient availability of inpatient 
care in the context of hospital planning, which is conducted by the responsible min-
istry, the state hospital trust, and the state associations of the SHIs. The result is the 
general hospital plan, which is now needs-oriented in most federal states and lists 
the hospitals by care levels (basic care, regular care, intermediate care, centralized 
or maximum care, and specialist care), departments, and number of beds. Only hos-
pitals listed in the general hospital plan are eligible for state support of investment 
activities in the context of the dual system of hospital financing [5].

In general, German hospitals can be categorized by ownership into public, non-
profit, and private hospitals. Since 1991, general hospitals have further been differ-
entiated from other hospitals. The category ‘Other hospitals’ includes all hospitals 
that offer only psychiatric and/or neurological beds. ‘General hospitals’ therefore 
include all forms and beds other than ‘Other hospitals’.

Table 3.2 displays the 2010 ownership distribution of general hospitals and their 
development within the preceding 20 years.

The table shows that in the past 20 years since German re-unification, the num-
ber of general hospitals has distinctly dropped. This reduction applies to public 
and nonprofit hospitals, while the number of private hospitals has grown. Taking 
into account the absolute numbers of hospital beds, it becomes clear that privately 



36 C. Bormann and E. Swart

owned hospitals tend to be smaller with fewer beds, while public and nonprofit hos-
pitals tend to be larger and offer all care levels. Despite the massive reduction in the 
number of beds and hospitals, the majority of inpatient care is still provided by pub-
lic and nonprofit hospitals. Nonetheless, there is a clear trend toward privatization.

Around 17–18 million cases are treated at German hospitals every year [12]. 
Compared with other European countries, these numbers are fairly high. In the past 
10 years, the number of inpatient cases has increased. In 1991, 14.5 million cases 
were treated at hospitals, versus 18 million cases in 2010; this represents an increase 
of around 25 % [12]. In parallel with the growing case numbers, the average length 
of stay dropped, equaling 14 days in 1991 versus 7.9 days in 2010 [12]. About one-
third of cases involve patients aged 65 years or older, despite the fact that this group 
makes up less than 20 % of the population [12]. In terms of the indications that most 
frequently lead to hospitalization, high rates of cardiovascular diseases and cancer 
stand out. They are followed by diseases of the digestive organs, injuries, and poi-
soning as well as diseases of the musculoskeletal system [13]. These five groups 
represent more than half of all inpatient cases.

To limit expenditures in the inpatient sector, Diagnosis Related Groups (diagno-
sis-related flat rates; www.g-drg.de) were introduced in 2004, thereby eliminating 
the financial incentive for hospitals to extend the length of stay. It now makes eco-
nomic sense for hospitals to admit and treat patients as rapidly as possible.

Long-Term Nursing Care

Compulsory long-term care insurance was introduced in Germany in response to the 
growing number of patients in permanent need of care, which is the result of demo-
graphic changes. Social long-term care insurance (SLTCI), which was established 

Table 3.2  Hospitals and beds by ownership status in 2010. (Source: [12])
Hospitals with somatic  
departments

All hospitals (incl. Psychiatric 
hospitals)

2010 Change since  
1991 in %

2010 Change since 
1991 in %

General hospitals 1,758  − 18.8 2,064 − 14.4
Public 539  − 45.9 630 − 44.2
Nonprofit 644  − 23.2 755 − 19.9
Private 575  + 74.2 679 + 89.7
Beds 462,457  − 22.7 502,749 − 24.5
Public 223,385  − 39.2 244,254 X
Nonprofit 164,337  − 20.6 173,457 X
Private  74,735 + 211.4  85,038 X
Beds/100,000 

inhabitants
615 − 26.1

Cases/100,000 
inhabitants

 22,057 + 21.0

X no data available
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in 1994 based on the model of the SHI, provides the insured with services, bene-
fits-in-kind, and payments for basic care and domestic help if the Medical Service 
of the Statutory Health Insurance (Medizinischer Dienst der Krankenversicherung 
(MDK)) has confirmed the need for long-term care. Unlike the statutory health 
insurance, where meeting needs takes priority over stable contribution rates and 
contribution rates are adjusted to ensure that they cover the medically required ser-
vices, stable contribution rates have priority over meeting needs in the SLTCI [5, 
p. 324 f.]. The SLTCI is referred to as ‘partial coverage’ insurance or as a budget-
ing system because a fixed amount is reimbursed on the basis of the patient’s Care 
Level, regardless of the patient’s actual needs.

Patients are placed in a Care Level, from I to III, depending on the type, fre-
quency, and duration of required assistance per day. The SLTCI offers payments and 
benefits-in-kind, the height of which depends on the determined Care Level. The 
following are the major benefit types:

• Nursing care allowance for home care provided by privately hired caregivers
• Professional home care provided by an outpatient nursing service
• Semi-inpatient nursing services
• Benefits for long-term care at nursing homes (institutional care).

The benefit amounts depend on the Care Level, and monthly reimbursements vary 
widely. Table 3.3 lists them by reimbursement type as of January 01, 2010.

In addition to these reimbursement options, substitute or ‘respite’ care can be 
granted for no more than four weeks per year if a substitute must be hired to cover 
for the primary caregiver due to illness, vacation, or other reasons; this option is 
available if home care is provided for more than six months. In addition, the SLTCI 
may reimburse the costs for necessary short-term care in an inpatient facility for 
four weeks per calendar year and up to an amount of EUR 1,510.

Level 1 Level 2 Level 3
Type of nursing service Signifi-

cant need 
of care

Interme-
diate need 
of care

Highest 
need of 
care

Duration of daily care 1.5 h 3 h 5 h
Monetary allowance for home 

care
225   430   685

Benefits-in-kind for outpatient 
nursing services

440 1,040 1,510

Semi-inpatient nursing care 
(daytime or nighttime care)

440 1,100 1,510

Combination of nursing care 
allowance, nursing benefits-
in-kind, and semi-inpatient 
nursing care (maximum 
amount)

660 1,560 2,265

Inpatient nursing care 1,023 1,279 1,510

Table 3.3  Reimbursement 
amounts (in Euro) as of 
January 01, 2010, for the 
various Care Levels and 
types of care. (Source: SGB 
XI, §§ 36)
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To enable patients to stay in their homes, improvements to the living environ-
ment, such as elimination of thresholds, attachment of handles and rails, and instal-
lation of wheelchair ramps, stair lifts, etc., may be reimbursed by the SLTCI up to 
an amount of EUR 2,557, but the patient must bear 10 % of the costs of the altera-
tion project. The umbrella organization of SLTCIs has laid out general rules on this 
topic in a 2002 joint newsletter. In general, the necessity of improvements to the 
living environment must be confirmed by a nursing care service.

Home and partial inpatient care are preferable over inpatient nursing care. Ex-
cept in patients in Care Level 3, the necessity of inpatient nursing care must be 
verified by the MDK. The SLTCI pays a monthly flat fee to the nursing home (see 
Table 3.3). The costs for food and lodging as well as investment costs are the pa-
tient’s responsibility. If the income of the patient and any financially responsible 
relatives is insufficient, they can apply for “Help with care” to the responsible wel-
fare agency in their respective federal state.

Since July 01, 2008, the SLTCI contributions have been the same throughout 
Germany, at 1.95 % of income up to the contribution assessment ceiling, with em-
ployers and employees each paying 0.975 %, except in the state of Saxony. Child-
less people aged 23 and above pay an additional 0.25 %, payable by the insured 
only. In 2009, just below 70 million people were members of the SLTCI [14]. More 
than 60 % of care recipients are 80 years or older (total number of care recipients: 
2.34 million). More than half of beneficiaries are in Care Level 1; two-thirds (69 %) 
of those in need of nursing care receive care at home from family caregivers, and 
one-third of these are supported by nursing services. The percentage of those receiv-
ing long-term care increases continuously from almost 5 % of people aged 70–75 to 
almost 60 % of people aged 90+ [15].

In Germany, outpatient nursing services include welfare centers [Sozialstationen] 
and private nursing services. In total, more than 12,000 outpatient nursing services 
are currently in operation [15]. Simon [5] describes outpatient nursing services us-
ing the following structural characteristics:

• SLTCIs must ensure sufficient availability of nursing care for the insured.
• The government does not engage in capacity planning. Capacities are primarily 

managed through health service agreements between long-term care insurances 
and nursing facilities.

• The services are almost exclusively rendered by nonprofit and private entities; 
public entities play only a minor role.

• The reimbursement system is not uniform but differs by insurer [5, p. 354].

Outpatient nursing services offer a very wide range of services. In addition to home 
help, they can provide basic and therapeutic nursing care as well as intensive nurs-
ing care. The beneficiary may claim monetary payments or outpatient benefits-in-
kind, the extent of which is determined by the Care Level.

Unlike medical care, outpatient nursing care is not subject to government capac-
ity planning. The available services are largely governed by supply and demand. 
However, providers in particular are subject to government regulations, primar-
ily regarding the quality of care. According to SGB XI, long-term care insurances 
must enter into health service agreements with the operators of nursing facilities, 
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specifying the type, scope, and content of general nursing services that the facility 
must provide to the patient. Only those services are reimbursed. This agreement 
approves the facility for providing care and serves as a mandate to provide care. 
To fulfill the health service agreement, the nursing facility must meet legal require-
ments to the effect that the nursing facility is managed by a trained nurse, ensures 
efficient and economic nursing care, and agrees to establish and further develop an 
internal quality management system (SGB XI, §§ 71, 72). In addition to the health 
service agreement with the long-term health insurance, the nursing facility must 
enter into a separate agreement with each patient. This agreement specifies the type, 
content, and scope of the services to be rendered for each individual patient and the 
payments to be made. The agreement is intended to strengthen the patient’s position 
toward the facilities.

As a further peculiarity of the long-term care sector, nursing facilities must regu-
larly supply the long-term insurances with proof of performance and quality, which 
is reviewed by experts and inspection bodies. This proof of quality confirms that 
quality requirements according to SGB XI are met and justifies the claim for reim-
bursement of the provided services.

In Germany, inpatient care for patients requiring long-term care is provided by 
inpatient nursing facilities. According to Simon, the range of services of inpatient 
nursing facilities includes basic and therapeutic nursing care as well as domestic 
help [5, p. 380]. The following care types are differentiated:

• Inpatient nursing care (around the clock)
• Semi-inpatient care (only daytime or only nighttime)
• Short-term care (temporary inpatient care for up to 4 weeks per calendar year).

Outpatient and inpatient nursing care are similar in many respects, as both are gov-
erned by SGB XI. Simon summarizes the following central structural characteris-
tics for inpatient nursing care:

• The long-term care insurances must ensure sufficient availability of nursing care 
for the insured.

• There is no capacity planning by the government or the joint self-administration. 
Capacities are primarily managed through health service agreements between 
the long-term health insurances and the nursing facilities.

• The services are almost exclusively rendered by nonprofit and private entities; 
public entities play only a minor role [5, p. 380].

The number of nursing homes has grown by some 30 % between 1999 and 2009; 
in 2009, more than 11,000 homes were available [15]. Most homes are nonprofit 
( n = 6,373), followed by 4,637 private facilities, and only 624 public facilities [15]. 
Separate homes exist for older people, disabled people, the mentally ill, and the 
seriously ill and dying. The growing number of homes particularly results from an 
increase in homes for older people, where about three-fourths of residents suffer 
from dementia. The total number of resident places at homes has increased from 
645,456 in 1999 to 845,007 in 2009, with the majority being for long-term inpatient 
care (some 86 %). This is also the area with the largest increases in the past 10 years.
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Both outpatient and inpatient nursing care are characterized by a large percent-
age of part-time and female workers. Inpatient care is organized following similar 
principles as outpatient care according to SGB XI, §§ 71 and 72 and is based on 
numerous health service agreements between the long-term care insurances and 
the nursing facilities. In addition to this health service agreement, the home opera-
tor must enter into a nursing home agreement with the resident as specified by the 
Nursing Home Act [Heimgesetz]. The nursing home agreement governs the rights 
and duties of both parties as well as the applicable payments.

Summary

As regards the influence of system-related factors on utilization behavior, numerous 
health services are covered by health insurance, but SHI-financed services must be 
included in the catalog of services. Services are included in the catalog on the basis 
of criteria such as being evidence-based, necessary, and economical. The majority 
of health-care services are billed by the service provider directly to the insurance 
without involving the insured, who pay monthly contributions. A few services must 
be paid for by the insured or require co-payments. This may influence the utilization 
of necessary medical services, especially by patients of low socioeconomic status. 
In Germany, the range of available services and the frequency of actually provided 
services are strongly physician-dominated since many health-care services are re-
stricted to physicians. In some cases, approval by the health insurance is required in 
addition to a physician prescription, a situation that may further affect utilization.

Acknowledgment We wish to thank Ms. Stephanie Griehl, B.A., for her support in researching 
current data on the German health-care system.

References

1. Beske F, Hallauer JF. Das Gesundheitswesen in Deutschland. Struktur—Leistungen—Weit-
erentwicklung. 3rd ed. Köln: Deutscher Ärzte-Verlag; 2005.

2. Busse R. Das deutsche Gesundheitssystem im Überblick. Daten, Fakten, Trends. 2nd ed. 
München: MMW Verlagsgesellschaft; 2013.

3. Nagel E, editor. Das Gesundheitswesen in Deutschland: Struktur—Leistungen—Weiterent-
wicklung. 4th ed. Köln: Deutscher Ärzte-Verlag; 2007.

4. Preusker UK. Das deutsche Gesundheitssystem verstehen: Strukturen und Funktionen im Wan-
del. Heidelberg: medhochzwei Verlag; 2013.

5. Simon M. Das Gesundheitssystem in Deutschland. Eine Einführung in Struktur und Funktion-
sweise. 3rd ed. Bern: Verlag Hans Huber; 2010.

6. Gesetze für die Soziale Arbeit. Textsammlung. Ausgabe 2011/12. Sozialgesetzbücher V, IX 
und XI. Baden-Baden: Nomos Verlag; 2011.

7. www.Sozialpolitik aktuell.de.
8. Bundesministerium für Gesundheit (BMG). Zahlen und Fakten zur Krankenversicherung. Ber-

lin; 2012.

www.Sozialpolitik aktuell.de


413 Utilization of Medical Services in Germany—Outline of Statutory Health …

 9. Kassenärztliche Bundesvereinigung. Statistische Informationen aus dem Bundesarztregister 
(Stand: 31.12.2011). Berlin; 2012.

10. Bergmann E, Kamtsiuris P. Inanspruchnahme medizinischer Leistungen. Das Gesundheitswe-
sen 1999; 61: S138–144.

11. Grabka M, Schreyögg J, Busse R. Die Einführung der Praxisgebühr und ihre Wirkung auf die 
Zahl der Arztkontakte und die Kontaktfrequenz –Eine empirische Analyse. Berlin: DIW Dis-
cussion Papers 506; 2005.

12. Statistisches Bundesamt, editor. Grunddaten der Krankenhäuser 2010 (Fachserie 12 Reihe 
6.1.1). Wiesbaden; 2012.

13. Schellhase T. Statistische Krankenhausdaten: Diagnosedaten der Krankenhauspatienten 2009. 
In: Klauber J, Geraedts M, Friedrich J, Wasem J, editors. Krankenhausreport 2012. Stuttgart: 
Schattauer Verlag; 2012. p. 377–405.

14. Bundesministerium für Gesundheit (BMG). Daten zur Pflegeversicherung. Berlin, 2010. http://
www.bmg.bund.de. Accessed 12 Jul 2012.

15. Statistisches Bundesamt, editor. Pflegestatistik 2009. Pflege im Rahmen der Pflegeversicher-
ung—Deutschlandergebnisse. Wiesbaden; 2011.



Part III
Methodology



45

Chapter 4
The Problem of Repeated Surveys.  
How Comparable are their Results Regarding 
the Utilization of Medical Services?

Enno Swart and Stephanie Griehl

E. Swart () 
Medical Faculty, Institute für Social Medicine and Health Economics,  
Otto-von-Guericke-University Magdeburg, Leipziger Straße,
39120, Magdeburg, Germany
e-mail: enno.swart@med.ovgu.de

S. Griehl
Department of Social and Health Sciences,  
University of Applied Sciences, Magdeburg-Stendal,  
Breitscheidstr 1, 39114  Magdeburg, Germany  
e-mail: stephanie.griehl@web.de

Background

In the course of the past 20 years since German reunification, several large-scale 
representative population surveys have been conducted under the leadership of the 
Robert Koch Institute (RKI; formerly Federal Health Office). In addition to ques-
tions about health and its determinants, these surveys asked about the prevalence 
and frequency of utilization of outpatient, inpatient, preventative, and rehabilitative 
services as well as the pharmaceutical treatment of certain symptoms and diseases. 
The Socioeconomic Panel (SOEP) and the Bertelsmann Foundation’s Healthcare 
Monitor survey the utilization of medical services as well. This contribution ex-
amines the extent to which these survey questionnaires use the same or at least 
similar questions to measure the utilization of medical services, including services 
for health promotion, prevention, rehabilitation, and drug treatment. In this context, 
this chapter also explores the comparability of the results of these surveys.

This is a relevant topic in health services epidemiology and health-care systems 
research in Germany because particularly the RKI surveys and to a lesser degree the 
results of the SOEP and Healthcare Monitor are often referenced by other studies to 
estimate disease prevalence or to study determinants of health and disease. When 
using these surveys, it is important to know the extent to which the results of these 
surveys may be considered valid reference data.
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With regard to these two central questions, this contribution explores the follow-
ing aspects:

• What reference periods are used to ask about outpatient and inpatient utilization?
• How are the prevalence and frequency of utilization measured, e.g., by using the 

number of outpatient contacts, inpatient admissions, or number of nights spent 
in hospital?

• To what extent do questions differentiate between the outpatient utilization of 
specific types of specialists?

• To what extent do the surveys ask about preventative and rehabilitative services 
and drug treatment?

• How do the results differ on the basis of the survey design and survey questions?

We have already published the principal results of this comparative analysis of field 
research on health-care utilization in Germany [1]. As this book aims to provide a 
complete account of theories, methods, and results of health-care utilization (HCU) 
research in Germany, the first author and the editor have agreed to include a revised 
version of this chapter on the comparability and validity of primary data in the book. 
In the context of the two other methodological contributions on secondary data and 
qualitative approaches in HCU research, the book will then present all three central 
methodological approaches for measuring health services utilization behavior.

Underlying Data

This analysis draws on the public use files (PUFs) of four representative population 
surveys conducted between 1991 and 2009, data from the 16 waves of the Bertels-
mann Healthcare Monitor conducted between 2001 and 2009, and data from the 26 
waves of the SOEP conducted between 1984 and 2009. All surveys included ques-
tions on the utilization of outpatient, inpatient, and preventative services.

In the context of the German Cardiovascular Prevention Study (DHP; [2]), 
two waves of surveys with representative samples of the population of former 
West Germany had already been conducted in the 1980s. Participants underwent 
a standardized medical examination and participated in an extensive interview on 
health-related topics (National Health Survey). To supply comparative data for 
the reunified Germany for the first time, a third wave of surveys was conducted in 
1990/1991 in former West Germany and in 1991/1992 in former East Germany, using 
largely the same methodology (East-West Survey, OW91). The data of these health 
surveys were meant to provide information about the prevalence of certain diseases or 
disease characteristics, risk factors, symptoms, and health-related behaviors and liv-
ing conditions in the German resident population. The population of OW91 included 
all Germans aged 25–69 in former West Germany and all Germans aged 18–79 in 
former East Germany. Samples were randomly selected with equal probability using a 
two-stage, multi-stratified sampling procedure. The net samples of the health surveys 
comprised 5,255 individuals (former West Germany) and 2,211 individuals (former 
East Germany), with response rates of approximately 70 % [3].
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The 1998 National Health Survey (BGS98) involved a health-related interview 
and examination of a representative sample of the resident population of Germany 
between the ages of 18 and 79. The primary goal of the survey is to produce data 
for Federal Health Reporting and intra-European comparisons. Using data from 
previous surveys also reveals trends in the distribution of risk factors and diseases 
in the population. Question sets pertained to subjective and objective health, the 
utilization of medical services, and numerous potential determinants of health. The 
sample was randomly selected using a multi-stratified procedure according to re-
gional and spatial planning aspects. A total of 7,124 people completed the survey 
questionnaire and underwent a medical examination, which corresponds to a re-
sponse rate of 61 % [4, 5].

In continuation of the BGS98, the RKI conducted the first nationwide represen-
tative Telephone Health Survey in 2003, with a focus on chronic diseases (Tel03). A 
total of 8,362 people aged 18–79 were surveyed (response rate: 52 %). The method 
was based on the Gabler–Häder procedure for selecting a representative sample of 
the population for telephone surveys (landline numbers) in the Federal Republic of 
Germany. The catalog of questions was based on BGS98 [6].

The 2009 German Health Update (GEDA09) is a representative survey of the 
adult German-speaking population living in private households in Germany with 
a landline telephone. A total of 21,626 interviews were completed (response rate: 
51 %). The GEDA survey is regularly repeated as part of health monitoring [7] in 
order to continuously monitor developments in disease occurrence and in health 
and risk behaviors. It is meant to provide the health reporting system and health 
policymakers with timely information regarding health trends in the population or 
in specific subgroups. The survey follows the annual telephone health surveys con-
ducted between 2003 and 2006 and uses the same methods [8].

Since 2001, the Bertelsmann Healthcare Monitor has surveyed insured individu-
als and physicians about outpatient care at regular intervals. The main focus of the 
interviews with the insured is to assess the utilization of services, patient orientation 
in care delivery, patient expectations of the health-care system, and patient satisfac-
tion. The written survey of the insured is conducted semiannually, while the survey 
of physicians in private practice is conducted annually by telephone. The question-
naires contain a core of identical questions, for instance, about the frequency of outpa-
tient and inpatient utilization, as well as supplementary questions on selected current 
health policy-related topics. TNS Healthcare (formerly NFO Infratest Gesundheits-
forschung) draws the sample for the survey of the insured from a panel of households 
that have agreed to participate (the so-called Access Panel). This panel contains about 
70,000 households with more than 160,000 household members [9, 10].

The SOEP is the largest and longest-running (since 1984) multidisciplinary lon-
gitudinal study in Germany. The SOEP is commissioned by the German Institute 
for Economic Research (DIW) in Berlin. For the SOEP, more than 20,000 people 
in about 11,000 households are surveyed every year by the survey institute TNS In-
fratest Sozialforschung [11]. Data collected through the SOEP provide information 
on topics such as income, employment status, education level, and health. Since 
the same people are surveyed each year, the survey lends itself to the analysis of 
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long-term societal trends as well as the life courses of specific groups. Although 
health-related questions are not the main focus of the survey, it regularly asks ques-
tions about the utilization of medical services.

The PUFs of the RKI population surveys, including extensive documentation, 
can be ordered from the RKI for a small usage fee (www.rki.de). The same applies 
to data from the SOEP, which can be ordered from the DIW (www.diw.de). The data 
from the Bertelsmann Healthcare Monitor, including a data set description and the 
employed participant questionnaires, are available for download free-of-charge on 
the Bertelsmann Foundation website (www.bertelsmann-stiftung.de).

Survey Instruments

Table 4.1 lists the study characteristics of the included surveys. Depending on the 
objectives of the surveys, distinct differences are found in the study population and 
design. The RKI surveys are one-time cross-sectional surveys using differentiated 
sampling plans [7] designed to render them representative of the population. The 
SOEP and Healthcare Monitor, in contrast, involve repeated panel surveys [9–11].

There are similarities in the individual sets of questions on health and hence 
health services utilization as well as in individual questions on their potential de-
terminants (age, gender, sociodemographic characteristics, subjective health status, 
symptoms, diagnoses, individual risk factors, and health-relevant behaviors). How-
ever, the SOEP includes markedly fewer questions on subjective health, disabilities, 
and limitations in activities of daily living (Table 4.2).

Analyzing the surveys’ question sets reveals distinct differences in the questions 
on outpatient utilization (Table 4.3). Only three of the six surveys ask participants 

Table 4.1  Characteristics of included surveys
OW91 BGS98 TEL03 GEDA09 SOEP MONI

Year of survey 1991 1998 2003 2009 Annually 
since 
1984

Semiannually 
since 2001

Number of 
participants

7,466 7,124 8,318 21,262 12,000–
20,000

approx. 1,500

Age group 25–69 years 
of age

18–79 years 
of age

18+ years 
old

18+ years 
old

18+ years 
old

18 of 79 years 
of age

Access Represen-
tative 
samples

Represen-
tative 
samples

Represen-
tative 
samples

Represen-
tative 
samples

Access 
panel

Access panel

For more 
information

www.rki.de www.rki.de www.rki.de www.rki.de www.diw.
de

www.bertels-
mann-stiftung.
de

OW1991 East-West Survey 1991, BGS 1998 German National Health Survey 1998, TEL2003 
Telephone Health Survey 2003, GEDA2009 Telephone Health Survey ‘German Health Update’ 2009, 
SOEP Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor; modified according to [1]

www.diw.de
www.diw.de
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when they last contacted a physician, and only the German National Health Survey 
and the Bertelsmann Healthcare Monitor inquire about more details, such as the rea-
son for this contact. With regard to questions on physician contact within a certain 
time period preceding the survey, the time period mentioned ranges from 4 weeks to 
12 months. Marked differences were also found in the questions about contacts with 

Table 4.2  Sets of questions in included surveys on health, utilization, and their determinants
OW91 BGS98 TEL03 GEDA09 SOEP MONI

Schooling x x x x x
Educational 

attainment
x x x x x

Employment 
status

x x x x x x

Income x x x x x
Social class 

(score)
x x x x x

Migration 
status

x x x x x x

Insurance 
status

x x x x x x

Marital status, 
household

x x x x x x

Chronic 
diseases

x x x x x x

Psychosomatic 
complaints

x x (x)

Subjective 
health

x x x x x x

Pain x x x x x
Need for help 

in activi-
ties of daily 
living

x x x

Recent 
limitations

x x x x x

Disability x x x x
Indiv. risk 

factors (e.g., 
smoking)

x x x x

Occupational, 
environ-
mental 
exposures

x x x x (x)

Satisfaction, 
social 
network

x x x x

OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL2003 Telephone 
Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, SOEP 
Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor, (x) not in all waves; modified 
according to [1]
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specific types of specialists: These questions are completely missing from some 
surveys, and in others, the included specialties differ.

Greater similarities are found in the questions about the prevalence of inpa-
tient admissions. All six surveys ask about inpatient stays within the preceding 12 
months. They only differ in the way in which they inquire about the frequency of 
inpatient care (number of nights or number of admissions within the preceding 12 
months; Table 4.4).

Finally, only a few surveys include questions about participation in screening 
and prevention services. Comparative analyses particularly include services from 
the statutory health insurance (SHI) catalog of services, namely cancer screening 
services (breast, bowel, prostate, skin, and cervical cancer), “health checkup” ser-
vices (screening for diabetes mellitus, cardiovascular diseases, and renal disease), 
and prenatal examinations (Table 4.5). The questions about screening examina-
tions are very similar or virtually identical in the various RKI surveys, but there are 

OW91 BGS98 TEL03 GEDA09 SOEP MONI
Time of most recent physician contact x x x
Reason for most recent contact x x
Details of most recent contact (where, 

who)
x x

Outpatient contact within the preceding 
4 weeks (yes/no)

x x x

Outpatient contact within the preceding 
3 months (yes/no)

x x

Number of outpatient contacts within 
the preceding 3 months (n)

x

Outpatient contact within the preceding 
12 months (yes/no)

x

Number of outpatient contacts within 
the preceding 12 months (n)

x

Have a regular primary care physician 
(yes/no)

x x x x

Contacts with specific specialists
Primary care physician/GP §, $ %, $, & %, $ %
Internist §, $ %, $, & %
Gynecologist §, $ %, $, & %
Surgeon/orthopedic surgeon §, $ %, $, & %
Ophthalmologist §, $ %, $, & %
ENT specialist §, $ %, $, & %
Neurologist §, $ %, $, & %
Urologist §, $ %, $, & %
Dentist §, $ %, $, & %, $
OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL2003 Telephone 
Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, SOEP 
Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor, § within the preceding 4 weeks, 
% within the preceding 12 months, $ number of contacts within this time period, & treatment 
satisfaction; modified according to [1].

Table 4.3  Questions on the utilization of outpatient services
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differences in the use of filters. In the 2003 Telephone Health Survey and GEDA 
2009, the questionnaire included filters that restricted answers about screening ex-
aminations to participants who are entitled to these services [12].

All other preventative and health promotion services (e.g., physician consulta-
tions) are rarely asked about in the respective surveys. Questions regarding the utili-
zation of other services (rehabilitation services, services from non-physician service 
providers such as occupational or physical therapists, or the use of prescription or 
over-the-counter medications) are not standard questions and will not be further 
discussed here [1].

Results

The East-West Survey, the German National Health Survey, and GEDA2009 ask 
respondents about when they last contacted a physician. The results for contacts 
within the preceding 4 weeks differ by approximately 10 % points, varying from al-
most 40  to almost 50 %. When extending the reference period to 3 months, the same 
differences in percentage points are observed, with utilization prevalence ranging 
from 63 to 72 %. Age-specific and sex-specific utilization patterns are consistent, 
and the various surveys’ results again differ by approximately 10 percentage points. 
The Healthcare Monitor does not supply any data on this topic because it only asks 
about the number of contacts made with various physicians within the preceding 12 
months (Table 4.6).

Table 4.4  Questions on the utilization of inpatient services
OW91 BGS98 TEL03 GEDA09 SOEP MONI

Inpatient stay within 
the preceding 4 
weeks

x

Inpatient stay within 
the preceding 12 
months

x x x x (x) (x)

Number of hospital 
admissions within 
the preceding 12 
months

x x x (x) (x)

Number of nights 
spent in hospital 
within the preced-
ing 12 months

x x (x) (x)

OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL2003 Telephone 
Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, SOEP 
Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor; (x) not throughout; modified 
according to [1].
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OW91 reveals a 4-week prevalence of contact with primary care physicians of 
29 %, and BGS98 shows a 12-month prevalence of 71 %. OW91 reports an aver-
age of 1.8 contacts with primary care physicians within the preceding 4 weeks, 
while BGS98 and the Healthcare Monitor each show 4.9 contacts over the preced-
ing 12 months. The 2003 Telephone Health Survey reports 4.0 contacts for the same 
time period but only includes respondents who reported having a regular primary 
care physician. The reported number of physician contacts varies widely. GEDA 
2009 and SOEP ask only about the total number of physician contacts and calculate 
an average of 6.1 for a 12-month period (GEDA09) and 3.6 for a 3-month period 
(SOEP). The Healthcare Monitor distinguishes between contacts made with four 
additional types of specialists, and OW91 and BGS98 measure the frequency of 
utilization of more than ten types of specialists. Despite the fact that primary care 
physicians make up only about 50 % of all physicians in private practice in Germa-
ny, the surveys do not offer a detailed differentiation between outpatient specialist 
contacts (Table 4.7).

The questions about hospitalizations are much more comparable than those 
about outpatient utilization. Even for identical questions about hospital stays within 
the preceding 12 months, results vary by nearly 9–15 %. These variations are only 
partially attributable to differences in survey populations since distinct differences 
persist even after stratification by age group. However, the patterns of age-specific 
and sex-specific utilization are the same in all surveys (Table 4.8).

The question whether the respondent has ever participated in cancer screening 
was answered affirmatively by 76 % of entitled respondents in OW91, by 78 % in 
the 2003 Telephone Health Survey, and by 72 % in GEDA2009. The 2003 Telephone 

Table 4.5  Questions on the utilization of preventative services
OW91 BGS98 TEL03 GEDA09 SOEP MONI

Cancer screening x x x x
Health checkup x x x x
Prenatal examination x
Screening of blood 

pressure, blood 
sugar, and weight

x

Dental checkup x x
Vaccinations x x x
Medical consultation 

regarding nutri-
tion, exercise, etc.

x x x

Medical consultation 
regarding back 
exercises, relax-
ation, etc.

x

OW91 East-West Survey 1991; BGS98 German National Health Survey 1998; TEL2003 Telephone 
Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, SOEP 
Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor; (x) not included in all waves; 
modified according to [1].



534 The Problem of Repeated Surveys. How Comparable are their Results …

Health Survey and the 2009 GEDA study additionally asked about utilization within 
a 12-month period. The results show that 73 % of respondents participated in cancer 
screening within a year before the survey (Table 4.9). In the Healthcare Monitor, 
more than half of all respondents reported regularly participating in cancer screen-
ing, either annually or every other year. In contrast, 17 % of the respondents re-
ported not utilizing any cancer-screening services. This result is comparable with 
the percentage of RKI survey respondents who report never having participated in 
cancer screening, revealing deviations of 5–10 %.

Analyses of participation in the Health Checkup screening program reveal great-
er differences than in the utilization of cancer screening. In the 1991 East-West Sur-
vey, 33 % of entitled respondents reported having participated in a Health Checkup 
at least once. However, this preventative service had only been added to the SHI 
catalog of services briefly before reunification. In the 2003 and 2009 telephone 
health surveys, about 20 % more respondents had participated. The question about 
utilization within the preceding 24 months—the planned examination interval—is 

Table 4.6  Time of most recent outpatient physician contact, by age groups and gender
OW91 BGS98 TEL03 GEDA09 SOEP MONI

Contact within 
the preceding 4 
weeks (%)

48.4 42.6 x 39.3 x x

Men 43.0 37.5 x 34.5 x x
Women 53.6 49.4 x 42.9 x x
40–49 years of 

age
44.3 35.6 x 34.4 x x

50–59 years of 
age

55.3 47.6 x 41.7 x x

60–69 years of 
age

62.1 58.6 x 46.6 x x

70–79 years of 
age

x 68.3 x 54.0 x x

Contact within 
the preceding  
3 months (%)

69.8 66.9 63.3 66.3 72.2 x

Men 63.1 59.0 57.8 60.6 66.9 x
Women 75.3 74.4 68.1 70.6 77.2 x
40–49 years of 

age
66.4 60.9 57.9 60.6 66.4 x

50–59 years of 
age

74.9 70.9 64.4 67.4 72.0 x

60–69 years of 
age

80.2 80.5 74.6 73.8 82.5 x

70–79 years of 
age

x 86.4 80.2 79.7 89.2 x

OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL2003 Telephone 
Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, SOEP 
Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor (only inquires about utilization 
within the preceding 12 months); modified according to [1].
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also only included in the two telephone health surveys. Among the respondents 
who reported having “ever” taken part in a Health Checkup, participation within the 
preceding 24 months was reported by 82 % in the 2003 Telephone Health Survey 
and by 89 % in GEDA09. In the Bertelsmann Healthcare Monitor, in contrast, 42 % 
of respondents stated that they regularly utilize the Health Checkup every 2 years 
(Table 4.9). On the other hand, 19 % report not participating in this type of screening 
at all. Comparing this value with the non-participation information from the RKI 
surveys reveals differences of about 25 % [12, 13].

As a result of inconsistent questions, the RKI’s surveys are less suitable for de-
picting changes in utilization over time. The Bertelsmann Healthcare Monitor and 
the SOEP, on the other hand, use identical questions for a longer time period. In 
the Bertelsmann Healthcare Monitor, some 95 % of all respondents report at least 

Table 4.7  Prevalence and frequency of outpatient contact with various specialists, by age groups 
and gender

OW91 BGS98 TEL03 MONI
Specialist contacts within the 

preceding 4 weeks (%)
Primary care physician/general 

practitioner
28.8 x x x

Internist  7.3 x x x
Gynecologist 14.0 x x x
Specialist contacts within the 

preceding 12 months (%)
Primary care physician x 70.8 86.6 (76.2)# 82.8
Internist x 20.0 x 18.6
Gynecologist x 67.1 x 74.3
Primary care physician contacts 

within the preceding 12 
months

 1.8§  4.9  4.0#  4.9

Mean  1.8§  4.9  4.0#  4.9
Median 1§  3 2#  3
Lower–upper quartile 1–1§ 2–6 1–3# 2–6
Minimum–maximum 1–30§ 1–99 1–92# 1–98
At least one primary care 

physician visit within the 
preceding 12 months (%)

Men 25.9§ 69.1 57.8 81.1
Women 31.5§ 72.4 68.1 84.2
40–49 years of age 24.1§ 69.2 57.9 84.2
50–59 years of age 35.4§ 69.7 64.6 81.9
60–69 years of age 44.6§ 73.3 74.6 81.6
70–79 years of age x 77.1 80.2 87.5
OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL03 Telephone 
Health Survey 2003, MONI Bertelsmann Healthcare Monitor, wave 16, GEDA09 and SOEP No 
information provided # study participants with regular primary care physicians; in parentheses 
(total), § deviating: Within the preceding 4 weeks, & deviating: Within the preceding 3 months,  
$ within the preceding 12 months; modified according to [1]
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one contact with their primary care physician within the preceding year, and the 
survey finds an average of about five contacts within this time period. Within the 
total 8-year reporting period, there are only minor variations in this utilization level 
(Fig. 4.1).

For the past 25 years, SOEP results on inpatient stays within the preceding 12 
months reveal a constant level of 11 –12 % of respondents with at least one hospi-
talization and a continuously dropping average number of nights in hospital (among 
the respondents with at least one hospitalization; Fig. 4.2).

Discussion

This study examined large-scale representative population surveys and panel sur-
veys in Germany whose data are readily accessible to the scientific community 
and whose results are therefore frequently used in estimates of health-care needs 
and health services utilization. This comparative analysis did not primarily aim to 
determine the “actual” level or frequency of health services utilization or the de-
terminants of utilization. Such investigations have been published in the literature 
elsewhere [14–17].

Table 4.8  Frequency of inpatient treatment within the preceding 12 months, by age groups and sex
OW91 BGS98 TEL03 GEDA09 SOEP§ MONI$

Hospitalized at least 
once (%)

8.8 14.3 14.1 14.0 12.8 15.5

Hospitalized more 
than once (%)

1.7 x x x  x  4.0

Nights in hospital
Mean 18.1 14.5 13.6 12.4 12.6 12.2
Median 10  9  7  6  7  9
Lower–upper 

quartile
6–21 5–15 4–14 3–14 5–14 4–15

Minimum–maxi-
mum

0–350 1–240 1–300 1–365 1–300 1–90

Hospitalized at least 
once (%)

Men  9.2 10.6 12.4 12.9 12.0 15.2
Women 10.6 13.9 15.3 14.9 13.6 15.7
40–49 years of age  9.2  9.5 11.1 10.6  8.6 14.3
50–59 years of age 10.1 12.3 13.2 13.2 11.8 16.1
60–69 years of age 12.6 16.0 18.2 17.9 16.1 18.6
70–79 years of age x 19.0 23.6 22.6 21.6 18.9
OW91 East-West Survey 1991, BGS98 German National Health Survey 1998, TEL2003 Tele-
phone Health Survey 2003, GEDA09 Telephone Health Survey ‘German Health Update’ 2009, 
SOEP Socioeconomic Panel, MONI Bertelsmann Healthcare Monitor, § wave 26 (2009), $ wave 
7(2004); modified according to [1].
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Table 4.9  Participation in preventative services
OW91 TEL03 GEDA09 MONI$

Participation in cancer screening, ever (%) 76 % 78 % 72 % x
Among these, participation within the 

preceding 12 months (%)
73 % 73 %

Regular participation every 12 months (%) 42 %
Participation in a health checkup, ever (%) 33 % 56 % 54 % x
Among these, participation within the 

preceding 12 months (%)
x 82 % 89 % x

Regular participation every 2 years 39 %
OW91 East-West Survey 1991, TEL03 Telephone Health Survey 2003, GEDA09 Telephone Health 
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Rather, the aim of this study was to compare the employed instruments and dif-
ferences in results using simple analyses of the overall population or broken down 
by sociodemographic characteristics. It is beyond the scope of this contribution to 
present utilization by population subgroups [e.g., 18–20], or specific patient groups 
[e.g., 21], or even multivariate modeling of utilization, for instance, on the basis of 
the Andersen model [22–24].

The survey results on outpatient utilization are comparable only to a limited 
degree. There are considerable differences in terms of individual questions even 
among the surveys by the RKI. The RKI surveys, SOEP, and the Bertelsmann 
Healthcare Monitor differ not only in target groups but also in their questions on 
outpatient utilization, the surveyed time interval, the differentiation by specialist 
groups, the wording of questions, including clarifications (for instance, on the in-
clusion of non-personal contacts), as well as response categories. For outpatient 
treatment and the utilization of preventative services, the variations in questions and 
hence results are much smaller.

The differences in methodological approaches, using representative samples 
(RKI surveys) versus panel surveys (SOEP and Healthcare Monitor), additionally 
affect results. The authors of the Healthcare Monitor, for instance, state that the 
participants of the individual waves are either representative of the total population 
in terms of age and gender structure as well as regional and sociodemographic char-
acteristics or representativeness can be established through calculations or weight-
ing factors [10]. However, the households’ fundamental willingness to respond—a 
prerequisite for inclusion in the Access Panel—in itself introduces a systematic bias 
to the distributions of responses. To the authors’ knowledge, no related analyses on 
selection bias have been conducted so far, but care should be exercised when gener-
alizing the results, particularly as regards behaviors and attitudes.

Unlike results on hospital stays, the results for contacts with primary care physi-
cians and specialists are not necessarily comparable. In addition, some questions are 
not clearly worded as to whether physician contacts should include direct contacts 
only or also telephone consultations and office contacts for picking up referrals or 
prescription renewals in patients with chronic diseases. (Example 1 from the Health-
care Monitor: “With which of the following physicians or their office staff were you in 
contact within the previous 12 months, and how often were you in contact?”; Example 
2 from GDA09: “And how often did you visit a physician in private practice, either a 
primary care physician or specialist, within the past 12 months? Note to participants: 
Picking up a prescription counts as a physician visit. Dentist visits are not counted.”)

The objection that secular trends over a time period of almost 20 years render 
comparisons generally problematic is largely countered by the fact that Figs. 4.1 
and 4.2 show little change in the levels of outpatient and inpatient utilization (ex-
cept regarding the average length of stay, which is not discussed in more detail in 
this contribution). Further, there is a fundamental question about the validity of self-
reported information on the utilization of medical services, particularly in terms of 
the frequency of contact within a time interval of more than 3 months. Simply imag-
ine asking a chronically ill patient with multiple morbidities who visits a physician 
several times per month exactly how many total contacts he or she has had within 
the past year with primary care physicians or various specialists.
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Robra et al. [25] conducted an early comparison of results from the EVaS study 
and the DHP study’s national survey on outpatient utilization. Regarding the fre-
quency of personal physician–patient contacts, the survey participants’ self-report-
ed results were strikingly similar to the data from the physicians’ documentation. 
However, the study did not validate information on an individual basis, but rather 
validated the results of extrapolations with regard to the number of contacts within 
a quarter, performing essentially an ecological “validation.” The authors are not 
aware of recent German comparative analyses on the validity of self-reported infor-
mation using an external data source on an individual basis.

According to a slightly older review by Harlow and Linet [26], which examined 
validation studies comparing data on the utilization of medical services obtained 
from questionnaires, there was a good agreement between self-reports and hospi-
tal record data on hospital stays and surgeries. However, there was less agreement 
about dentist contacts, specific medical services (e.g., X-rays), and medications. 
The study did not investigate the frequency of outpatient services utilization.

Walihan et al. [27] evaluated the accuracy of older Americans’ (aged 60+ ) self-
reported utilization of medical services (hospital admissions, utilization of emer-
gency rooms, outpatient contacts, and house calls). One-fourth of people who were 
hospitalized did not report it, and the same fraction failed to report emergency room 
utilization. For outpatient visits, particularly the number of visits was severely un-
der-reported, and the degree of under-reporting was correlated with age and the 
frequency of outpatient visits. The under-reporting of utilized medical services was 
found to be much higher in people with mental illnesses [28]. As the primary rea-
sons for this under-reporting, the study lists recall bias and social desirability bias. 
A Korean study also estimated that survey information regarding outpatient visits 
(within 2 weeks preceding the survey) and inpatient admissions (within the year 
preceding the survey) had a sensitivity of less than 60 % as measured against the 
gold standard of billing data [29].

A review by Bhanderi et al. [30] examined factors affecting the degree of under-
reporting. Determinants of under-reporting were found to be age, the type of, and 
reason for utilization, its frequency, and the extent of perceived ‘stigma’ associated 
with utilization. This is a relevant issue in mental illnesses and addiction disorders, 
for instance. In addition, the study design (personal interview, telephone-based in-
terview, and questionnaire), question wording and comprehensibility, length of the 
period for which utilization is measured, the order of survey questions, and memory 
aids for the participants can influence the validity of self-reported data, as suggested 
by the inconsistencies in German survey instruments. In general, self-reported uti-
lization data must be assumed to widely vary in validity and hence to be of limited 
comparability.

Given the mentioned difficulties associated with the validity of self-reported 
utilization of medical services, SHI routine data (claims data) on the utilization 
of medical services lend itself for epidemiological studies in general and specifi-
cally for validating self-reported data. In recent years, these data have systemati-
cally been made available for utilization in health services research [31, 32], and 
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during the same time, the large health insurers have developed continuous (health 
data) reporting systems [e.g., 33, 34]. Another contribution in this book by Swart 
discusses the content of these data, potential applications in health services and 
utilization research, and methodological limitations of scientific utilization beyond 
their primary billing-related purpose.

Two additional challenges arise if SHI routine data are not used solely as rou-
tine data but are individually linked with primary data [35]. Numerous technical, 
organizational, and data privacy issues must be solved [36–38], and many study 
participants will not consent to having their survey data and SHI data linked. This 
group may well include up to 40 % of the participants [36]. Therefore, the potential 
of individual data linkage cannot be finally assessed at this time.

Several current German epidemiological studies are designed to include indi-
vidual-based data linkage of primary data and SHI billing data and are expected 
to reveal insights, opportunities, and limitations of the linkage of primary and 
secondary data in the coming years. An important example is the German Na-
tional Cohort (www.nationale-kohorte.de), which plans to include reconciliation 
with SHI billing data as well as with the data of other social insurances (statutory 
pension insurance and Federal Labor Office) for all 200,000 study participants 
[39]. Prerequisites and problems have already been described for a smaller co-
hort study with some 6,500 participants [36]. Linking primary data with not only 
individual-based secondary data but also context-related secondary data on an 
aggregated level, such as physician density, access to inpatient facilities, and 
regional socioeconomic variables, can potentially result in a multilevel model 
as an extension of the Andersen model as opposed to pure modeling on an indi-
vidual level [24].

Nevertheless, these studies enable the direct cross-validation of primary and 
secondary data, for instance, as regards the type and extent of outpatient and 
inpatient service utilization. However, both primary and secondary data can be 
plagued by over-reporting and under-reporting. For instance, SHI billing data do 
not include over-the-counter medications, and not all individual contacts with a 
physician in private practice will be recorded in an outpatient care system that 
is strictly based on a flat-fee reimbursement scheme. Therefore, neither primary 
data nor SHI billing data can be considered the gold standard in Germany. Sec-
ondary data from the office information systems of physicians in private practice 
are only incrementally made available to scientific research and are not yet avail-
able on a routine basis [40, 41].

Future surveys and epidemiological studies will therefore still need to include 
sets of questions on health services utilization. The various potential biases then 
need to be considered and controlled [30]. In this context, we must also mention 
qualitative methods, which supply additional insights and information that are 
difficult or impossible to attain with primary and secondary data, for instance, 
[subjective] access barriers and knowledge about entitlement and the ability to 
influence health. The contribution by Babitsch et al. in Chap. 6 will discuss these 
aspects.
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Preliminary Remarks

As defined by Good Practice in Secondary Data Analysis (GPS; see below), second-
ary data are “data which are provided for analysis over and above their original, pri-
mary purpose.” Their classification as secondary data critically rests upon differenc-
es between the primary purpose for which the data are collected and their subsequent 
utilization. It is irrelevant for classification whether the data owners themselves or 
third parties undertake the further utilization of the data. Therefore, routine data of 
health insurances (‘claims data’) are considered secondary data not only if they are 
used for scientific purposes but also if they are used by the health insurance for health 
services planning, for instance. GPS further specifies: “Secondary data analysis de-
fines the utilization of secondary data. Secondary data analysis includes the survey 
and preparation steps of the secondary data body that are required for the analysis. By 
these preparation steps the data are accessible for scientific questions” [1].

In recent years, a variety of data sets have been made available for scientific uti-
lization in the context of secondary data analyses. Since the 1990s, the initial focus 
was almost exclusively on routine data1 from the statutory health insurances (SHIs), 
which was promoted by initial extensive studies and an early memorandum on the 
analysis and utilization of health care and social data; in recent years, routine data 
from the German statutory pension system and Federal Employment Agency have 
increasingly been made available to researchers as well [2–5].

This chapter focuses on the utilization of SHI-financed medical services, so we 
will not further discuss the latter data sets. For additional information, refer to the 
websites of the research data centers of the statutory pension fund (www.fdz-rv.
de) and the Institute for Employment Research (IAB; http://fdz.iab.de). The health-
related data in official statistics (e.g., hospital diagnosis statistics) can be utilized as 

1 The term ‘routine data’ is used synonymously with secondary data in the context of the SHI.
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well through the research data center of the German federal states’ and federal gov-
ernment’s statistical offices (www.forschungsdatenzentrum.de). Since these data 
are very similar in content to SHI data, these sources are not explicitly discussed 
here. However, the opportunities and limitations of the utilization of secondary data 
as discussed in this chapter generally apply to these data sets as well. Additional 
discussions of these data sets are found in [6, 7]. Kurth (2008) presents additional 
specific data sets that could be used for health-care utilization (HCU) research and 
health services monitoring (e.g., data from clinical registries, networks of expertise, 
or external quality assurance) [8].

This chapter focuses on discussing the scientific utilization of SHI routine data 
since these data provide an almost complete picture of the utilization of medical 
services, namely of all SHI-financed services. In addition, we are guided by the 
idea that “health services [and particularly utilization; E.S.] research requires data 
collected in routine care” [9]. Figure 5.1 shows that social data and particularly the 
discussed SHI data can provide information about the entire utilization process, 
particularly about the specific health services processes (throughput), the provided 
services (output), and the results of medical services (outcomes). This will be dis-
cussed in greater detail under ‘Examples of use’ [10].

Data Structure

Discussing the methodological, technical, and data protection aspects of the sci-
entific utilization of SHI routine data first requires an overview of the data stored 
by the SHIs. The German Social Code Book V (SGB V), Chap. 10, “Transmission 
of health services data” [Übermittlung von Leistungsdaten] (§ 295 ff.) lays down 
 provisions regarding the standardized transmission of data about rendered services 

Fig. 5.1  Social data and the health-care system. (Source: [10])
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and associated costs by the service providers (physicians in private practice, hospi-
tals, rehabilitation facilities, pharmacies, and nonphysician service providers such 
as occupational and physical therapists) to the insurances. With the exception of 
dental care2, every major health-care sector requires specific case-based documen-
tation for every physician–patient contact (Table 5.1), and the specific content of 
the transmitted data is specified down to individual variables. The 2004 revision of 
§ 295 included the outpatient sector in this documentation requirement.

The routine data are owned by the individual SHIs. The scientific utilization of 
these data within the context of health services research, therefore, requires con-
tacting the insurances and discussing and contractually agreeing on the objectives 
of use under aspects of health services epidemiology. This aspect is discussed in 
greater detail below.

Methodological Aspects of Handling Routine Data

SHI routine data are primarily collected for the billing of medical services. The 
transmitted variables and the type of coding are specified in accordance with this 
primary purpose. This fact must always be borne in mind when discussing the ad-
vantages and disadvantages of utilizing routine data in the context of HCU research. 

2 Dental care is an exception since considerable portions of dental services (such as dental resto-
rations and prosthetics) are not included in the SHI catalog of services and are therefore not reim-
bursable. For additional information, please refer to the publications by the Institute of German 
Dentists (IDZ; www.idz-koeln.de).

Table 5.1  Provisions in the Social Code, Book V on the transmission of routine data from the 
statutory health insurance

Health care sector Case-related contents (among others)a

§ 295 Outpatient care Type of case (e.g., direct contact, referral, emergency), 
specialties of the treating physician and any referring 
physician, diagnoses (ICD), services (EBM, OPS)

§ 295 Incapacity to work Diagnosis (ICD) that justifies the incapacity to work, 
initial versus follow-up certificate

§ 300 Pharmaceutical 
prescriptions

Proprietary medicinal products; central pharmaceutical 
number (PZN) indicates active ingredient, price, and 
quantity of the pharmaceutical (ATC Code); prescrip-
tion date

§ 301 Inpatient care Admitting hospital, diagnoses at admission and 
discharge, secondary diagnoses (ICD), procedures 
and diagnostics (OPS), reimbursement (DRG), reason 
for admission and discharge, date of admission and 
discharge

§ 302 Prescriptions of non-
pharmaceutical thera-
pies and technical aids

Rendered services by type, quantity, and price, as well 
as medical diagnosis

a Member-related data (age, sex, etc.) are available for every sector
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It also affects validation and data processing as central steps before the actual data 
analysis can start. Before presenting the associated methodological problems and 
solution approaches, we list a series of distinctive characteristics that reveal the suit-
ability of these data for research purposes:

• Population-based: Epidemiological figures are typically expressed as rates, with 
the absolute number of target events in the numerator and a definable and quan-
tifiable population in the denominator. Such rates are also relevant for HCU 
research, for instance, when expressing treatment frequencies (e.g., number of 
 diabetics per 1,000 insured) or distinct events (e.g., number of hospital admis-
sions with diabetes as the main diagnosis), which may be further differentiated 
by age, gender, and other socio-demographic characteristics. Typical epidemio-
logical  figures such as incidence (new cases or initial documentation of dia-
gnosis) and prevalence (number of treated patients with a certain diagnosis) can 
be clearly determined on the basis of SHI routine data by using the number of 
members insured by an SHI at a specific date or during an observation period 
(the so-called population at risk). Since exact insurance coverage periods are 
available for each member, the denominator can list precise member-years. Ot-
her HCU-relevant data from physician practices, hospitals, or disease registers 
generally do not include this precise population-based information.

• Individual-based: SHI routine data are highly significant for HCU research be-
cause the health services provided to individual insured members can be tracked 
over an extended time period, both retrospectively and prospectively. Through 
pseudonymized health insurance-member numbers, all of the member’s contacts 
in all sectors can be pooled, regardless of service provider and location of service 
provision [11]. This is not true for statistics that are merely case-based or sector-
based (such as the German federal hospital diagnostics statistics). For instance, 
these statistics present transfers and readmissions as separate cases without a 
clear link to the insured individual. The official diagnostics statistics, therefore, 
do not reveal how many patients were involved in the roughly 18.5 million ho-
spitalizations (2010; www.gbe-bund.de).

• Residence-based and location-based: The postal code of the insured, with the 
fifth digit often removed for data protection purposes, allows the detailed resolu-
tion of epidemiological figures to the district and community level, irrespective 
of the difficulties associated with the clear matching of postal codes to communi-
ties and districts. No other health services data currently allow such small-scale 
regional representation of the health services situation with clear population-ba-
sed information. Local health services analyses can be performed with regard to 
the service providers as well, in compliance with data protection regulations [1, 
12].

• Data quality: In the context of their primary purpose, routine data are checked 
for completeness and accuracy, for instance, regarding the consistency of reim-
bursement-relevant diagnostic and surgical data. However, variables that are 
not checked for quality by the data owner, such as information on specialty de-
partments or causes of inpatient admission, must be separately validated by the 
 secondary user. This also applies to specific content-related questions, such as 
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the review of the documentation of diagnoses and services in the context of di-
sease-specific and procedure-specific examinations [13, 14].

• Completeness: Because they are relevant to reimbursement, most SHI data sets 
can be assumed to be nearly 100 % complete (inpatient cases, pharmaceutical 
prescriptions, non-pharmaceutical therapy, and technical aid prescriptions), 
and they are associated with an extremely low risk of selective reporting bias, 
which is often a suspected problem in external quality assurance. However, 
only information about SHI-financed services can be assumed to be comple-
te. Privately financed services, such as the purchase of over-the-counter (OTC) 
pharmaceuticals, are by definition missing from SHI routine data. Private pre-
scriptions and so-called IGeL services (Individuelle Gesundheitsleistungen, 
individual self-paid health services) are not systematically documented. Data 
of incapacity to work also underrepresent short-term sick leave lasting 3 days 
or less because many employers only require employees to submit an incapacity 
certificate starting on the fourth missed working day [6].

• Low cost: Routine data are created through standardized pathways within the 
day-to-day operation of the health-care system. The only cost-relevant aspects 
for HCU researchers are expenses arising for data processing, supply, and trans-
mission beyond the routine administration process. At the insurances, these ex-
penses are comparatively low since only filtration is typically required, and the 
data are not assessed further for content. The data are typically available in a 
form that facilitates subsequent information technology (IT) processing. Never-
theless, the expenses and time required for supplying the SHI data can represent 
obstacles to scientific utilization in light of the routine tasks of the data owners.

For many years, the scientific utilization of routine data was deemed ‘second-class 
research’ because it used supposedly inferior (secondary) data and did not employ 
specific instruments. Its problems, methods, and results did, therefore, not receive 
appropriate recognition. This negative perception changed with the growing avail-
ability and scientific utilization of SHI routine data and the initial publication of 
a scientific standard for the proper use of these data (GPS), which drew on Good 
Epidemiological Practice (GEP) [17, 18]. GPS was the first established standard 
for conducting secondary data analyses, and it represented a basis for contracts be-
tween data owners and external secondary users as well. GPS has now been revised 
twice, most recently in 2012 (download available at www.dgepi.de, also in English 
translation).

The first revision structurally aligned GPS with GEP. GPS now also features 11 
guidelines, each with explanations and recommendations. The guidelines primarily 
reflect the entire secondary data analysis process from data generation and verifica-
tion to analysis and interpretation. Specifically, GPS provides recommendations on 
study design, data processing, data analysis, quality assurance, data privacy, and 
contractual frameworks as well as the scientific independence of secondary users. 
GPS particularly emphasizes the documentation and transparency of data process-
ing. Herein lies the biggest difference to research with primary data since the sub-
sequent secondary users cannot influence the generation and collection of routine 
data. GPS additionally stresses the need for contractually regulating the second-
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ary utilization by defining the rights and duties of data owners and health services 
 researchers. Finally, the utilization of SHI data within the context of health services 
research requires full compliance with the applicable data privacy provisions and 
the SGB [19–21].

The GPS’ target group is data owners, secondary users involved in social medi-
cine and health services epidemiology, and those who use their research results. 
This includes not only members of universities but also all those who apply sci-
entific methods to secondary data and their analyses from a scientific perspective. 
GPS is now an established standard. The improved reputation of secondary data 
analysis and recognition of its importance in health services research and hence 
HCU research are highlighted by the methodology memos issued by the German 
Network for Health Services Research, which explicitly discuss the utilization of 
secondary data [22, 23].

The next section covers the specific uses of SHI routine data and the associated 
methodological problems and solution approaches.

Examples of Use

SHI routine data supply information about all phases of the health services process 
that were outlined above (see Fig. 5.1), although to a varying extent. Input-oriented 
health services research includes needs research and the investigation of health ser-
vices utilization. The analysis of routine data primarily aims to reveal utilization; 
on the basis of retrospective contact analyses, they can also provide approximate 
information about objective needs but not subjective needs. Throughput-oriented 
health services research deals with structures and institutions; here, routine data 
can supply suitable process and outcome parameters for comparisons between ser-
vice providers. Routine data directly indicate the output of the health-care system 
through billed services. Increasingly, SHI routine data are also used to identify the 
outcomes of medical services. Table 5.2 presents the fields in which SHI routine 
data can be scientifically utilized [24].

A 2009 review found 70 studies on the use of pharmaceutical prescription data 
alone [25]. Newer studies and studies with a different focus add to this number. 
At this point, a complete overview of the use of SHI routine data in Germany can, 
therefore, not be provided. Instead, a few brief examples of current questions that 
are investigated using SHI routine data will be presented below. These examples 
are intended to demonstrate the wide range of potential uses and to encourage 
more intensive utilization. Some of the examples come from analyses of the Sam-
ple Survey of Persons Insured in SHI Institutions in Hessen [Versichertenstich-
probe AOK Hessen/KV Hessen] since the author considers this database the most 
extensive and longest used data source for secondary data analysis in Germany 
[26]. Numerous additional examples are found, for instance, in Swart and Heller 
(2007), Schubert et al. (2008), Swart and Ihle (2005), Grobe (2008), and the Health 
Care Report of the AOK Research Institute (WIdO), which has been published an-
nually since 2011 [7, 24, 27–29].
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Sector-based analyses Pharmaceutical prescription data have been in routine use 
for many years. The review by Hoffmann (2009) has already been mentioned [25]. 
Nink et al. (2005) provide a detailed description of the opportunities presented by 
pharmaceutical data in health services research (information systems, research 
questions, and selected results) [30]. The Pharmaceutical Prescription Report 
[Arzneimittelverordnungsreport], which has been published annually since 1985, 
is one of the standard references that provide detailed information about utiliza-
tion behavior in one of the most important health-care sectors. In the Pharmaceu-
tical Prescription Report, the prescriptions written by SHI-accredited physicians 
are subjected to a systematic, descriptive analysis and evaluation to improve mar-
ket and cost transparency. Regular contents of the Prescription Report include the 
general prescription and market development, the prescription frequency for new 
active substances, and topics related to indication groups. The 2012 Pharmaceuti-

Table 5.2  Selected applications for SHI data. (Source: [24], shortened)
Topics Contents Variables, methodological 

approach
Morbidity estimates Incidence and prevalence 

estimates
Outpatient and inpatient main 

and secondary diagno-
ses, incapacity to work 
diagnoses

Utilization of services Type and frequency of service Physician visits, hospital 
admissions, prescriptions of 
pharmaceuticals, non-phar-
macological therapies, and 
technical aids

Patterns of care Patient-specific courses of 
utilization over time

Longitudinal data on outpa-
tient and inpatient services 
and prescriptions; utilization 
of various service providers

Resource utilization Studies of costs of illness Costs of outpatient and 
inpatient utilization, of 
pharmaceuticals, non-phar-
macological therapies, and 
technical aids

Quality of care (process) Indicator-supported assess-
ment of care

Comparison of documented 
services with treatment 
recommendations and 
guidelines

Quality of care (outcome) Medium-term and long-term 
assessment of outcomes of 
care

Risk-adjusted: death, readmis-
sion after inpatient treat-
ment, adverse events

Need estimates Prediction of future utilization Incidence/prevalence estimates 
in conjunction with demo-
graphic prognoses

Evaluation of models of care Effectiveness and efficiency of 
new models of care (DMP)

Resource utilization and 
quality of care in (non)
participants

IC integrated care, DMP disease management program
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cal Prescription Report, for instance, focuses on analyzing the initial results of the 
early benefit assessment of new active ingredients, where the additional benefit 
of new medicines is quantified as compared to established medicines, within the 
context of the Act on the Reorganization of the Pharmaceutical Market (AMNOG: 
Arzneimittelneuordnungsgesetz) [31].

This reference publication is now supplemented by specific health reports pub-
lished by individual SHIs [32]. The additional reference to a defined population of 
insured members allows the calculation of epidemiological indices and the identi-
fication of foci of care. Targeted analyses seem useful when a high percentage (of 
costs) of prescribed pharmaceuticals benefit a small percentage of members. For 
instance, 50 % of all pharmaceutical expenditures were spent on fewer than 4 % of 
members of the GEK (Gmünder Ersatzkasse; now fused with BARMER to form 
BARMER-GEK) [32, Table 5.3]. This group primarily consisted of seriously ill pa-
tients with multiple morbidities, who are frequently treated with a complex, poorly 
coordinated medication regimen. Such constellations lend themselves to steering 
and coordinating measures in the context of disease management programs.

Data of incapacity-to-work are among the most intensively used SHI data to 
date. Routine reports on the basis of incapacity-to-work reports for the subpopula-
tion of working members have been part of the standard reporting system of all 
health insurers for many years [33–35]. The annual report on time missed from 
work published by the AOK Research Institute is merely one example of reports 
that provide detailed information about the development of sickness figures in the 
German economy and examine in detail the incapacity-to-work situation in the in-
dividual sectors of the economy, with varying focus areas [36]. We will not further 
discuss these data since the incapacity-to-work situation only indirectly supplies in-
formation about HCU. For additional methodological discussions regarding the uti-
lization of data on incapacity to work, please refer to specific publications [16, 37].

The data from the inpatient sector have been used intensively for many years as 
well. Again, there is an established tradition of regularly published insurance-specif-
ic health reports, such as by BARMER GEK or BKK Bundesverband  [National As-
sociation of Company Health Insurance Funds] (www.bkk.de) [38]. These  analyses 
of the inpatient sector frequently discuss so-called high users of the health-care 

Percentage of pharma-
ceutical expenditures

Percentage of mem-
bers with pharmaceu-
tical prescriptions

Percentage of 
all members

10 0.15 0.11
20 0.45 0.34
30 1.10 0.84
40 2.46 1.87
50 4.63 3.52
60 7.80 5.93
70 12.53 9.53
80 19.98 15.19
90 33.53 25.49
100 100.00 76.02
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Table 5.3  Distribution of 
pharmaceutical costs among 
insured cases, BARMER 
GEK, 2010 (in %). (Source: 
[32])
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system, meaning members requiring frequent and/or expensive services, who are 
occasionally referred to as “revolving door” patients. Specific patient groups can be 
analyzed through specific diagnoses and thanks to the clear member-based informa-
tion in SHI routine data. Alcoholic patients, for example, are very high users even 
when they present with other symptoms. After eliminating hospitalizations that are 
directly related to alcoholism (cases with F10 as main diagnosis), the hospitaliza-
tion frequency within a 4-year period was still three times higher in alcoholics than 
in a comparison group of members without alcohol problems (Table 5.4) [39]. Such 
analyses are made possible by the clear reference to the individual member, which 
reveals multiple utilizations (in this case, hospitalizations) by the same patient; this 
reference is not available in other case-based data sources (such as the German 
federal hospital diagnosis statistics).

Until 2004, it was difficult to identify the health services situation in the out-
patient sector because case-based information was not directly transmitted by the 
service-providing SHI-accredited physicians to the insurances. Until that year, pri-
marily case-based analyses from the outpatient sector could only be created by the 
Central Research Institute of Ambulatory Health Care [40]. The revision of § 295 
SGB V in 2004 enabled case-based or even individual-based analyses of the outpa-
tient care situation using SHI data. The outpatient care sector generates enormously 
large data sets because about 90 % of all SHI members have at least one outpatient 
physician contact per year, and an average of 15–20 annual physician contacts per 

5 Health Care Utilization Research using Secondary Data

Table 5.4  Diagnosis-specific hospitalization frequency for insured members with and 
without alcohol problems, GEK 2000 through 2003. (cases per 1,000 insured years, age-adjus-
ted). (Source: [39])
Diagnosis category (ICD 10) Patients with at least one F10 

treatment
Members without F10 
inpatient treatment

Infectious and parasitic diseases 7.4 2.3
Neoplasms 23.2 18.6
Nutritional and metabolic diseases 11.5 3.9
Mental/behavioral disorders (other 

than F10)
106.6 4.8

Diseases of the nervous system/sen-
sory organs

30.2 11.9

Diseases of the circulatory system 43.6 24.0
Diseases of the respiratory system 16.2 7.5
Diseases of the digestive system 67.2 18.0
Diseases of the skin and subcutan-

eous tissue
6.9 2.4

Diseases of the musculoskeletal 
system and connective tissue

23.7 16.0

Diseases of the genitourinary system 10.9 9.2
Symptoms, signs, abnormal findings 

not elsewhere classified
21.6 5.2

Injuries and poisonings 65.4 13.0
Total (without F10 cases) 445.0 144.0
Total (with F10 cases) 965.6 144.0
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person have been documented through 2008 [28]. In addition, they include data on 
confirmed diagnoses, tentative diagnoses, and diagnoses by exclusion as well as 
services according to the EBM (Uniform Value Scale) catalog. While valid contact-
based analyses can no longer be performed following the most recent EBM reform 
in 2008, these data still allow analyses by age, gender, and diagnosis. The available 
data on the 8.7 million members of BARMER-GEK alone include 74.5 treated cases 
per quarter, 296 million diagnosis codes, and 498 million billing codes [41].

Prescriptions of non-pharmaceutical therapies and technical aids account for less 
than 5 % of SHI expenses. However, this sector has been associated with a dispro-
portionate increase in expenses, so that it is increasingly the focus of health services 
analyses. The National Associations of the SHIs, with support from the AOK Re-
search Institute, have, therefore, created a non-pharmacological therapies informa-
tion system ( Heilmittel-Informations-System, HIS) that has been in operation for 
several years. Schröder et al. (2005) describe the HIS design and structure as well 
as analysis options [42]. On this basis, annual reports on non-pharmaceutical thera-
pies have been published since 2004; they supply information about the frequency 
of prescriptions for nonphysician services (e.g., physical, occupational, and speech 
therapy) [43]. Other insurances now regularly publish reports on non-pharmaceuti-
cal therapies and technical aids as well [44].

Morbidity estimates and costs of specific diseases The use of routine data plays a 
central role in incidence and prevalence estimates of acute and particularly chronic 
diseases. More precisely, the numbers indicate treatment incidence and treatment 
prevalence because secondary data reveal newly arisen or existing diseases only 
if they become treatment-relevant and are listed as inpatient or outpatient main 
or secondary diagnoses. SHI secondary data are ideally suited to depict the health 
services demand as reflected by utilization, show its course over time, and predict 
future utilization on the basis of population projections. Such uses have been com-
mon for several years, for instance for diabetes [45, 46].

Disease-based cross-sector analyses of SHI routine data also allow the calcula-
tion of direct disease-related health services costs in the context of health economic 
analyses. Such analyses can be conducted on a member level and extrapolated to all 
patients with a specific disease. The disease-related excess costs, when compared 
with costs for members without the particular disease, can be determined through a 
case–control approach with matched pairs. For instance, the KoDiM study calculated 
the total health-care costs for diabetes mellitus in Germany as EUR 45–50 billion per 
year (2009), which represents a 70 % increase since 2000. A 28 % increase remains, 
even after the data are standardized by age and gender and inflation-adjusted. This 
distinct rise results not so much from a growth in per capita costs (approx. EUR 6,000 
per year) or excess costs (EUR 2,600 per year) but rather from the increase in diag-
nosed diabetics to nearly 10 % of all SHI members [47]. This study provides further 
evidence that controlled study designs can be used with and within SHI routine data.

In the same manner, incidences over time can be estimated in individuals with 
risk factors, provided the risk factors can be ICD (International Statistical Classifi-
cation of Diseases and Related Health Problems) operationalized, or in individuals 
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with similar or related diseases; examples include estimates for amputation in dia-
betes mellitus or endometriosis in patients with related symptoms. [48, 49] Finally, 
the frequencies of (nonspecific) symptoms and the relationship with potential diag-
noses can be determined using routine data, for instance for back pain, an area that 
is highly relevant in health services [50, 51].

Analyses of specific groups of insured members Beyond pure description, SHI 
routine data allow a qualitative assessment of the utilization behavior of specific 
groups of members. For example, recent publications address and quantify the pre-
scription frequencies for pharmaceuticals that are potentially hazardous for older 
members and are on the so-called PRISCUS list, a listing of medications for which 
safer alternatives exist from a pharmacological perspective [52]. The work of Schu-
bert et al. (2012) shows that around 1 % of retirement-age members receive imme-
diate-release nifedipine, contrary to guidelines [53]. The procedure discussed in that 
paper can be analogously applied to other specific pharmaceuticals, for instance, to 
long-term prescriptions following acute myocardial infarction. A prospective ana-
lysis of secondary data over an average of 4.2 years showed continuous guideline 
adherence for 40 % of patients [54].

However, patient groups can be defined by more than age, gender, and diagno-
ses. Regardless of methodological difficulties, SHI routine data are also suitable 
for analyzing socially disadvantaged groups of members and their typically above-
average utilization. This is because occupational biographies in the form of docu-
mented employment and unemployment periods are available, at least for working-
age members [55]. As example, unemployed members exhibit a higher utilization of 
inpatient services than employed members in all diagnostic classes; this difference 
is particularly pronounced in mental illnesses and behavioral disorders, which also 
includes addictions. Overall, unemployed men accrue about twice as many inpatient 
days as employed men, a difference that is not as pronounced in women [56].

Cross-sectional analyses of utilization behavior cannot establish causal relation-
ships between unemployment and illness. However, longitudinal designs with the 
same data set can more specifically investigate potential cause–effect relationships. 
They show that unemployment is associated not only with poorer health and higher 
utilization but also with a higher mortality risk. This is found when classifying 
the insured by degree of unemployment and tracking deaths in each of the four 
unemployment classes for a 3-year follow-up period. The mortality risk rises with 
increasing unemployment experience and is three times as high in long-term unem-
ployed members experiencing more than 2 years of unemployment than in those 
who were never unemployed (Table 5.5) [56]. Hence, SHI routine data can also be 
used to implement challenging epidemiological study designs.

Subgroup analysis can also focus on specific services that carry high priority in 
the German health-care system for curative or preventative purposes. This includes 
services within the German cancer screening program. The SHI catalog of services 
includes annual fecal occult blood tests (starting at 50 years of age) and colonos-
copy (starting at 55 years of age, up to two screenings at least 10 years apart). 
Analyses of SHI routine data revealed utilization by fewer than 25 % of entitled 
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members and higher utilization by women due to regular gynecologist visits [57]. 
In this area, routine data can certainly contribute to quantifying underuse, overuse, 
and misuse of health services [58].

Quality of care Assessing the outcomes of various treatment alternatives is signi-
ficant in clinical research. For service providers, patients, and health insurers, an 
empirically grounded assessment of the quality of care offered by individual service 
providers is just as important. Internationally, routine data have been commonly 
used in quality assessments for some time [59–62]. At the same time, external qua-
lity assurance measures that have been established for a longer time have proven to 
be time-consuming and error-prone. The joint project “Quality assurance in inpati-
ent care using routine data (QSR)” of the Federal Association of the AOK, the AOK 
Research Institute (WIdO), and Helios Kliniken was developed in consideration 
of this background. In the course of the project, a method was developed to enable 
the relatively inexpensive, longitudinal, risk-adjusted assessment of the quality of 
care with the aid of SHI routine data, namely using tracer-specific, outcome-related 
quality indicators [48, 63]. The validity of the collected data was found to be less 
affected by quality-relevant biases because the data are not generated in view of a 
quality assessment, the data are verified by the insurance, and key quality indicators 
(e.g., hospital readmissions) are documented independently from the institution to 
be assessed. Even more importantly, unlike most other quality assurance methods 
in QSR, individual patient-based analysis is possible in addition to case-based ana-
lysis. As a result, this procedure enables true longitudinal analyses and ultimately 
better indicators of the quality of outcomes.

The QSR procedure has been further advanced in the meantime [64]. The AOK 
hospital navigator now publishes the QSR results for the service areas ‘implanta-
tion of a hip endoprosthesis in patients with coxarthrosis’, ‘implantation of a hip 
endoprosthesis or osteosynthesis in patients with hip fracture’, ‘implantation of a 
total knee endoprosthesis’, and ‘cholecystectomy’ (gall bladder removal) (www.
qualitaetssicherung-mit-routinedaten.de, as of: May 2012).

Table 5.5  Mortality risk of unemployed persons, GEK, 2004. (Source: [55], slightly shortened)
Duration of unemploy-
ment in 1993 through 
1995

Insured members Deaths per 100,000 
insured, 1996 through 
1998

Odds ratio (95 % con-
fidence interval)a

No unemployment 254,940 296 1 (reference group)
1–364 days of 

unemployment
13,815 449 1.8 (1.4; 2.3)

1 year to less 
than 2 years of 
unemployment

4,329 554 1.95 (1.3; 2.9)

More than 2 years of 
unemployment

4,067 959 3.3 (2.4; 4.5)

Total 277,151 318
a adjusted for age and sex; only members less than 50 years of age
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Building on the QSR project and in a manner similar to the prospective tracking 
of myocardial infarction patients, SHI secondary data can be used to present a dif-
ferentiated picture of the health services situation and medium-term and long-term 
quality of care in other health-care areas as well, for instance, for osteoarthritis, re-
visions following endoprosthetic procedures, or initial care dependency [65]. How-
ever, this example also demonstrates the (current) limitations of SHI routine data: 
They reveal (contra)indications to surgical procedures only to a limited degree since 
they do not include patient-related information (e.g., pain and mobility limitations), 
and relevant diagnosis-related history information may be missing in case of short 
observation periods. Notwithstanding their limitations, routine data allow subgroup 
analyses of members with increased service utilization or of those who are more 
vulnerable.

Local health services research Typically, most actors within the health-care system 
have a local perspective and act on the community and district levels (or postal code 
level). For instance, this applies to the choice of a suitable hospital (from the per-
spective of the patients and referring physicians), the analysis of hospital catchment 
areas (from the perspective of service providers), or structural planning (from the 
perspective of the planning authorities). SHI routine data allow such local health 
services analyses because they include a clear local reference with the member’s 
place of residence and the location of the service-providing institution (physician’s 
practice and hospital), which potentially permits the resolution of health services 
structures and processes down to district, community, or postal code.

Local HCU research is important because substantial differences in the utiliza-
tion of medical services are the rule rather than the exception in Germany, a situa-
tion that has been known from other countries for years [1, 12, 66–70]. In the state 
of Sachsen-Anhalt, there are regions with above-average and below-average utiliza-
tion persisting over time, even after adjusting for age and gender. When breaking 
down the total utilization of inpatient services by four-digit postal codes, utilization 
varies by some 20–30 % above and below the state average, independently of popu-
lation density and SHI-accredited physician density. In certain (common) diagnoses 
and surgeries, differences by a factor 2–5 are frequently seen [1] (Fig. 5.2).

Other interesting results of local analyses of the health services situation include: 
(a) the examination of underuse, overuse, and misuse, and their effects on planning; 
(b) the quantification of patient migration from and to other service areas, which 
can affect planning in border regions; (c) the analysis of hospital catchment areas 
and market shares, which can provide insights into future focus areas of service 
providers; and (d) the benchmarking of neighboring or structurally similar hospitals 
using valid process and outcome indicators [58].

Evaluation of new health services models The discussed suitability of SHI routine 
data for complex, controlled epidemiological studies now enables the evaluation of 
complex new health-care models, such as disease management programs (DMPs) 
or integrated care (IC) models. The common self-selection bias generally compli-
cates the evaluation of such programs by simple comparison of participants and 
nonparticipants. However, advanced methods of secondary data analysis, such as 
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propensity score matching, allow generating control groups that no longer differ 
from participants in validly operationalizable utilization-influencing factors [71]. 
Using this approach, an analysis of member data from Techniker Krankenkasse 
[technicians’ health insurance] failed to show a clear proof of effectiveness for the 
diabetes mellitus DMP: Lower inpatient care costs and fewer emergency admis-

E. Swart

Fig. 5.2  Age-adjusted hospitalization frequency by four-digit postal code areas for members of 
AOK Sachsen-Anhalt, 2006. (values for the 96 postal code areas vary in a range from 2,080 to 
3,832; 10th percentile: 2,275; median: 2,626; 90th percentile: 3,033) (source: [1])

 



77

sions, on the one hand, were offset by higher outpatient utilization and more pre-
scriptions on the other [72]. However, such study approaches cannot ensure full 
structural equivalence because they include only utilization-influencing factors that 
are expressed by objective socio-demographic characteristics or by documented 
diagnoses and services.

Some types of controlled studies can also be conducted on the basis of SHI rou-
tine data. For instance, an intention-to-treat approach was used in a study of over-
use, underuse, and misuse conducted to evaluate the project “Gesundes Kinzigtal” 
of the AOK and LKK Baden-Württemberg (see Siegel et al. in this issue). The study 
compares the group of all potential participants in the IC project (of whom some 
30 % had decided to participate by late 2011) with a control group that is representa-
tive of all other members and is additionally standardized to match the intervention 
group in all prognostically relevant variables. The intervention is then evaluated 
using the effect variable ‘quality of care’ (e.g., extent of guideline compliance) and 
costs of care (cost development and degree of cost coverage) by comparing the 
intervention and control groups [73].

Perspectives

The characteristics of SHI routine data and the presented brief examples indicate 
the wide range of potential uses of these data in HCU research. Twenty years ago, 
an investigation of surgical treatment quality already recognized this fact: “Insur-
ance claims data are population based, covering all services provided to a defined 
population regardless of where the care is obtained…. Their low cost and routine 
availability facilitate their use for monitoring outcomes over long periods. They are 
free of the reporting bias and inadequate follow-up that afflict case series studies 
and avoid the high costs required when special registries are organized” [74].

Nevertheless, it is important to keep in mind the limitations of SHI routine data. 
Two issues are particularly relevant: the validity of diagnostic information and the 
transferability of the results of secondary data analyses to other populations. A 
patient-based comparison of diagnostic information in primary physician’s patient 
records with the diagnostic information in SHI billing data revealed considerable 
underreporting in SHI routine data (in 30 % of cases), particularly for common pri-
mary care diagnoses of lesser severity and chronic diseases treated without phar-
maceuticals. Simultaneously, permanent diagnoses that were not currently treated 
were overreported (in 19 % of cases) [75]. A study using SHI data alone also re-
vealed deficits in the continuous documentation of chronic diseases and inconsis-
tencies between diagnosis coding and specific pharmaceutical prescriptions [76]. 
Nevertheless, these two studies were conducted before the direct transmission of 
billing information to the SHIs (which started in 2004) and the introduction of the 
morbidity-oriented risk structure compensation scheme (in 2009).

The validity of diagnosis-based incidence and prevalence estimates has been 
increased by the availability of outpatient billing data since 2004 and the binding 
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coding of diagnostic confidence. Nevertheless, the diagnosis information in billing 
data must still be separately validated to supplement the SHI error checks. Depend-
ing on the symptoms, confirmed outpatient and inpatient diagnoses and any specific 
prescriptions are used for validation and identification of so-called epidemiologi-
cally confirmed cases. In chronic diseases, documenting a diagnosis alone is typi-
cally insufficient [14, 77]. These systematic internal validation approaches increase 
the quality of the diagnosis-based analysis of SHI routine data.

In case of short observation periods, however, differentiating between incident 
and prevalent cases of chronic diseases is still a problem because mild cases, such 
as diagnosed diabetes mellitus not yet requiring drug treatment, may not be regu-
larly documented in billing data. In such cases, billing data should be available 
for an extended time period if possible, so that initially documented diagnoses as 
incident cases can be validated throughout several diagnosis-free quarters to avoid 
overestimating incidence [78]. Provided that incidence and prevalence are validly 
estimated, SHI routine data allow comprehensive health services monitoring for 
specific chronic diseases throughout all health-care sectors [79].

The external validity of secondary data analyses generally requires separate 
examination. Since the employed data sets typically come from a single health 
insurer, the results are not automatically transferable to members of other SHIs. 
Particularly, incidence and prevalence estimates depend on the health insurance’s 
member profile. A newer study by Hoffmann and Icks (2011) showed significant 
differences in member profiles and morbidity structures, even when adjusting for 
age and gender: “Some morbidity differences remain even after adjusting for rel-
evant health-related variables” [80].

External validity problems could be solved if the so-called data transparency 
provision act (§ 303a-e SGB V) is consistently implemented to be expected in 
2014. The SHI Care Structure Act that came into effect in 2012 now similarly pro-
vides that the data reported by the health insurers to the German Federal Insurance 
Office according to § 268 SGB V for risk structure compensation are combined 
and made available for further analysis. Although the specific details of the Act 
are still partly deficient from the perspective of HCU researchers, for the first time 
the new data pool allows determining members’ personal treatment prevalence and 
indirectly the incidence of treatment-requiring diseases. There have been calls to 
expand this process to enable more advanced analyses, for instance regarding treat-
ment courses or for small area analyses [81].

In addition to the data pool to be created according to § 303 SGB V, data pools 
from the Central Research Institute of Ambulatory Health Care in Germany (ZI; 
www.zi-berlin.de) are already available for cross-insurance analysis. This includes 
data on billing diagnoses, service (‘EBM’) codes, and pharmaceutical prescriptions 
from all physicians in private practice in Germany. This database is primarily used 
for internal analyses by the Association of SHI Physicians, but it is increasingly 
made available to health services researchers, and a scientific use file will be set 
up. The most prominent example is the new health services mapping [Versorgungs-
atlas] project (www.versorgungsatlas.de), which focuses on local variations in uti-
lization on the level of counties and independent towns; successive analyses have 
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been published for various indications since 2011 (e.g., frequency of depression, 
influenza vaccination rates, and participation rates in bowel cancer screening).

Another cross-insurance data source that may be of interest to HCU research-
ers is routine data that are directly read out from doctor information systems and 
processed for secondary use in research. However, this source has only been used 
in the context of special studies and has not yet been implemented nationwide. 
Technical issues (such as error-free data transfer from the practice IT systems), 
logistical difficulties (continuous contact with thousands of physicians in private 
practice), and methodological challenges (such as cross-practice, consistent patient 
pseudonymization, or the handling of free text information) currently prevent their 
routine use; hence, we will not discuss these data in more detail [82].

Members of private health insurance (PHI) have not yet been discussed. The PHI 
data structure currently does not allow analyses of the described nature. Currently, 
the research institute of the PHIs largely limits its analyses to topics relevant to 
health economics and pharmaceutical prescriptions [83, 84]. Therefore, the results 
of secondary analyses of SHI data cannot be transferred to the privately insured 
population (which represents about 15 % of the total German population).

SHI Data and the Andersen Model

The utilization of routine data in the context of HCU research is not suitable for 
investigating individual risk factors that do not immediately require treatment or 
sociodemographic or socioeconomic factors influencing utilization that are insuf-
ficiently documented in routine data. Clinical disease-related factors with direct 
significance for the type and intensity of utilization (such as degree of severity) are 
also typically missing from SHI routine data. This limits the modeling of predispos-
ing, enabling, and need factors in the context of the Andersen model of utilization 
of medical services [85, 86]. Table 5.6 shows which specific factors of the model 
can be included.

Among the predisposing factors, routine data only include sociodemographic 
characteristics, which may be of limited use because of the questionable validity of 
information on education, training, and current occupation [54, 87]. The new ver-
sion of the occupation code, which SHIs must report at least once yearly for their 
working members, took effect in December 2011 and could improve this situation 
[88]. However, the specific health behaviors and attitudes of individual SHI mem-
bers are generally missing from SHI routine data.

Structural enabling factors, in contrast, are directly available if they are docu-
mented through the utilization of SHI-reimbursable medical services and the charac-
terization of the service provider (e.g., primary care physician/ specialist), or they can 
be retrieved via information on the member’s place of residence (postal code, com-
munity, or district) for hierarchical analyses. Physician directories of the Associa-
tions of SHI Physicians, general hospital plans of the federal states, and an extensive 
database of socioeconomic variables are available in regional resolution (INKAR, 
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Factors Variable Available in SHI routine data
Predisposing Age, sex Yes

Place of residence Yes
Schooling, occupational training To some degree: for working mem-

bers: yes; for co-insured family 
members: no; questionable validity 
of occupational classificationa

Employment status Yes
Living with a partner No
Migration status Generally no
Health behaviors (smoking, alcohol, 

exercise, nutrition)
Rarely: documentation of obesity 

(ICD10: E65–68) only if directly 
relevant to disease

Health-related attitudes No
Social support No
Life satisfaction No

Enabling
Primary care physician Yes, if visited
Specialist Yes, if visited
Insurance status Yes
Physician density Can be determined through place of 

residence (postal code or administ-
rative district)§

Hospitals (availability, accessibility) Can be determined through place of 
residence (postal code or administ-
rative district)§

Environmental factors (unemploy-
ment, social structure)

Can be determined through place of 
residence (postal code or administ-
rative district)$

Need Diseases Yes
Self-assessed health status No
Health complaints (mental/physical) To some degree; if they result in utili-

zation and can be ICD coded
Injuries Yes
Pain To some degree; if it can be operatio-

nalized through specific medication
Disabilities To some degree; through certifications 

of incapacity-to-work and incapa-
city to perform one’s usual work as 
well as disability status

Limitations in activities of daily 
living

To some degree; through information 
about care levels

Physician findings (e.g., severity of 
disease)

To some degree; only if included in 
ICD classification

Factors listed on the basis of [93]
a compare [54, 87]; § e.g., through Association of SHI Physician’s physician register and hospital 
plans; $ e.g., INKAR data [indicators and maps on spatial and urban development in Germany and 
Europe] of the Federal Institute for Research on Building, Urban Affairs and Spatial Development 
(www.bbsr.bund.de)

Table 5.6  Representation of components of the Andersen model in SHI routine data 
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Indikatoren und Karten zur Raumentwicklung), indicators and maps on spatial and 
urban development in Germany and in Europe, available through the Federal Institute 
for Research on Building, Urban Affairs and Spatial Development; www.bbrs.de).

Some need factors can be identified in SHI routine data. Diseases, injuries, 
physical and/or mental disorders that lead to the utilization of medical services are 
represented by the ICD classification and potentially by specific pharmaceutical 
prescriptions. Symptoms and subjective illnesses that do not lead to contact with 
professional service providers and do not result in SHI-reimbursable services are 
problematic. Other methodological issues are the virtual absence of medical find-
ings (e.g., degree of severity) unless they manifest in specific ICD codes as well 
as the general problem of how nonspecific causes for physician visits are coded in 
disease diagnoses in the context of ICD and the valid billing regulations.

The limitations of sector-based and particularly insurance-based secondary data, 
which often fail to fully depict utilization, represent a further problem. For instance, 
the costs of medical services are not borne by the SHIs alone but often also by 
other social insurance funds, for instance by the statutory pension insurance in case 
of medical rehabilitation of employees. Cross-insurance, member-specific analyses 
may be the primary solution to this problem.

Solution Approach: Individual Linkage

Linkage of primary and secondary data on the individual level could overcome the 
problem that information on individual health behaviors and specific risk factors, 
which is typically available in primary data, is missing in SHI routine data. This 
theoretically ideal solution for epidemiology, and hence HCU research, is fraught 
with a series of legal, technical, and organizational challenges, and data linkage has, 
therefore, only been tested in a few cases [76, 89]. Current studies indicate, howev-
er, that although often logistically complex, linkage with primary data is technically 
feasible, legally permissible, and promises novel insights [21, 90].

Specifically, individual data linkage requires obtaining approval for the scien-
tific utilization of social data according to § 75 SGB X from the relevant federal or 
state supervisory authority, ensuring acceptance of this procedure through the in-
formed consent of study participants, guaranteeing secure data transfer and admin-
istration that rule out the reidentification of participations, and collecting SHI data 
from numerous SHIs based on separate data utilization contracts [21]. On the basis 
of predominantly positive experiences, individual linkage of primary and secondary 
data (SHI billing data, cancer registry data, etc.) and the establishment of a second-
ary data competence center are envisioned for the National Cohort planned to start 
in 2014 [91]. The National Cohort is expected to provide strong impulses for future 
health services and HCU research in this respect.

Individual linkage of data also enables the cross-validation of self-reported 
health-care utilization, particularly in the outpatient sector. No reliable analy-
ses are currently available on the validity of members’ self-reported frequency of 
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outpatient physician contacts within a time period of 3 or 12 months (see Swart and 
Griehl in this volume). These reports can now be compared to health insurance data. 
Similarly, primary data can be used to estimate the extent to which the introduc-
tion of case-based flat rates has led to an underestimated frequency of individual 
physician contacts in SHI data. Current and future studies will provide important 
methodological insights in this regard.

The same consideration applies to reported pharmaceutical use. Cross-validation 
of primary and secondary data can assess the accuracy of self-reported informa-
tion on prescription-only medications and on the intensity of use of nonprescription 
medications and hence on the estimate of “utilization bias” [92]. For outpatient 
physician contacts and prescriptions or drug intake, neither of the two data sources 
can be considered the gold standard. The situation differs for inpatient stays, where 
SHI routine data can be assumed to provide complete and accurate documentation 
(except for inpatient rehabilitation, which is frequently financed through the statu-
tory pension insurance).
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Health care utilization can be regarded as a complex process influenced by the in-
dividual’s health status, individual and collective norms and value, the structure of 
the health care and social welfare system as well as by general societal conditions. 
It is well known that not only need factors impact the use of health care and medi-
cal services. Other aspects, such as enabling and predisposing factors, as defined in 
Andersen’s Behavioral Model of health care Use (Anderson & Davidson 2001), are 
highly relevant and constitute facilitating or hindering determinants of health care 
utilization (see Chap. 2 by von Lengerke et al.).

From the (medical) sociological point of view, utilization of professional care 
is the last step of help seeking. Prior to this, other forms of help seeking mainly 
in the so-called lay system are used. Furthermore, one’s own and other significant 
persons’ health concepts and experiences with the health care system, as well as the 
perceived urgency of a health problem play a crucial role and contribute to a timely 
or delayed utilization of health care services.

To date, plenty of empirical studies are available to describe health care 
utilization in general, as well as for specific diseases or settings, most of whom use 
quantitative research methods. Furthermore, a substantial evidence base illustrates 
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how health care utilization is influenced by different factors (see Chap. 2 by von 
Lengerke et al., and other chapters of the book), for which in some cases theoreti-
cal models were used as explanatory background. However, the processes of health 
care utilization are not fully explored so far and there is still a need for in-depth 
analyses. For this purpose, qualitative approaches provide an excellent opportunity 
to elaborate on mechanisms of health care utilization and to develop new or rather 
to develop existing theoretical frameworks.

Qualitative Research in Health Care Services Research

Research in health and health care services is still dominated by quantitative ap-
proaches. However, the acceptance of qualitative research has grown immensely 
over the past years, a fact which can be observed not only in the growing number of 
relevant publications but also in the existence of specialized journals.

After having overcome the big dispute between the quantitative and qualitative 
research paradigms, the advantages and disadvantages of the respective methodolo-
gies have been brought to the foreground (see, for example, Morse 2011). Nowa-
days, there is consensus that in health and health care research both approaches 
are needed and the combination of quantitative and qualitative elements in mixed-
method approaches is seen as most appropriate to enhance the understanding in 
these research fields. In addition, many recent qualitative research publications fo-
cus on methodological issues such as the improvement of interview techniques, 
the establishment of quality criteria, as well as the development of methods for the 
synthesis of qualitative research, with the aim of improving qualitative research in 
general, and in health and health care in particular (Hasseler 2007; Kroll et al. 2007; 
Barnett-Page & Thomas 2009; Kelly 2010; Devers 2011; Merry et al. 2011; Morse 
2011; Reynolds et al. 2011)

Using the same approach as applied in the study of Hoff and Witt (2000, cit. in 
Weiner et al. 2011), Weiner et al. (2011) authored an interesting review focusing on 
qualitative research in health services and management research over a 10-year pe-
riod. In total, they selected nine health services and management journals published 
between 1998 and 2008 and analyzed the quantity, characteristics, and quality of 
qualitative research studies. The so-called methodological articles were excluded 
and only research articles were included in the final analysis. For all selected arti-
cles a content analysis was performed, retrieving the following information: “(a) the 
purpose of the article; (b) the data collection method; (c) the study design; (d) the 
level of methodological detail in the article; (e) the funding source for the research, 
if any; and (f) the number of pages” (Weiner et al. 2011: 8). In total, 8,377 articles 
were identified and a final sample of 329 articles fulfilling all inclusion criteria was 
used for analysis. On average, 9 % of all articles in these nine journals applied quali-
tative research methods. Compared to the strong increase in quantitative research, 
the number of qualitative studies remained more or less stable, ranging from 5 to 
11 %. However, huge differences could be observed between journals: The highest 
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proportion of qualitative publications was reported for the journal Health Affair and 
the lowest for Medical Care Research and Review.

The characteristics of the qualitative research articles are shown in Table 6.1 
(Weiner et al. 2011: 15).

The findings show that qualitative research has often been used for description 
(37 %) and process analysis (27 %). Both areas have increased compared to the 
former study conducted for the time between 1995 and 1997. More than half of the 
studies were multi-case studies, whereas ethnography or grounded theory, as well 
as other qualitative methodological approaches were very rarely used. Data were 
most often collected via interviews (47 %) and archive searches (32 %); however, 
both approaches have decreased compared to 1995–1997. In contrast, an increase 
can be observed regarding the use of observation techniques and mixed-method ap-
proaches, which amounted to 11 and 21 %, respectively.

Likewise, the topics addressed in these articles were broad and can be categorized 
into approximately 600 medical subject heading (MeSH) terms. The six most fre-
quent topics were health services accessibility ( N = 28), Medicaid ( N = 26), efficiency, 
organizational ( N = 25), organizational innovation ( N = 24), delivery of health care, 
integrated ( N = 23), and health policy legislation, trends, and economics ( N = 22).

Table 6.1  Characteristics of the qualitative research articles (Weiner et al. 2011: 15)
Current study 
1998–2008

Changes from 
1995–1997 to 
present

Number Percentage
Main study purpose
Description 122 37 + 3
Process 89 27 + 6
Views/perspectives 60 18 − 7
Evaluation 14 4 − 2
Cause and effect 44 13
Study design
Single case study 36 11 #-#
Multiple case study 193 59 #-#
Ethnography 3 1 #-#
Grounded theory 4 1 #-#
Phenomenological study 1 0 #-#
Biographs 0 0 #-#
General 92 28 #-#
Data collection
Interviews 155 47 − 9
Archival 106 32 − 8
Focus group 29 9 − 2
Observation 37 11 + 5
Mixed methods 70 21 + 9
Not specified 2 1 − 20
#-# data not available
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Interestingly, although the number of studies has not increased in the observation 
period, the citation analysis showed that qualitative research was very well received 
in the scientific community. The average citation number for the selected qualitative 
articles was 8.6 (range 0–89) (Weiner et al. 2011). The authors conclude that even 
if “the publication rate of qualitative articles has not kept pace with that of quanti-
tative research articles, citation analysis suggests that qualitative research articles 
contribute comparably to the field’s knowledge base” (Weiner et al. 2011: 3).

Qualitative Research in Health Care Utilization: Findings 
of a Systematic Literature Review

The contribution of qualitative studies to health care utilization research was ex-
plored by conducting a systematic literature analysis. The literature search was 
performed in July 2012 (last search on July 3rd 2012), with the aim of identifying 
all articles using qualitative research methods to investigate health care utilization 
published between 1998 and 2012 in the German and international context. PubMed 
was used as the research database. The following search terms were applied:

Concept Search terms
Qualitative research Qualitative research [Majr]

Interviews as topic [Majr]
Observation [Majr]
Ethnology [Majr]
Qualitative [tiab]
Transcriped [All fields]

Utilization Health care quality, access, and evaluation [Majr]
Health services research [Mesh]
utilization [Subheading]

Limits were set with regard to language (only German or English) and relevant age 
(only adults). No limitation was set in terms of the qualitative research methods 
used. The following inclusion and exclusion criteria were applied:

Inclusion criteria: 
• Focus on utilization of health care services from patients’/users’ point of view
• Use of any qualitative research methods,
• Publication between 1998 and 2012, and
• Focus on adults

Exclusion criteria: 
• Methodological articles on qualitative research;
• Focus on specific health problems or areas, specific study population, or specific 

health care sectors
• Focus on non-Western countries
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Eligible articles were selected in three steps: firstly, based on the title, secondly, 
based on abstracts, and thirdly, based on the full-text publication. In all steps, two 
researchers (BB and CB) independently screened the publication and included/ex-
cluded articles according to a catalogue of a priori set criteria. In cases of disagree-
ment, the selection was discussed and finally a concerted decision was met.

The search yielded 675 articles which were initially screened by title (see 
Fig. 6.1). In total, 80 articles were regarded as appropriate and these were screened 
by abstract. Twelve potentially relevant studies were then selected for further re-
view. Finally, two studies were selected after reading the full text. These articles 
made up the database for the results section.

Description of the Selected Studies

The selected studies were published in 2004 (Cortes et al. 2004) and in 2010 
(Berkelmans et al. 2010) (see Table 6.2). The countries covered were the United 
States of America (Cortes et al. 2004) and the Netherlands (Berkelmans et al. 2010). 
Both publications were based on a small study sample and applied two different 
qualitative methodological approaches: focus group (Cortes et al. 2004) and semi-
structured interviews (Berkelmans et al. 2010). Cortes et al.’s study sample included 
asthma patients as well as home-care attendants and health care professionals (phy-
sicians and nurse practitioners); participants in Berkelmans et al. (2010)’s research 
were senior citizens aged 65–91 years. Both studies focus on the use of outpatient 
health care services.

Main Findings

One of the research aims in the study of Cortes et al. (2004) was to identify cultural 
barriers to asthma care. The findings of this study were meant to be used in adapt-
ing educational and self-management programmes to the specific needs of older 
minorities. For this purpose, three different focus groups were conducted, includ-
ing older asthmatic residents ( N = 5), non-licensed caretakers of older asthmatics 
( N = 7), and health care professionals ( N = 10), respectively. The first two groups 
were recruited from two East Harlem community centres and the last group from 
Mount Sinai Hospital, which belongs to the East Harlem district.

All focus groups participants were asked to report if they encountered difficul-
ties in accessing asthma care and if so, what kind of barriers/problems they faced. 
The older asthmatics did not mention experiencing any problems with regard to 
health care access, but rather with the health care utilization itself such as “not 
enough time to spend with physician,” “hurried appointments,” and “lack of infor-
mation” (Cortes et al. 2004: 210). Only two problems/barriers were reported by the 
home-care attendants: “financial problems, paying for medications” and being “un-
able to get primary-care provider, need to use the emergency departments” (Cortes 
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et al. 2004: 210). On the other hand, a long list of problems concerning access to 
and quality of health care was suggested by the health care professionals. Most of 
the aspects mentioned were related to quality of health care. The few reports deal-
ing with inappropriate access referred to “lack of transportation” and in part “low 
literacy” (Cortes et al. 2004: 210).

Initial Sample

N=675

1. Screening (title)

2. Sreening (abstract)

3. Screening (full-text)

Analysis

N= 80

N= 12

N= 2

Fig. 6.1  Selection of articles 
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Berkelmans et al. (2010: 2) interviewed senior citizens to find out their preferences 
regarding nonmedical services and characteristics of general practitioner (GP) care. 
Semi-structured interviews were conducted from November 2008 to October 2009 
with seven women and six men aged from 65 to 91 years. The participants were se-
lected in four GP practices located in Limburg, Amsterdam, Groningen, and Roden. 
Nonmedical characteristics and service attributes were defined as follows: “continu-
ity of care giver; distance to the practice; accessibility; expertise and trust; attitude; 
information; pro-active initiatives; free choice of selecting a caregiver; waiting times” 
(Berkelmans et al. 2010: 2). All interviewees stated that GP care has to be easy to 
access. The distance to the practice can emerge as a barrier to access health care ser-
vices with older age. Accessibility by phone as well as the opportunity to see the GP 
on the same or the next day when needed were regarded as highly important by the 
interviewees, especially when the latter had made experiences of not managing to get 
an appointment with the GP when they were in real need (e.g. out-of-office hours).  
A free choice of GP was highly appreciated by all interviewees.

Conclusion

The two selected studies give only limited insight into processes of health care 
utilization as detailed by Andersen’s Behavioral Model of health care Use (Ander-
son & Davidson 2001). The publications are not representative of either health care 
utilization research or qualitative research methodology. They basically illustrate 

Table 6.2  Study description
No.Author Title PY Country Sample 

size
Gender Age of 

partici-
pants

Population Setting

1 Berkel-
mans 
et al.

Characteristics 
of general 
practice care: 
what do 
senior citi-
zens value? 
A qualitative 
study.

2010 The Nether-
lands

13 Both 65–91 
years 
and 
older

General 
population

GP 
services

2 Cortes 
et al.

Using focus 
groups to 
identify 
asthma care 
and educa-
tion issues 
for elderly 
urban-dwell-
ing minority 
individuals

2004 United 
States of 
America

22 Both Adult Asthma 
patients, 
home care 
attendants, 
health pro-
fessionals

Asthma 
care
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the kind of findings which can be retrieved from qualitative approaches. Two 
topics emerged from the selected studies: (1) access and (2) users’ preferences. 
health care utilization is clearly linked with the overall and subgroup-specific ac-
cess to health care. Even in a system providing full coverage of health care services, 
subpopulations could face access problems. As shown in the study conducted by 
Berkelmans et al. (2010), distance can emerge as a barrier to health care in relation 
to age when GP services are not located in the neighbourhood.

The German Context: Qualitative Methods  
in Health Services Research

As reported for the international context, an increase of qualitative studies can also 
be observed in Germany. The fields covered by qualitative research are as broad 
as described in the review published by Weiner et al. (2011) and an emphasis on 
interview-based as well as focus group studies can be observed. The importance 
of qualitative studies in health services research is moreover supported by a recent 
governmental funding initiative whereby out of two different calls for proposals one 
area of funding was for qualitative research. Parallel to this development, a working 
group on qualitative methods was established as a part of the German Network for 
Health Services Research (see Karbach et al. 2012; Meyer et al. 2012). One result 
of their activities was the analysis of abstracts submitted to the 8th German Confer-
ence on Health Services Research, with a particular focus on abstracts describing 
qualitative or mixed-methods studies (Karbach et al. 2012). Similar to the review 
by Weiner et al. (2011), quantitative and qualitative aspects such as study aim and 
research design were analysed. The authors could identify 74 abstracts of which 
47 abstracts used a qualitative approach, mainly representing qualitative research 
projects. This amounts to 18 % of all abstracts. The most frequent research goals 
were: needs assessment (41 %), instrument development (36 %), evaluation (22 %), 
and rarely theorizing (1 %) (Karbach et al. 2012). Interviews ( N = 45) and focus 
groups ( N = 29) were the most frequently applied qualitative research methods. In 
46 abstracts the study participants were physicians; 35 abstracts showed data from 
patients.

In general, the number of studies on health care utilization in Germany is low 
(see also Babitsch et al. 2012). The few studies which put the main focus on the 
analysis of health care utilization apply mostly quantitative research methods and 
use representative survey data. There are only few qualitative health care utilization 
studies published in peer-reviewed journals; more often, qualitative approaches 
were used in dissertations.

In a qualitative study, Neumann et al. (2010) explored the presence of barriers in 
using psycho-oncology services (POS) available at a psycho-oncology institution 
(POI) in Germany. The authors used focus groups ( N = 7 with a total of 27 par-
ticipants) and individual interviews ( N = 5) and recruited POS users and nonusers, 
relatives of POS users, and professionals (physicians and nurses) from an affiliated 
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hospital. The study was conducted from May to October 2005. Barriers to POS 
could be identified and were summarized as follows: (1) information deficits about 
POI and POS, (2) subjective norms regarding POS, (3) lack of organizational and 
therapeutic integration, and (4) specific characteristics of cancer patients (Neumann 
et al. 2010). In regard to the third barrier, the authors found that POS was regarded 
as not “normal”, for which two explanations were offered: (1) there is no regular 
screening for psychosocial problems (except in case of a crisis) and (2) patients do 
not perceive POS as a normal service. The lack of information in patients and pro-
fessionals—another identified barrier—certainly contributes to this finding. Based 
on these results, the authors developed a model on how the above-mentioned bar-
riers impact POS utilization and derived strategies to overcome them. One simple 
strategy they proposed was to improve the distribution of information to patients, 
relatives, and professionals.

To identify ethnic differences in the use of family practitioners in Germany 
was the research goal in the qualitative study conducted by Bungartz et al. (2001). 
The authors recruited focus groups participants older than 39 years with a German 
(N = 11) and Turkish background (N = 17). Two focus groups were conducted with 
the German natives and three with Turkish immigrants. The study was conducted 
in the south of Germany and data were collected from April to August 2009. The 
main aspects asked were amongst others frequency of family practitioners visits, 
distance to family practitioners, sex, and ethnicity (only asked in focus groups 
with Turkish immigrants) of family practitioners, and reasons for utilization. The 
study findings were collapsed into three main categories: “use of family practitio-
ner,” “factors for family practitioner’s choice,” and “interaction between doctor 
and patient” (Bungartz et al. 2011: 518). Need factors, such as current or long-
lasting health problems, were mentioned by all participants as the main reason 
to utilize the services of their family practitioners, especially when the problem 
or the request required a personal contact. Many factors influence the choice of 
family practitioners such as distance, practitioners’ age, sex, and ethnicity (only 
asked from Turkish immigrants), as well as the range of services offered. Interest-
ingly, this qualitative study revealed only minor ethnic differences in health care 
utilization, which could be largely explained by the high command of German in 
the study sample.

The influence of patients’ subjective concepts on primary health care utiliza-
tion in Germany and Norway is currently being investigated by Herrmann et al. 
(2012a). The research project started in 2012 and will be running until 2015 
(Herrmann et al. 2012b). The main hypothesis of the project is that “patients” sub-
jective concepts about primary health care utilization play a major role in explain-
ing different health care utilization behavior in different countries” (Herrmann 
et al. 2012b; website: https://wikis.ovgu.de/spihv/doku.php). Qualitative episodic 
interviews with 20 patients in Germany and Norway as well as participant obser-
vation in each of the four selected German and Norwegian primary-care practices 
will be conducted.
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Conclusion

Qualitative research methodology and its variety of research approaches offer im-
portant tools in understanding health care utilization and the underlying processes 
and attitudes from the patients’ and providers’ point of view. The results of the 
review published by Weiner et al. (2011) show that, from a quantitative and—even 
more so—from a qualitative point of view, qualitative research plays an important 
role for our understanding of phenomena under study in health services research in 
general and in health care utilization research in particular. The focus of this chap-
ter was on general health care and therefore limited; further qualitative studies are 
available in the field nursing research as well as prevention (see Chap. 16).

The number of qualitative studies retrieved from the systematic PubMed litera-
ture search was initially high. After applying the inclusion and exclusion criteria, 
only two studies fulfilled the set requirements. However, health care utilization 
was only a part of the researchers’ interest in these studies, with the consequence 
that they could only provide insight into few aspects of health care utilization. 
Nevertheless, they demonstrate the potential of qualitative methods in contribut-
ing to our understanding of health care utilization from a patient’s and a multi-
perspective point of view. Qualitative studies also allow—as a methodological 
precondition—that contextual aspects and the interconnectedness of factors can 
be identified.

Overall, qualitative approaches in health care utilization research have not been 
used to their full potential. Many questions—still unanswered—should be explored 
in qualitative studies. For instance:

• How do people utilize the health care system? What kind of prior decisions do they 
meet and how is this affected by sociodemographic and illness-related factors?

• What kind of relationship exists between perceived and observed access to 
health care and health care utilization?

• How are the factors specified in Andersen’s Behavioral Model of health care 
use interwoven and what role do they play in one’s individual decision to utilize 
health care services?

• How is health literacy linked with health care utilization?

To answer the questions listed above, different qualitative research approaches 
are appropriate and should be applied. Furthermore, using multiple perspec-
tives including users/patients as well as relatives and professionals will allow 
health services researchers to get insight in inner processes which can be hardly 
investigated through quantitative approaches. The future of health services re-
search in general and of health care utilization research thus lies in a clever and 
appropriate (with regard to the selected research question) mix of qualitative and 
quantitative research.



976 Health Care Utilization: Insights from Qualitative Research

References

Andersen RM, Davidson, PL. Improving access to care in America: individual and contextual 
indicators. In: Andersen RM, Rice TH, Kominski, EF, editors. Changing the U.S. health care 
system: key issues in health services, policy, and management. San Francisco, CA: Jossey-
Bass; 2001. p. 3–30.

Babitsch B, Gohl D, von Lengerke T (2012): Re-revisiting Andersen’s Behavioral Model of Health 
Services Use: a systematic review of studies from 1998–2011. Psychosoc Med 9:Doc11. doi: 
10.3205/psm000089.

Barnett-Page E, Thomas J (2009): Methods for the synthesis of qualitative research: a critical 
review. BMC Medical Research Methodology 9: 59.

Bungartz J, Uslu S, Natanzon I, Joos S (2001): Utilization of the Family Practitioners by Turkish 
and German Patients—a Qualitative Study. Z All Med 87: 515–522.

Devers KJ (2011): Qualitative methods in health services and management research: pockets of 
excellence and progress, but still a long way to go. Medical Care Research and Review 68: 
41–48.

Hasseler, M (2007): Qualitative Methods: Systematic Reviews in Qualitative Health Care Re-
search as a Basis for Evidence-Based Practice. Gesundheitswesen 69: 297–302.

Herrmann WJ, Haarmann A, Flick U; Bærheim A; Lichte T; Herrmann M (2012a): Patients’ Sub-
jective Concepts about Primary Health Care Utilization: a Qualitative Comparative Study Be-
tween Norway and Germany. German Congress of General Practice and Familiy Medicine 
(DEGAM). 21.09.2012. (Abstract).

Herrmann WJ (2012b): Project Homepage. https://wikis.ovgu.de/spihv/doku.php
Karbach U, Stamer M, Holmberg C, Güthlin C, Patzelt C, Meyer T; Arbeitsgruppe Qualitative 

Methoden des DNVF. (2012): Qualitative research in health services research—discussion 
paper, Part 2: Qualitative research in health services research in Germany—an overview. 
Gesundheitswesen 74:510–515

Kelly M (2010): The role of theory in qualitative health research. Family Practice 27: 285.
Kroll T, Barbour R, Harris J (2007): Using focus groups in disability research. Qualitative Health 

Research 17: 690–698.
Meyer T, Karbach U, Holmberg C, Güthlin C, Patzelt C, Stamer M; Arbeitsgruppe—Qualitative 

Methoden des DNVF (2012): Qualitative research in health services research—discussion pa-
per, Part 1: What is the idea?. Gesundheitswesen 74: 516–525.

Merry L, Clausen C, Gagnon A, Carnevale F, Jeannotte J, Saucier JF, Oxman-Martinez J (2011): 
Improving qualitative interviews with newly arrived migrant women. Qualitative Health Re-
search 21: 976–986.

Morse JM (2011): Molding qualitative health research. Qualitative Health Research 21: 1019–
1021.

Neumann M, Galushko M, Karbach U, Goldblatt H, Visser A, Wirtz M, Ernstmann N, Ommen 
O, Pfaff H. (2010): Barriers to using psycho-oncology services: a qualitative research into the 
perspectives of users, their relatives, non-users, physicians, and nurses. Support Care Cancer 
18:1147–1156.

Reynolds J, Kizito J, Ezumah N, Mangesho P, Allen E, Chandler C (2011): Quality assurance of 
qualitative research: a review of the discourse. Health Research Policy and Systems 9:43.

Weiner BJ, Amick HR, Lund JL, Lee SY, Hoff TJ (2011): Use of qualitative methods in published 
health services and management research: a 10-year review. Medical Care Research and Re-
view: 68: 3–33.



Part IV
Results: Selected Determinants



101

Chapter 7
Gender and Utilization of Health Care

Birgit Babitsch, Cornelia Bormann, Daniela Gohl  
and Carmen Cristina Ciupitu-Plath

B. Babitsch ()
Department of New Public Health, School of Human Sciences,  
University of Osnabrück, Osnabrück, Germany
e-mail: bbabitsch@uni-osnabrueck.de

C. Bormann
Health Sciences, FH Bielefeld—University of Applied Sciences, Bielefeld, Germany
e-mail: cbormann@uni-bremen.de

D. Gohl · C. C. Ciupitu-Plath
Berlin School of Public Health, Charité—Universitätsmedizin Berlin, Berlin, Germany
e-mail: daniela-stefanie.gohl@charite.de

C. C. Ciupitu-Plath
e-mail: cristina.ciupitu-plath@charite.de

Sex/gender plays an important role when it comes to health and illness or health 
care utilization. It is well known that women and men differ in regard to their well-
being, their morbidity and also in their longevity. In most countries of the world, 
the life expectancy of women exceeds the life expectancy of men. These differences 
depend on a country’s context and are smallest in low-income countries with 1–2 
years, and highest in so-called transitioning countries with 8–10 years. In Europe, 
the gender differences in life expectancies range from 4–7 years; in Germany, wom-
en currently reach an average of 82.5 years and men 77.5 years (gender difference 
= 5 years) (reference period 2008/2010; Statistisches Bundesamt 2012).

There are many reasons for this so-called gender gap. Verbrugge (1985), one of 
the first authors who provided a comprehensive list of explanatory factors, differ-
entiated these as follows:

1. Biological risks, defined as sex-related intrinsic differences in women and men 
due to their genes or reproductive physiology.

2. Acquired risks specified as gender differences in living conditions, life styles 
and health behaviour.

3. Psychosocial aspects of symptoms and care defined as gender differences in the 
“perception of symptom severity, readiness to tale curative action, and ability to 
do so” (p. 165).

C. Janssen et al. (eds.), Health Care Utilization in Germany,  
DOI 10.1007/978-1-4614-9191-0_7, © Springer Science+Business Media New York 2014
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4. Health-reporting behaviour specified as gender differences in the openness and 
the ability to talk about health problems with other persons or professionals.

5. Prior health care and caretakers as causes covers gender differences in the utili-
zation (including made experiences) and satisfaction with the health care system.

This explanatory framework has proved to be a valuable tool in describing gender 
differences within and between countries. Taking current research findings into ac-
count (Luy 2011), it seems that environmental risks and therein health behaviour 
contribute most to the observed gender gap.

Interestingly, in Verbrugge’s framework, two of the risks factor categories are 
directly related to the health care system and to health care utilization. There are few 
studies showing that women and men differ in number of physician contacts and in 
their health-reporting behaviour. It seems that women are more likely to talk about 
their well-being and their health status with other people and with health profes-
sionals than men. This can be partly explained by gender differences in subjective 
health concepts where women include well-being as an important component of 
health, whereas men describe their health more in the sense of functioning.

That the health care system is not gender neutral has been shown in many stud-
ies. Older studies have identified a medicalisation of women’s body, especially with 
regard to their reproductive health (see for overview: Maschewsky-Schneider 1997; 
Kuhlmann & Kolip 2005; Babitsch, Ducki & Maschewsky-Schneider 2011). At 
that time, the grassroots women’s health movement and feminist scholars worked 
together to simultaneously provide evidence designed to emphasize the need for 
changing the health care system into a more women-friendly one. Current studies 
have focused mainly on gender bias in the health care system and have identified 
many problems in regard to diagnosis and therapy, with women being more often 
disadvantaged compared to men (Rieder & Lohff 2008). One reason, besides many 
others, is that gender stereotypes on the side of the health care providers, as well 
as on the side of patients, could lead to a false interpretation of symptoms, as some 
experimental studies have shown (von dem Knesebeck et al. 2008, 2010). Examples 
are the diagnoses of myocardial infarction in younger women or depression in men.

The aim of this chapter is to identify gender differences in health care utiliza-
tion. Due to the huge differences in living circumstances, as well as in health care 
systems around the world, this chapter will focus on the situation in Europe, and 
Germany will serve as a case study. Given the complexity of sex/gender influences 
on health and health care utilization, the explanatory model provided by Verbrugge 
(1985) will be used as an analytic framework for exploring sex/gender differences 
in the use of health services. Furthermore, to describe the process of health care uti-
lization, the behavioural model of health care use developed by Andersen and col-
leagues (Andersen 1995; Anderson & Davidson 2001) will be used (see, for details, 
Chap. 2 by von Lengerke et al.) and, based on that concept, enabling, predisposing 
and need factors will be identified. Accordingly, this chapter includes: (1) a brief de-
scription of women and men’s health in Europe with a particular focus on Germany, 
(2) the results of a systematic review, (3) an exemplary description of health care 
utilization in Germany, and (4) a summary and a discussion of gender differences 
in health care utilization.
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Women and Men’s Health in Europe

Compared to other regions of the world, the life expectancy in Europe is high, 
although huge differences can be observed between European countries (see 
Fig. 7.1). Women in France have the highest average life expectancy with 84.4 
years, while the lowest can be found in women in Turkey with 75.3 years (differ-
ence = 9.1 years). The findings are different in men, where men in Switzerland have 
the highest life expectancy with 79.1 years and Lithuanian men the lowest with 65.1 
years (difference = 14 years). The European average life expectancy is 80.8 years 
in women and 74.3 years in men. Due to its relatively high life expectancy in both 
genders, Germany ranks in the upper third among European countries.

The total mortality rates match with the presented life expectancy and highlight 
the huge differences between European countries. The average total mortality rate 
in Europe is 696 per 100,000 inhabitants, whereas the gender-specific average rates 
are 534 per 100,000 inhabitants in women and 912 per 100,000 inhabitants in men. 
The lowest total mortality rate can be found in Switzerland and the highest in Lithu-
ania. The smallest gender difference exists in Iceland and the biggest in Lithuania, 
where the total mortality rate is nearly double in men compared to women. The main 
causes of death in Europe are cardiovascular diseases and cancer (see Fig. 7.2). The 

Fig. 7.2  Causes of death, EU-27, 2010 (per 100,000 inhabitants). (Source: Eurostat; http://appsso.
eurostat.ec.europa.eu;hlth_cd_asdr)

 

Fig. 7.1  Highest and lowest life expectancy at birth in Europe, by gender, 2005–2007. (OECD 2010)

 

http://appsso.eurostat.ec.europa.eu;hlth_cd_asdr
http://appsso.eurostat.ec.europa.eu;hlth_cd_asdr
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death rates in men are higher in all presented diseases. In Germany, the death rates 
attributable to these diseases are lower compared to the European average.

An important indicator for health is the self-reported health status. In general, Eu-
ropeans perceive their health status as being fairly good (OECD 2010), but again with 
huge differences between countries. Two-thirds of the European population stated that 
their health is good or very good and one-third indicated that they have a long-stand-
ing illness or health problem. In regard to the self-reported health status, Switzerland 
ranks first and Latvia ranks last. Germany is slightly below the European average, 
with 65 % of its inhabitants reporting their health to be good or very good.

Results of a Systematic Review on Gender Differences  
in Health Care Utilization in Europe

A systematic review was conducted to investigate gender differences in health care 
utilization in Europe. The literature search was conducted in July 2011 (last search 
on 27 July 2011) and updated on 24 January 2012. The search strategy (see Fig. 
7.3) aimed at retrieving articles reporting on gender and health care utilization in 
the European context between 2009 and 2012. Due to the huge number of hits the 
initially defined time frame from 1998 to 2011 was reduced respectively. PubMed 
was used as the research database.

The selection of eligible articles was conducted in three steps: firstly, based 
on the title, secondly, based on abstracts and thirdly, based on the full-text pub-
lication. In all steps, two researchers (BB and DG) independently screened the 
publication and included/excluded articles according to a catalogue of a priori 
set criteria. In cases of disagreement, the selection was discussed and finally a 
concerted decision was met. In the first round (selection by title), 22 potentially 
relevant studies were identified.

Fig. 7.3  Search strategy
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The following criteria were applied:
Inclusion criteria:

• Studies related to health care utilization or access to care and gender.
• Studies published between 2009 and 2012.
• Studies on adults.

Exclusion criteria:

• Studies not primarily related to health care, health care utilization, or access to 
care.

• Focus on health system research, intervention studies, medical/therapy study, 
screening, etc.

• Focus on specific health problems or areas such as human immunodeficiency 
virus (HIV), cancer, dental health, etc.

• Specific study population (e.g., disabled, aging people, military personnel, gar-
deners).

• Studies not conducted in Europe.
• Studies on children.

In the second step (selection by abstract), eight potentially relevant studies were 
selected. At this stage, further exclusion criteria were introduced since some studies 
appeared to be too specific and not comparable to other contexts or target groups.

Additional exclusion criteria:

• Focus on ethnicity, financing, health politics, and social support.
• Focus on a specific health care sector (out-of-hours service, walk-in centre).
• Studies on the long-term care of elderly people.

Finally, four studies were selected after reading the fulltext. These articles made up 
the database for the results section.

Results

An overview of the selected publications is presented in Table 7.1. The studies were 
published in 2008 (ten Have et al. 2008), 2009 (Gerritsen & Devillé 2009) and 
in 2010 (Doherty & Kartalova-O’Doherty 2010; Gudmundsdottir & Vilhjalmsson 
2010). The countries covered were Ireland (Doherty & Kartalova-O’Doherty 2010), 
the Netherlands (Gerritsen & Devillé 2009), Iceland (Gudmundsdottir & Vilhjalms-
son 2010), and one study referred to the situation in more than one European coun-
try (ten Have et al. 2008). All publications included a representative sample of the 
general population; in addition, one article (Doherty & Kartalova-O’Doherty 2010) 
included subsamples of the four largest immigrant population groups. All studies 
included both women and men, and all study participants were older than 18 years. 
In regard to the health care system, two of the selected publications (Doherty & 
Kartalova-O’Doherty 2010; Gudmundsdottir & Vilhjalmsson 2010) focused on 



106 B. Babitsch et al.

Ta
bl

e 
7.

1  
St

ud
y 

de
sc

rip
tio

n
N

o.
A

ut
ho

r
Ti

tle
Ye

ar
 o

f 
pu

bl
ic

at
io

n
C

ou
nt

ry
Sa

m
pl

e 
si

ze
G

en
de

r
A

ge
 o

f 
pa

rti
ci

pa
nt

sPo
pu

la
tio

n
Se

tti
ng

1
D

oh
er

ty
 &

 
K

ar
ta

lo
va

-O
’D

oh
er

ty
G

en
de

r a
nd

 se
lf-

re
po

rte
d 

m
en

ta
l h

ea
lth

 p
ro

bl
em

s:
 

Pr
ed

ic
to

rs
 o

f h
el

p 
se

ek
in

g 
fr

om
 a

 g
en

er
al

 p
ra

ct
iti

on
er

20
10

Ir
el

an
d

2,
71

1
B

ot
h

18
 y

ea
rs

 
an

d 
ol

de
r

G
en

er
al

 
po

pu
la

tio
n

G
P 

se
rv

ic
es

2
G

er
rit

se
n 

&
 D

ev
ill

é
G

en
de

r d
iff

er
en

ce
s i

n 
he

al
th

 
an

d 
he

al
th

 c
ar

e 
ut

ili
za

tio
n 

in
 v

ar
io

us
 e

th
ni

c 
gr

ou
ps

 in
 

th
e 

N
et

he
rla

nd
s:

 a
 c

ro
ss

-
se

ct
io

na
l s

tu
dy

20
09

N
et

he
rla

nd
s

7,
78

9 
pe

rs
on

s 
(I

nd
ig

en
ou

s 
po

pu
la

tio
n)

 a
nd

 
1,

51
2 

pe
rs

on
s 

(f
ou

r l
ar

ge
st

 
m

ig
ra

nt
 g

ro
up

s)

B
ot

h
18

 y
ea

rs
 

an
d 

ol
de

r

G
en

er
al

 
po

pu
la

tio
n

A
ll 

se
ct

or
s

3
G

ud
m

un
ds

do
tti

r &
 

V
ilh

ja
lm

ss
on

G
ro

up
 d

iff
er

en
ce

s i
n 

ou
tp

a-
tie

nt
 h

el
p 

se
ek

in
g 

fo
r p

sy
-

ch
ol

og
ic

al
 d

is
tre

ss
: R

es
ul

ts
 

fr
om

 a
 n

at
io

na
l p

ro
sp

ec
tiv

e 
st

ud
y 

of
 Ic

el
an

de
rs

20
10

Ic
el

an
d

1,
92

4 
fir

st
 w

av
e,

 
1,

59
2 

se
co

nd
 

w
av

e

B
ot

h
18

–7
5 

ye
ar

s
G

en
er

al
 

po
pu

la
tio

n
A

m
bu

la
to

ry
 

ca
re

4
te

n 
H

av
e 

et
 a

l.
A

re
 a

tti
tu

de
s t

ow
ar

ds
 m

en
ta

l 
he

al
th

 h
el

p 
se

ek
in

g 
as

so
ci

-
at

ed
 w

ith
 se

rv
ic

e 
us

e?
 

R
es

ul
ts

 fr
om

 th
e 

Eu
ro

pe
an

 
St

ud
y 

of
 E

pi
de

m
io

lo
gy

 o
f 

M
en

ta
l D

is
or

de
rs

20
08

B
el

gi
um

, 
Fr

an
ce

, 
G

er
m

an
y,

 
Ita

ly
, t

he
 

N
et

he
rla

nd
s 

an
d 

Sp
ai

n

8,
79

6
B

ot
h

18
 y

ea
rs

 
an

d 
ol

de
r

G
en

er
al

 
po

pu
la

tio
n

N
ot

 sp
ec

ifi
ed



1077 Gender and Utilization of Health Care

ambulatory care; one (Gerritsen & Devillé 2009) considered all sectors and the 
other did not specify any sector of the health care system (ten Have et al. 2008). 
Three of the publications deal with mental health problems (Doherty & Kartalova-
O’Doherty 2010; Gudmundsdottir & Vilhjalmsson 2010; 4) and one focused ex-
plicitly on gender and ethnicity in health care utilization. All articles are based on 
nationally representative studies and applied quantitative methods. In one study 
(Gudmundsdottir & Vilhjalmsson 2010), Andersen’s behavioural model of health 
service use was adopted as theoretical background.

Gender differences in health care utilization were found in all studies, indicating 
higher rates of use in women compared to men (Doherty & Kartalova-O’Doherty 
2010; Gerritsen & Devillé 2009; Gudmundsdottir & Vilhjalmsson 2010; ten Have 
et al 2008). Against the background of Andersen’s behavioural model of health ser-
vices utilization, Gudmundsdottir and Vilhjalmsson (2010) investigated predictors 
of outpatient help seeking for psychological distress. They used a random national 
sample of Icelandic adults and focused on four different forms of distress. Besides 
gender, other socio-demographic variables such as age and marital status were in-
cluded. Health care utilization was more frequent in women compared to men. In 
detail, the findings showed a greater total utilization rate in women, as well as more 
visits to physicians and complementary and alternative medicine (CAM) providers. 
After controlling for symptoms, the observed gender differences were reduced, but 
still significant.

Doherty & Kartalova-O’Doherty (2010) showed that the prevalence of self-
reported mental health problems was higher in women than in men (59.4 % vs. 
40.6 %) and women were more likely to have contacted their general practitioner 
(GP) for such problems in the previous year compared to men (63.2 % vs. 54.2 %). 
Additionally, in this study, socio-demographic and psychosocial variables were 
used as predictors of seeking help from GPs. More of the variables included in the 
regression model became significant in men than in women. Limitations in social 
activities were the only significant predictor that increased the probability of help 
seeking in women. In men, self-reported embarrassment was the strongest predic-
tor. Also, some limitations in physical activities and being married/cohabitating 
increased men’s help-seeking behaviour, whereas secondary education decreased 
their likelihood to contact a GP. These findings demonstrate that different reasons 
for seeking help are effective in women and men, seemingly in close connection to 
societal gender roles.

Reasons for mental health care seeking were also investigated by ten Have et al. 
(2008). Based on the European Study of Epidemiology of Mental Disorders (ES-
EMeD), representative data from six European countries (Belgium, France, Ger-
many, Italy, the Netherlands and Spain) were analysed. Female gender increased 
the probability of accessing mental health care. Other significant predictors were 
being younger than 65 years of age, higher income and living in Spain or Italy. 
Women indicated more often than men that they would feel comfortable talking 
about personal problems. Participants who already had experience with using men-
tal health services were more likely to seek help when faced with a serious health 
problem and they believed more often that professional help is effective compared 
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to participants without any experiences. These attitudes are significantly associ-
ated with health services use. General health care was more likely to be utilized by 
participants who were open to using professional help in case of a serious emotional 
problem (ARR = 1.34) and who felt comfortable talking about personal problems 
(ARR = 1.22). These two attitudes also showed the strongest association to mental 
health care use (ARR = 2.97 and ARR = 1.88, respectively). Furthermore, the ad-
justed relative risk ratio was 1.62 for the perceived effectiveness of professional 
help and 1.31 for feeling embarrassed if friends knew about one receiving profes-
sional help. Unfortunately, no gender differentiation of these findings was provided.

The only selected study which is not related to mental health was published by 
Gerritsen and Devillé (2009). They analysed gender and ethnic differences in health 
and health care utilization based on data from the second Dutch National Survey 
of General Practice. Compared to native men, native women reported a poorer 
health status and consequently used general practice services, physiotherapy, am-
bulatory mental health care and over-the-counter medication more often. No gender 
differences were found in this group regarding outpatient medical specialist visits, 
hospitalization and the use of prescribed medication. However, use of these health 
services differed between men and women in the four selected immigrant groups 
(Morocco, Netherlands Antilles, Turkey and Surinam). Although immigrant women 
assessed their health status similarly to native women (except Netherlands Antilles), 
a higher utilization among the former group was only found for few health services. 
Moroccan and Antillean women visited GPs more often than their male counter-
parts. Turkish women were more often hospitalized than Turkish men and Moroccan 
women had more contacts to ambulatory mental health care than Moroccan men.

Summary

Against the background of Andersen’s behavioural model, the presented studies 
included mainly predisposing factors (see Table 7.2). As indicated by our search 
strategy, gender was considered as a horizontal dimension influencing all factors 
specified in the model. Only one publication (Gudmundsdottir &Vilhjalmsson 
2010) explicitly used the Andersen model as its explanatory framework.

The presented studies showed influences in help seeking and health care utiliza-
tion taking the above-mentioned variables into account. All studies showed a higher 
utilization rate in women compared to men, which can only partly explained by gen-
der differences in morbidity (need factors) and also by the predisposing and enabling 
factors. Most commonly used variables were age, marital status and education as 
predisposing factors and income as an enabling factor. Interestingly, the study con-
ducted by Doherty & Kartalova-O’Doherty (2010) revealed more influencing factors 
in men compared to women. Referring back to the Verbrugges’ explanatory frame-
work it seems very likely that on the one side health-reporting behaviour (ten Have 
et al. 2008) and on the other side former experiences with the health care system 
(Doherty & Kartalova O’Doherty 2010) contribute to the observed gender differences 
in health care utilization (see also Gudmundsdottir & Vilhjalmsson 2010).
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As three of four articles focused on mental health, the generalization of these 
findings is limited. However, the frequent focus on mental health care illustrated in 
our chapter might point to an area of increased gender differences in health service 
utilization.

Health Care Utilization in Germany—Selected Examples 
Regarding Contextual Factors

A special focus is put in the following section on Germany, which serves as a case 
sample to highlight the influence of sex/gender on the process of health care uti-
lization. This allows—as having a defined context—a deeper insight into exist-
ing gender differences and similarities. Exemplified on three different areas of the 
health care system, disease management programmes(DMPs) including guidelines, 
managed care and cardiovascular diagnostic procedures (intracardiac catheter), the 
inclusion of gender into political considerations and into decision-making is con-
sidered. It will be worked out, if the decisions met influence health care utilization 
and contribute to a reduction of gender inequality in health care or are provoking 
the contrary. Other areas of health care delivery where gender differences have been 
explored intensively, such as preventive programmes, were not taken into account 
(see, for further details, Chap. 16).

Table 7.2  Variables used in studies differentiated according to Andersen’s behavioural model
Variables and the studies researching each variable
Predisposing factors Enabling factors Need factors
Age [1, 3, 4] Income/financial situation [1, 

3, 4]
Self-reported/perceived health 

status [2]
Marital status [1, 3, 4] Availability of medical services/

inpatient and outpatient care 
facilities [1]

Self-reported/perceived physical 
health [1]

Gender/sex [1, 2, 3, 4] Accessibility to care [1] Self-reported quality of life [1]
Education [1, 3, 4] Socioeconomic structure of the 

neighbourhood [4]
Mental health [1, 3]

Ethnicity/nativity [2]
Employment status[1, 4]
Immigrant status [2]
Region of residence (urban/

rural) [1, 3, 4]
Health beliefs [4]
Trust in/familiarity with  

medical organizations [1, 4]
[1] Doherty & Kartalova-O’Doherty (2010); [2] Gerritsen & Devillé (2009); [3] Gudmundsdottir 
& Vilhjalmsson (2010); [4] ten Have et al. (2008)
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Gender and Health Care Utilization: Current Findings

Representative data on health and health care utilization were provided in health 
reports published by the Robert Koch Institute (RKI). In outpatient care the cur-
rent data from the German Health Update (GEDA) survey 2010 confirmed—as 
shown in previous studies—a higher utilization of outpatient health care in women 
compared to men (RKI 2012; see Fig. 7.4). Overall, the percentage of women who 
had a physicians’ appointment (GP or specialist) in the last year was higher(91.9 %)
than men (84.9 %). The observed gender differences are decreasing with age and 
are consequently most pronounced in the younger age groups (18–44 years; differ-
ence around 10 %).The authors argue that probably one reason for the larger gender 
differences in the younger groups is the routine consultation of a gynaecologist. 
However, Thode et al. (2005) revealed in a detailed analysis of representative data, 
that even taking differences in morbidity as well as the utilization of gynaecologist 
into account, gender differences were reduced but still remain.

Gender Differences in Health Care Utilization: Three Examples

Disease Management Programs (DMP)

In 2000, national disease management programs for selected chronic diseases were 
introduced into the German health care system. The aim was to improve the quality 
and effectiveness of outpatient care for chronic ill persons. DMPs are structured 
and integrated health care programs, in which 1) therapeutic decisions are based on 
evidence-based clinical practice and treatment guidelines, 2) cooperation among the 
involved health care professionals (not only medical doctors) are strengthened and 
3) patients are educated and involved in the therapeutic process. The participation 
of health insurance beneficiaries is voluntary. The evaluation and monitoring of 
DMPs is required by law and hence an obligatory part of the program (BVA 2011). 

Fig. 7.4  Gender differences in physician contacts during last year. (GEDA 2010; RKI 2012)
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Sex/gender is one of the evaluation criteria referring to participants in the program. 
As a consequence, the database only allows comparisons between the programs of-
fered by different statutory health insurances, but not between patients enrolled in 
DMP programs and patients continuing their treatment in regular outpatient care. 
This would require additional studies. To date, DMP programs are implemented 
for: type 1 and 2 diabetes, breast cancer, coronary heart disease, asthma bronchiale 
and chronic obstructive pulmonary disease (COPD). In September 2011, 10893 
programmes with more than 5.9 mio. enrolled health insurance beneficiaries or 
6.8 mio. participants were accredited (BVA 2011). The data from one statutory 
health insurance (AOK) show the following participation rates in women and men 
(Lente 2011):

DMP Women (%) men (%)
Diabetes mellitus Type 2 56.5 43.4
Coronary heart disease 41.3 58.7

The interpretation of these data, as well as drawing conclusions on the adequacy 
and gender-equity of the health care system is difficult due to the following 
reasons:

• The data focus on all DMP participants and therefore they do not recognize dif-
ferences in prevalence rates, nor in indication-specific need;

• No statement can be made regarding the appropriateness and effectiveness of 
these programs from a gender perspective in the absence of a comparison to 
regular treatment;

• No research has been conducted on reasons for different participations rates, 
e.g. interventions provided by the attending physician or by the statutory health 
insurance;

• It has to be examined whether key components of DMPs such as evidence-based 
guidelines, training programs, etc., are equally appropriate for women and men, 
and thus developed and implemented in a gender-sensitive manner (Kuhlmann 
& Kolip 2005).

Some of these issues were addressed in additional studies, such as ELSID or the 
KORA study (see Chap. 12). In the ELSID study (Evaluation of a large scale imple-
mentation of disease management programs for patients with type 2 diabetes) on di-
abetic patients insured by the AOK Saxony-Anhalt and Rhineland-Palatinate, DMP 
was compared with regular care. The analysis showed that the 2-year mortality rate 
was lower in DMP participants compared to non-participants and the prescription 
rates for antihypertensives and antilipemics were higher in DMP participants; in 
contrast, differences in health-related quality of life between participants and non-
participants were not clear (Lente 2011, p. 74-77). All in all, the authors came to 
the conclusion that DMPs have a positive effect. However, the question if this kind 
of treatment leads to the provision of appropriate and gender-equitable health care 
for women and men was not assessed based on the available data and remains un-
answered.
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Integrated health care and medical centers

To reduce problems which often occur in Germany at the transition between health 
care sectors, e.g. between outpatient and inpatient care, the establishment of inte-
grated care and medical centers (MVZ) was facilitated by the law on the modern-
ization of statutory health insurance, which was passed in 2004. The implementa-
tion process has since been continuously evaluated by the National Association of 
Statutory Health Insurance Physicians (KBV) through MVZ-surveys. The results 
of these surveys refer mainly to the numbers of newly founded MVZ and involved 
physicians with their respective sub-specialities and regional aspects, the participa-
tion of other health care providers, financial budgets and means of quality assur-
ance (KBV 2009). Only very limited information is available regarding the users 
and also the effectiveness of such programs. The KBV conducted one survey with 
health insurance beneficiaries (KBV 2011). The data analysis was stratified by sex/
gender, but the general focus lies only on physician consults rather than on the use 
of medical centers (KBV 2011). Furthermore, the study conducted by the Gemeins-
ame Registrierungsstelle (2009) only provides estimations regarding the utilization 
rate of integrated health care without any gender differentiation.

Participation in ‘Gesundes Kinzigtal Integrated Care’ (GKIC), a regional project 
of integrated health care developed by two statutory health insurances, is higher in 
women compared to men: 3,882 men and 4,605 women were enrolled in this pro-
gram in 2011 (personal communication, Head Office Manager, Nov. 11th, 2011). 
Only general data are published regarding the participation rates in the provided 
DMPs, showing that 10.6% of all enrolled participants take part in the DMP for 
type 2 diabetes, 3.7% in the DMP for coronary heart disease, 1.4% in the DMP for 
asthma bronchiale and 2.0% in the DMP for COPD (EKIV-Newsletter 3/2011). No 
information is available for gender. Hence, it has not been investigated so far if both 
genders profit in the same way from such a project. Such gender-sensitive analyses 
are not easy to perform and would require considerable additional effort.

Left heart catheterization (coronary angiography)

With the reunification of Germany, the federal government aimed to ensure a uni-
form health care provision in the old and new federal states. Among other measures, 
this lead to increased funding for the establishment of left heart catheterization labo-
ratories. The number of such facilities increased by 120% from 1990 to 1999 (SVR-
Gesundheit 2001). In 2009, Germany had 830 left heart catheterization laboratories, 
in which 864,858 left heart catheterizations were performed (Bruckenberg 2010). 
The advisory council on the assessment of developments in the health care system 
thus concluded that there was an oversupply of left heart catheterization in Germany 
compared to other European countries. Moreover, the high number of procedures 
does not match with the cardiovascular mortality rates in Germany.
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In 2009, 65.7% of all cardiac procedures with extracorporeal circulation (ECC) 
were performed in men and 34.3% in women (Bruckenberg 2010). Minimally 
invasive diagnostic procedures of the heart carry risks, potential complications 
being myocardial infarction, cardiac arrhythmias or stroke. Further potential risks 
are allergic reactions caused by the administration of contrast medium or persis-
tent the puncture site bleeding. Taking these potential complications into account, 
an oversupply should be avoided. With regard to gender differences many open 
questions remain, such as:

• Is there an oversupply of cardiac care in men and, if so, why?
• Is the higher rate of minimally invasive diagnostic procedures in men legitimate 

given the 10-year earlier onset of myocardial infarction in men compared to 
 women?

• Is the provision of cardiac care for women sufficient and adequate?

Conclusion

The concept of gender mainstreaming requires the recognition of gender in all 
policy aspects and consequences, with the aim of establishing gender equality. Al-
though the federal government adopted gender mainstreaming as a key principle 
in 1998, the above-mentioned examples showed that gender is not always appro-
priately considered. Therefore, gender mainstreaming needs to be systematically 
applied in the health care system, in the provision of health care and in health 
policy-making. It is problematic when new programs such as DMP consider the 
patient gender-neutral.

Generally, there are major research gaps in this area, especially on how to en-
sure that gender is systematically considered in newly developed and implemented 
health care services.

Summary and Discussion

Although there is enough evidence that women and men differ in health care utiliza-
tion, it is hardly possible to explain the observed findings. It is quite obvious that 
health and health care utilization are by itself intricate matters taking sex/gender 
into account the picture becomes more complex. There are more questions open 
than answered as shown in both parts of the chapter. Surprisingly, the number of 
studies explicitly analyzing sex/gender differences in health care utilization is low. 
In the beginning of the systematic review, we expected much higher number of 
papers covering this topic. Although we had to reduce the search period due to the 
overall amount of hits, the number of eligible was rather low.
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One main problem which also has been revealed in the examples from Germany 
is that sex/gender is often treated as a simple variable and, by doing this, the con-
nectedness with other variables, such as education, employment status, income or 
health beliefs, body awareness and social support, is being disregarded.

Taking this assumption as a prerequisite for doing research there is a huge need 
for further studies and the (re)-development of theoretical frameworks. As shown 
for the Andersen’s behavioural model, gender is explicitly regarded as a predispos-
ing factor. Whereas sex can indeed be regarded mainly as a predisposing factor, 
such a restriction in regard to gender is considered too narrow. Given its association 
with many other elements of the model, gender should rather be integrated in this 
explanatory framework as a horizontal dimension.

There is no room in this chapter to illustrate an entire research agenda in this 
area. But along the main topics most relevant research questions will be presented 
in the following:

1. Help seeking: How do women and men enter the system of professional 
health care services? How are the processes of help seeking triggered in women 
and men? What role do the social and societal network play? How are the gender 
differences influenced by other diversity attributes?

2. Health care utilization: How can the observed gender differences in health care uti-
lization be explained? Are the existent theoretical frameworks sufficient where 
are potential shortcomings? How is health care utilization influenced by the gen-
der-related structures and roles in a given society?

3. Experiences with the health care system: How do women and men experience 
and evaluate the utilized (medical) treatments? How are prior experiences linked 
with further help seeking and health care utilization in women and men?

Many studies in this field are based on the analysis of secondary data which is in 
our opinion too restricted to elaborate qualitative differences in health care utiliza-
tion in women and men. To answer these questions preferential primary studies are 
required.
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Introduction

Numerous studies have confirmed the relationship between socioeconomic status 
(SES), as measured by education, income, and/or occupational status, and mor-
bidity or mortality, for Germany as well as internationally (Mackenbach, 2003, 
2006; Marmot & Wilkinson, 2006; Siegrist & Marmot, 2006; Lampert et al., 2007; 
Mielck, 2008a; Robert Koch-Institut, 2005). These studies found health inequali-
ties between groups of high SES versus low SES as well as a social gradient in 
morbidity and mortality: The lower a person’s social status, the higher the risk to 
contract a disease or die earlier. One hypothesis to explain these health inequalities 
is the  social causation hypothesis, which states that social status influences health 
via material, behavioral, and psychosocial factors. Theoretical models to explain 
this social status gradient also take into account inequalities in medical and health 
services (Mielck, 2005; Mackenbach, 2006; Mackenbach et al. 2008). Material fac-
tors include income, housing situation, residential environment, physical strains 
at work, and the accessibility, utilization, and quality of medical services. Behav-
ioral factors particularly include behaviors with adverse effects on health, such as 
smoking, poor nutrition, or sedentary lifestyle, while psychosocial factors take into 
 account psychosocial strains at work and coping resources in the social environ-
ment, among other things.

Health care inequalities are the subject of increasing debate in Germany (Ties-
meyer et al., 2008; Geyer, 2008). Discussions about a “two-tier medical system” 
and unequal chances can be controversial. However, few reviews and overviews on 
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vertical inequalities in health services are currently available that investigate indi-
vidual health services sectors for inequalities (Scheffer et al., 2006; Mielck, 2008b; 
Hofreuter & von dem Knesebeck, 2009; Janßen et al., 2009; Huber & Mielck, 2010; 
Robert Koch-Institut, 2012).

These papers particularly document inequalities in the utilization of outpatient 
care, prevention, and health promotion programs. In addition, the studies’ large va-
riety of contents and methodological approaches makes it difficult to draw general 
conclusions about the care situation in Germany. Research in these areas links so-
cial epidemiology approaches with topics in health services research and can supply 
important information to health-policy decision makers.

In light of the complexity of the topic, these questions must be specifically and 
systematically categorized in a framework for analysis (von dem Knesebeck et al., 
2009). Researchers must differentiate between various health services sectors (out-
patient care, inpatient care, and prevention) as well as between aspects of access, 
utilization, and quality of care. Particular overlap exists between health services 
access versus utilization, and these aspects are difficult to differentiate clearly. Ac-
cess is primarily considered a supply-side factor, while utilization is more strongly 
associated with the demand side or patient side (Goddard & Smith, 2001). In addi-
tion, differences in utilization levels may be interpreted as indicating either different 
preferences or different opportunities.

As a result of the growing debate on this topic in Germany, insurance status (pri-
vate versus statutory health insurance) is becoming an increasingly important issue; in 
this review, it will be considered in addition to the established vertical status indicators 
(education, income and occupational status) (Kriwy & Mielck, 2006; Gerlinger, 2008; 
Geyer, 2008; Lüngen et al., 2008; Huber & Mielck, 2010). In Germany, all employ-
ees are required to be insured by one of about 150 statutory health insurances (SHIs) 
unless their income exceeds a defined upper limit or they are civil servants or self-
employed. Private health insurance is available as an alternative or to supplement SHI 
coverage. Some 90 % of the German population is SHI-insured, and the remaining 
10 % of residents are members of a private health insurance. In SHIs, contributions are 
calculated based on each member’s income, and the offered services are egalitarian, 
while private health insurances offer various benefit levels at different monthly contri-
bution rates (Deutsche Sozialversicherung, 2012; Gruber & Kiesel, 2009).

In the late 1960s, Ronald M. Andersen started developing a model for describ-
ing and analyzing the utilization of health services; this model is now internation-
ally established (Andersen & Newman, 1973; Andersen, 1995, 2008). Among other 
things, it takes into account specific, individual determinants of utilization, which 
are classified into “predisposing characteristics”, “enabling resources”, and “need.” 
Education and occupational status, which are used as indicators of vertical inequal-
ity, are considered as predisposing characteristics, while the indicators ‘income’ and 
‘insurance status’ tend to be classified as enabling resources. The Andersen model 
has been internationally established as a common reference model for describing 
and analyzing utilization (Thode et al., 2005).

This study aims to assess systematically the current state of research on the 
association between SES and the utilization of medical or health-related services 
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in Germany and to document the situation separately for the sectors of care men-
tioned above.

Assessments of the various results must take into account the data collection 
period since changes in health policies, such as the introduction of the practice fee 
(on January 1, 2004) and higher co-payments for various medical services, can have 
a lasting impact on utilization (Rückert et al., 2008; Mielck et al., 2009, Gerlinger, 
2008). In addition, analyzing inequalities in utilization requires controlling for 
need, such as through pretreatment health status (von dem Knesebeck et al., 2009).

Methods

A systematic review in the PubMed/Medline database was conducted. The search 
included studies published between January 1, 1998 and June 22, 2012. The follow-
ing search strategy was applied:

socioeconomic [Title/Abstract] OR socio-economic [Title/Abstract] OR inequalit* [Title/
Abstract] OR income [Title/Abstract] OR education [Title/Abstract] OR occupation* [Title/
Abstract] OR “social status” [Title/Abstract] OR “social class” [Title/Abstract] OR “social 
disparities” [Title/Abstract] OR “insurance status” [Title/Abstract] OR “socioeconomic 
factors” [MeSH Terms]) AND (usage [Title/Abstract] OR utilisation [Title/Abstract] OR 
utilization [Title/Abstract] OR uptake [Title/Abstract] OR “health care use” [Title/Abstract] 
OR “health service use” [Title/Abstract] OR “health services use” [Title/Abstract] OR “uti-
lization” [MeSH Subheading] OR “health services needs and demand” [MeSH Terms]) 
AND (german [Title/Abstract] OR germany [Title/Abstract] OR german [Language]) AND 
(“1998” [Date—Publication]:“2012” [Date—Publication])

Inclusion criteria were that the studies (1) investigated the relationship between SES 
or insurance status and the patients’ utilization of medical and health services, (2) 
were conducted in Germany using a German sample, (3) were published in English 
or German language, and (4) were published after 1997. Studies that investigated 
the utilization of health services without adequately taking into account the so-
cial status of participants were excluded as well as studies that primarily examined 
medical service access rather than utilization. Furthermore, studies that focused on 
migrants living in Germany were excluded because in this group, cultural aspects 
play a particularly important role aside from socioeconomic factors.

In light of these criteria, first the titles and abstracts of the publications were 
viewed. Studies that surveyed specific population groups or the general population 
were included. Education, income, occupational status, as well as various social 
status indices were taken into account as SES indicators. Moreover, studies that 
investigated differences in utilization between respondents of different insurance 
status (private or SHI) were also included. Since it could be expected that some 
relevant publications may not be listed in PubMed/Medline, the systematic database 
search was supplemented by viewing the bibliographies of the identified publica-
tions and reviews.

Due to inconsistencies in study design and methodological approaches, method-
ological quality could not be consistently assessed. Not all studies adjusted for need 
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or morbidity, which can directly affect the frequency and duration of utilization. 
However, most studies were based on established data sets that were designed to 
be representative. We classified the studies by content using the above-described 
categories of outpatient care, inpatient care, and prevention. In general, there is 
a difference between prevention and health promotion, although this differentia-
tion is not consistently applied in the literature. As health promotion includes many 
services that are not disease specific and are conducted in a wide variety of set-
tings (Schwartz et al., 2003), this systematic review focused on the area of medical 
 prevention, which primarily includes early detection and screening examinations, 
vaccinations, and dental check-up. However, if in the listed studies, health promo-
tion was assessed in addition to prevention, the results were also documented.

Outpatient care was primarily measured by the frequency of physician visits or 
differences in the utilization of primary care physicians versus specialists. In the 
inpatient care sector, studies differentiated between utilization of inpatient rehabili-
tation, number of surgeries, and the number of hospitalizations and length of stay. 
These subareas were further categorized by the examined population (general popu-
lation, children and adolescents, older patients, and those with specific diseases).

Results

The PubMed/Medline search using the described search strategy generated a total 
of 688 results by June 22, 2012. After an analysis of the titles, 101 contributions 
were considered to be potentially relevant. The subsequent screening of the ab-
stracts and full texts resulted in the inclusion of 42 publications in the systematic 
review. When viewing the bibliographies and the associated references, 15 more 
publications were found, so that a total of 57 publications were taken into account 
in the further analysis (Tables 8.1–8.3).

Outpatient Care

The studies on the utilization of outpatient care predominantly investigated primary 
care physician visits and specialist visits (Table 8.1). After adjusting for need, a Eu-
ropean comparative study (Lostao et al., 2007) revealed hardly any status-specific 
differences in the frequency of outpatient care utilization in Germany using rela-
tively old data from the 1990s; the same was found by Smythe et al. (2004). How-
ever, a clear relationship between SES and utilization of outpatient care is found 
across studies when differentiating between visits to primary care physicians versus 
specialists. Studies examining the general population documented higher utilization 
of primary care physicians by lower social status groups, while specialists were 
more frequently utilized by people of higher SES (Or et al., 2008; Röckl-Wiedmann 
et al., 2002; Baumeister, 2004; Bergmann et al., 2005; Thode et al., 2005; Lüngen 
et al., 2009; Kürschner et al., 2011; Schnitzer et al., 2011; Stirbu et al., 2011). In 
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the study by Lüngen et al. (2009), this social gradient disappears almost completely 
when controlling for age and morbidity, but privately insured individuals still uti-
lized primary care physicians less frequently. In contrast, the German results of a 
European comparison study by Stirbu et al. (2011) showed an association between 
low educational level and higher utilization of primary care physicians when con-
trolling for self-assessed health.

Samples of children and adolescents confirmed the trend that primary care phy-
sician visits increase and specialist visits decrease with declining SES (Kamtsiuris 
et al., 2007; Huber et al., 2012). The study by Huber et al. (2012), which focused 
on insurance status, showed higher utilization of primary care physicians by SHI-
insured children and adolescents, even when controlling for SES.

Studies that consider the older population revealed similar trends (Bremer & 
Wübker, 2012; Hessel et al., 2000; Reibling & Wendt, 2010; Gruber and Kiesel, 
2010; Hullegie & Klein, 2010). Gruber and Kiesel (2010) confirmed the above 
results for various status indicators, particularly education, as well as for insurance 
status. Hullegie and Klein (2010) demonstrated that privately insured individuals 
visit primary care physicians less frequently overall.

Studies that sampled patients with existing illnesses showed that social status 
was not predictive of utilization (Smythe et al. 2004; Häuser, 2005; von Lengerke et 
al., 2005; Sibold et al., 2011). However, Smythe et al. (2004) demonstrated that the 
number of physician visits increased from lowest to highest status group in people 
without chronic illness, and a second study among obese and non-obese adults (von 
Lengerke et al., 2005) showed that SHI-insured people more frequently visited pri-
mary care physicians. Maziak et al. (2004) demonstrated that asthmatic children of 
parents with lower social status visited physicians more frequently.

Inpatient Care

The indicators of inpatient care were, chiefly, utilization of rehabilitation services, 
number of conducted surgeries, and number of hospitalizations and length of stay 
(Table 8.2).

Seven publications investigated the utilization of rehabilitation services (Alten-
höner et al., 2005; Häuser, 2005; Waldmann et al., 2007; Deck, 2008; Geyer & 
Schlanstedt-Jahn, 2012; Lehmann et al., 2012, Schubert et al. 2011). The association 
between socioeconomic indicators and utilization was weak to nonexistent, with 
one exception (Altenhöner et al., 2005), where heart attack patients of higher social 
status—as measured by education, income, and occupational status—utilized reha-
bilitation services less frequently. In one study (Waldmann et al., 2007), privately in-
sured individuals tended to participate in fewer rehabilitation services. Deck (2008) 
reported delayed, but not less frequent, utilization by patients of lower SES.

Two studies that examined large samples of the general population and took into 
account respondents’ morbidity showed little correlation between the number of 
hospitalizations and social status indicators or indices (Lostao et al., 2007; Lüngen 
et al., 2009). Hullegie and Klein (2010) also used data of the general population in 
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a study with a health economic focus to demonstrate that the length of stay was not 
associated with insurance status. In contrast with the number of physician visits, 
which was also assessed in the study, length of stay is not easily influenced by pa-
tients. The need-adjusted study by Kiesel and Gruber (2012) revealed that privately 
insured individuals are more likely to be hospitalized, but income and years of edu-
cation were insignificant.

A more differentiated picture emerges for children and adolescents. One study 
showed no social gradient for the frequency of hospital admissions attributable to 
acute illness (Geyer et al., 2002). However, the length of stay increased with de-
clining SES, which the authors explained with likely differences in the severity of 
disease. Kamtsiuris et al. (2007) found that children and adolescents from high-SES 
families underwent surgery less frequently, while Icks et al. (2007) found more 
frequent hospitalizations in diabetic children and adolescents from lower status 
groups. Schnabel et al. (2009) reported that young children of parents with low 
or average education levels were more frequently hospitalized for digestive tract 
disorders. After adjusting for severity of disease, asthmatic children with  parents of 
lower social status exhibited more frequent emergency admissions and hospitaliza-
tions (Maziak et al., 2004). Social status played only a minor role in patients with 
fibromyalgia or obesity (Häuser, 2005; von Lengerke et al., 2005).

Very little is known about the relationship between utilization and vertical 
 inequality in German inpatient and outpatient long-term care. Blinkert and Klie 
(2008) documented a relationship between the type of long-term care (home versus 
institutional, with versus without professional support) and the social environment 
of the affected families. Accordingly, people of lower social status groups preferred 
home care.

Prevention

Inequalities in the utilization of preventive services have been comparatively well 
researched. The trends regarding status-specific utilization vary by type of preven-
tive service and by surveyed population. One can roughly distinguish early detec-
tion and screening examinations, vaccinations, and dental check-up (Table 8.3).

Early detection examinations can be categorized into cancer screening and early 
detection check-up for children and adolescents. On the basis of general population 
data, two studies using relatively old data sets showed few status-specific differ-
ences in the utilization of cancer screening services (Röckl-Wiedmann et al., 2002; 
Lostao et al., 2007). The screening mammography survey by Albert et al. (2011) 
even found that nonparticipants were characterized by a higher educational level, 
higher income, and more frequently carried private insurance. However, the ma-
jority of studies documented an association between higher utilization of cancer 
screening (breast, colon, prostate, skin, ovarian, and cervical cancer) and higher 
SES (Bremer & Wübker, 2012; Kahl et al., 1999; Richter et al., 2002; Bergmann et 
al., 2005; Klug et al., 2005; Rückinger et al., 2008; Seidel et al., 2009; Sieverding 
et al., 2008; von dem Knesebeck & Mielck, 2009; Lüngen et al., 2009; Kuitto et 
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al., 2010) or private insurance (Bergmann et al., 2005; Lüngen et al., 2009). The 
same applies to health promotion activities that were analyzed in parallel by two 
studies (back exercise, stress management, healthy nutrition, weight reduction, and 
cessation programs) (Kahl et al., 1999; Richter et al., 2002). The need-adjusted 
study by Bremer and Wübker (2012) notably found that the utilization of specialist 
preventive services was associated much more strongly with SES than prevention 
provided by primary care physicians.

A social gradient in the form of lower participation by lower status groups was 
also found for other preventive check-ups, such as prenatal examinations (Koller 
et al. 2009; Simoes et al. 2006, 2009), eye examinations (von dem Knesebeck & 
Mielck, 2009), and the utilization of early detection centers for mental disorders 
(Schultze-Lutter et al., 2008). No status-specific inequalities were found for the Ger-
man “Health Check-Up” preventive service (Kahl et al., 1999; Richter et al., 2002; 
Bergmann et al., 2005; Freund et al., 2010). A relationship between occupational 
status and participation in back exercises resolved when adjusting for need (Schnei-
der et al. 2005). Again, early detection check-ups in children and adolescents were 
less frequently and less completely utilized by lower-SES and SHI-insured individu-
als (Kamtsiuris et al., 2007; Huber et al., 2012). Patient participation in diabetes-
related classes is also associated with higher educational level (Mielck et al., 2006).

No consistent relationship could be identified between social status and vac-
cination rate. For child and adolescent vaccinations against measles, mumps, and 
rubella (MMR), higher status groups and privately insured individuals exhibited a 
slightly lower vaccination rate (Poethko-Müller et al., 2007; Kriwy, 2012; Huber 
et al., 2012, Schönberger et al. 2009). No social gradients have been found for the 
flu vaccine regarding income (Bremer & Wübker, 2012) and for various other vac-
cines (tetanus, diphtheria, polio, hepatitis B, Hib, and pertussis) (Poethko-Müller et 
al., 2007). Only the booster rates for tetanus and diphtheria were slightly lower in 
lower social status groups. However, other publications reported that higher-SES 
members exhibited a better vaccination status (tetanus, polio, and hepatitis A and B) 
(Röckl-Wiedmann et al., 2002; Ringwald et al., 2006). Another study showed the 
same for the flu vaccine when measured against income but not education (Böhmer 
et al., 2011). Kuitto et al. (2010) found higher participation in human papillomavi-
rus (HPV) vaccinations against cervical cancer in lower status groups.

Four studies investigated dental check-up (Born et al., 2006; Knopf et al., 2008; 
Geyer & Micheelis, 2012; Huber et al., 2012). In the general population of one 
federal state (Mecklenburg-Western Pomerania), more regular dental check-ups 
were found for those with a higher educational level and private health insurance 
(Born et al., 2006). Geyer and Micheelis (2012) also documented a lower number 
of dentist visits (both routine-based and problem-based) in the group with the 
lowest education and income. Lower-SES children and adolescents received insuf-
ficient caries prevention (Knopf et al., 2008). For the same sample, Huber et al. 
(2012) calculated that respondents with lower SES and SHI (mutally adjusted) 
take care of dental hygiene les regularly. Surprisingly, participation in check-up 
was significantly less regular in privately insured individuals than in the SHI-
insured population.
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Discussion

This systematic review offers an overview of published study results on the as-
sociation between SES and the utilization of medical and health-related services in 
Germany. Indicators of social inequality were education, income, and occupational 
status, and these indicators were supplemented by insurance status.

We differentiated health services utilization from health services access. The sec-
tors of utilization were classified into outpatient care, inpatient care, and prevention 
(von dem Knesebeck et al., 2009). According to Andersen’s model of utilization 
behavior (Andersen & Newman, 1973; Andersen, 1995, 2008), the above indicators 
of social inequality are categorized as “predisposing characteristics” (education and 
professional status) and “enabling factors” (income and insurance status).

For the period between January 1, 1998 and May 16, 2012, we found a total of 
57 relevant publications for this review. Differences in methodology, sampling, and 
the outcome variables required a differentiated interpretation of results. Since not 
all studies were adjusted for need for care, the extent to which documented differ-
ences are caused by dissimilar needs is unclear in some instances. The year in which 
the data were collected also plays an important role since ongoing developments 
in German health policies can have a major effect on patients’ utilization behavior 
(Gerlinger, 2008; Mielck, 2008b; Rückert et al., 2008). However, most studies were 
conducted on the basis of established, high-quality surveys. Regarding insurance 
status, it must be taken into account that it is somewhat more difficult to interpret 
than the established inequality factors of education, income, and occupational sta-
tus. In addition, different subgroups and service offers are found within SHI-insured 
and privately insured groups.

Our results confirm those of the most recent reviews that also took into account 
vertical inequalities in utilization of health services in Germany (Mielck, 2008b; 
Janßen et al., 2009). Furthermore, this review provides a detailed overview of the 
current state of research in various medical service sectors.

In outpatient care, social inequalities manifest particularly in the form of dif-
ferences in the utilization of specialists versus primary care physicians. Patients 
with lower social status or SHI visit primary care physicians significantly more 
frequently and specialists significantly less frequently than patients of higher SES. 
Otherwise, differences in outpatient care are rather minor and can in part be ex-
plained by greater need in lower social status groups. The documented socioeco-
nomic differences in the utilization of primary care physicians versus specialists 
suggest differences in awareness of available health services. Establishing initial 
contact through the primary care physician in case of illness (the gatekeeper model) 
is a German health policy goal; therefore, increasing the rate of specialist visits in 
lower social groups is not a pressing concern. The higher specialist contact rate by 
higher-SES individuals might be explained by the EUR10 practice fee, which was 
payable for each initial specialist visit without referral from a primary physician, for 
instance, and might be a less significant issue for this group. Higher-SES patients 
might be more willing to pay another practice fee to allow them to directly visit the 
specialist without getting a referral from the physician last visited. At the beginning 
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of 2013, 9 years after its introduction, the government abolished the practice fee 
again. Nevertheless, the question remains whether the demonstrably higher morbid-
ity in lower SES groups (Mielck, 2005, 2008a) should not result in higher rates of 
specialist visits by the respective at-risk groups. This could suggest underprovision 
of medical care for disadvantaged social groups.

The fewest studies were available for inpatient care, but our search revealed 
comparatively consistent results in this sector. With a few exceptions, social status 
plays a fairly minor role in inpatient care, particularly in inpatient rehabilitation. 
Few results are currently available for long-term care, making it difficult to draw 
conclusions in this area. Overall, the research on status-specific utilization behav-
ior in the inpatient sector is fragmented, so that conclusions must be treated with 
caution, and additional studies are required. It is conceivable that access rules and 
financing or coverage through SHI benefits may have a leveling effect.

Most publications as well as the largest social differences were found in the 
sector of prevention. This overview differentiates by the type of preventive service 
and by the surveyed population. With a few exceptions, most studies reveal social 
inequalities in the utilization of various cancer screenings. Higher SES and private 
health insurance are associated with higher utilization. A similar pattern is found 
for early detection check-ups in children and adolescents. This trend also applies 
to other programs, such as prenatal examinations, but less so to the “Health Check-
Up” offered in Germany. However, the benefits of such early detection and screen-
ing examinations are not without controversy, which must be borne in mind when 
interpreting these results (e.g., Gomella et al., 2011; Kalager et al., 2012).

Far fewer disparities were found in the area of vaccinations. Results differ slight-
ly by vaccination type, but status-specific differences play only a minor role. In 
contrast, studies on dental check-up revealed that higher-SES children and ado-
lescents took advantage of these services more regularly. Surprisingly, one study 
documented less regular check-up in privately insured children and adolescents. In 
some sectors, awareness may therefore need to be raised, regardless of educational 
or occupational status. For instance, information about the purpose of vaccinations 
should be addressed equally to all residents without regard to SES.

Overall, social inequalities in the utilization of health services differ by health care 
sector. In inpatient and outpatient care, inequalities are absent or limited to certain 
aspects, while socioeconomic differences are greatest in preventive services. Re-
sults also suggest differences in utilization between SHI-insured and privately in-
sured individuals, but comparatively little research is currently available in this area.
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Introduction

Migration is a social phenomenon with extensive implications on a cultural, demo-
graphic, economic, and political level. Defined as a geographical movement from 
one location to another, with the aim of establishing a new residence (Goodman, 
1992), the migration process entails essentially a status modification for the mo-
bile individual. This change in status, however, is inherently accompanied by an 
alteration in the individual’s sociocultural environment, often requiring an intense 
adaptation process. This is particularly the case for international migration, where 
the adjustment to a new normative system is often accompanied by stress and un-
certainty, against a background of limited social support networks to facilitate the 
adaptation process (Kirkcaldy et al., 2006). In association with specific migration-
triggering experiences such as poverty, discrimination, or war-related trauma, post-
migration stressors contribute to shaping the health challenges and opportunities of 
migrants in the receiving country.

Throughout the past six decades, as a consequence of larger scale geopolitical 
transformations (e.g., the fall of the Iron Curtain, globalization, and armed conflicts 
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generating large numbers of asylum seekers), many Western European countries 
experienced a shift in status from being traditional emigration countries to increas-
ingly receiving significant immigrant inflows themselves. An important driving 
force in the European migration process, however, was the increased demand on 
the labor market in postwar Western countries, which attracted labor migrants ei-
ther from former colonies (e.g., in Great Britain and France) or from partner states 
with which specific bilateral agreements had been established (e.g., in Germany, 
Austria, Switzerland, the Netherlands, Belgium, Denmark, and Sweden) (Hansen, 
2003). Although restrictions were imposed on these labor migration waves starting 
in the early 1970s, they resulted in an increasing ethnic diversification of the local 
population in receiving countries. However, because labor migration was assumed 
to be only temporary, efforts to integrate the new ethnic groups into the broader so-
cial structure were limited and often inadequate (Hansen, 2003). Migration-related 
changes in the population structure thus found the health- and social-care systems 
in most of the new receiving countries unprepared to adequately respond to the 
specific health care needs and challenges of migrant groups.

Currently, the migration phenomenon at a European level is mostly characterized 
by East–West population movements, driven primarily by the most recent Euro-
pean Union (EU) extension waves, which greatly facilitated cross-border mobility 
between former socialist, Southeast European countries, and old member states. 
Although they have the legal right to travel to and reside in any EU country, labor 
market restrictions still apply for the citizens of new member states in many West-
ern European countries, limiting their access to legal employment and consequently 
local health insurance schemes. For instance, this is the case in Germany, where 
many migrants from new EU member states were reported to access health care 
services in settings essentially designed for undocumented migrants (Castaneda, 
2009; Schlopker et al., 2009).

Such examples point to the stark necessity for European health care systems ex-
posed to migration phenomena to be able to identify and respond in a timely manner 
to the new demographic and cultural challenges posed by the inflow of different eth-
nic groups. In order to achieve this structural flexibility, more research is required to 
provide the evidence to support appropriate reform and health services development.

European Research on Migrant Health and Use  
of Health Services

In European research on the interplay between migration and health care use, the 
criteria most often employed in differentiating between ethnic groups are related 
to country of birth, nationality, and citizenship (Baglio et al., 2010; Jimenez-Rubio 
and Hernandez-Quevedo, 2011; Suurmond et al., 2011; Terraza-Nunez et al., 2010). 
The participants’ mother tongue has also been used as a classification criterion by 
some scholars in research on the general migrant population (Jensen et al., 2010; 
Ruppen et al., 2010).
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On the other hand, more specific migrant groups, such as undocumented mi-
grants, asylum seekers, or refugees, are primarily defined on the basis of their le-
gal residence status in the receiving country (Castaneda, 2009; Razavi et al., 2011; 
Schoevers et al., 2010). These definitions, however, may vary according to the par-
ticular legislative systems of individual European countries.

Regardless of the various classification criteria, epidemiological data show that 
migrants are in poorer health than the local populations in several European coun-
tries (Germany, Great Britain, and the Netherlands) (Stanciole and Huber, 2009; 
Zeeb and Razum, 2006). This suggests an interplay between deprivation, health care 
need, and limitations in access to adequate care among migrants (Stanciole and 
Huber, 2009), despite an initial relative health status advantage associated with vol-
untary migration, often described as the “healthy migrant effect” (Kirkcaldy et al., 
2006). A similar trend also emerges from migrants’ own assessments of their health 
status, but the existing literature does not consistently show significant differences 
between migrant and native groups in this respect (Kirkcaldy et al., 2006).

Generally, migrants are confronted with a set of specific individual-level, pro-
vider-level, and system-level barriers to accessing health care services in their 
host countries (Scheppers et al., 2006). Within the scope of European health care 
systems, where some health insurance coverage is often granted to migrant resi-
dents, these barriers emerge mostly from unfamiliarity with the new environment, 
particularly patient–provider language differences, lack of knowledge of available 
health services, as well as diverging health beliefs, practices, and explanatory mod-
els (Lindert et al., 2008; Stanciole and Huber, 2009). Even in the absence of signifi-
cant language barriers, many migrants may face both individual and system-related 
challenges in accessing care, such as

• difficulties in gaining residential registration and health insurance documents,
• increased vulnerability on the labor market preventing them from using 

health care in a timely manner or taking sick leave when necessary, and
• insufficient access to information regarding the health care system and different 

expectations from the health care provision process (Terraza-Nunez et al., 2010).

In addition to acting as a barrier to access, the latter can also impact migrants’ evalu-
ation of quality of care, as can inadequate patient–provider communication and 
perceived discrimination (Suurmond et al., 2011).

In terms of actual utilization of health services among migrants, evidence at 
a European level is inconsistent. This is assumed to derive from variation in the 
samples used in available studies, and also from differences in the characteris-
tics, needs, beliefs, and practices between and within different ethnic and migrant 
groups. However, recent research in European countries points to a tendency to-
ward lower rates of health care use in adult migrants compared to local popula-
tions (Berchet and Jusot, 2012), particularly in terms of preventive services such as 
screening examinations (Norredam et al., 2009). Although some authors reported 
lower specialist- and outpatient-care use in migrants (Deville et al., 2011; Jimenez-
Rubio and Hernandez-Quevedo, 2011; Huber et al., 2008), others found equal 
or higher utilization levels than in the native population (Norredam et al., 2009). 
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Although in some studies, migrants were found to make greater use of primary care 
services (Norredam et al., 2009; Huber et al., 2008), this was not found in all studies 
(Jimenez-Rubio and Hernandez-Quevedo, 2011). Depending on the study context, 
migrant use of inpatient care was reported as lower (Baglio et al., 2010), equal to, 
or higher than that of nonmigrants (Norredam et al., 2009). The same was the case 
for emergency care services (Borde and David, 2007; Huber et al., 2008; Jimenez-
Rubio and Hernandez-Quevedo, 2011; Norredam et al., 2009). Concerning mental 
health problems, migrants appear to have a higher burden of disease (Kirkcaldy et 
al., 2006); however, their use of specific services like psychiatric treatment or psy-
chotherapy does not always match this increased need for care (Huber et al., 2008). 
Irrespective of their legal residence status in their host country, migrant women 
appear to be more prone to seeking care associated with reproductive events, ei-
ther in inpatient (Baglio et al., 2010; Huber et al., 2008) or in outpatient settings 
(Castaneda, 2009; Schlopker et al., 2009).

Although traditional immigration countries, such as the USA or Australia, have 
already acquired substantial expertise in catering to the health care needs of ethni-
cally diverse groups, their good practice examples could hardly be directly trans-
ferred to European countries, given their different sociocultural backgrounds and 
health system structures.

Therefore, efforts have been directed toward identifying best practices based on 
European experiences in health care provision to migrant patients (Deville et al., 
2011; Jensen et al., 2010). However, their implementation still requires action on 
a broad scale, from increasing financial allocations for migrant health at a system 
level to improving communication and mutual understanding between providers 
and patients in the individual health care encounter, both from a linguistic and a 
cultural viewpoint (Eshiett and Parry, 2003; Jensen et al., 2010).

This chapter will further address specific issues in health care use among 
migrants in Europe based on the application of Andersen’s theoretical model of 
health services utilization (Andersen, 1995; Andersen & Davidson, 2007) to a 
sample of original articles reporting on relevant research in the European con-
text. The aim of this review is to gain a better understanding of the health care 
utilization process, against a background of conflicting evidence in the available 
literature.

Literature Search Strategy

In order to identify recent research on factors that influence migrants’ utilization of 
health services in European receiving countries, we have conducted a systematic 
search of literature published in Medline/PubMed based on the strategy depicted 
in Fig. 9.1.

In order to increase its specificity, the search was restricted to retrieving only 
English- and German-language studies with human adult subjects (PubMed limits: 
age 19 and older), published between January 2008 and July 2011.
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The initial search identified 93 studies published in English and German. Prior 
to the selection process, criteria for study inclusion and exclusion were established, 
as follows.

Inclusion criteria: 

• Studies related to health care utilization or access to care
• Studies on the adult migrant population living in European countries

Exclusion criteria: 

• Studies whose main focus was not related to health care, health care utilization, 
or access to care

• Focus on specific health problems or areas (e.g., cancer, human immunodeficien-
cy virus (HIV), tuberculosis, hepatitis, specific infectious and parasitic diseases, 
heart conditions, severe mental disorders, dementia, screening, and genetics)

• Focus on specific interventions/programs
• Specific study population (e.g., inmates, farm workers, international travelers, 

and men having sex with men)
• Specific health care sectors (e.g., palliative care, home care, reproductive health, 

and oral health)
• Studies not conducted in Europe
• Studies on children

Based on the above criteria, two researchers independently performed three review 
rounds in which retrieved articles were screened by title and author, abstract, and, 
ultimately, full-text publication. After each review round, the researchers compared 
and discussed their article selection and came to a concerted decision.

In this process, additional exclusion criteria emerged, as some previously re-
tained studies were found to be too specific and hardly comparable to other contexts 
or target groups.

Additional exclusion criteria: Pharmaceutical studies were included under the 
exclusion criteria.

The final article selection comprised eight studies, as illustrated in Fig. 9.2.
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Fig. 9.1  Search strategy
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Results

Description of Sampled Articles

Of the eight studies selected for review, five originated from the Netherlands 
(Fassaert et al., 2009a; Fassaert et al., 2009b; Fassaert et al., 2009c; Lanting et 
al., 2008; Schoevers et al., 2010) and the remaining three articles report on mi-
grant health care use in Swiss (Maier et al., 2010), Irish (Toar et al., 2009), and 
Portuguese (Dias et al., 2008) settings. Only three of the articles included in our 
final selection, all of which were based on research conducted in the Netherlands, 
referred explicitly to Andersen’s model as the theoretical framework for their study 
design and implementation (Fassaert et al., 2009a; Fassaert et al., 2009b; Fassaert 
et al., 2009c). Partly resulting from the application of the Andersen model, all 
selected studies had a quantitative research component, which additionally allows 
the formal assessment of associations between predisposing, enabling, and need 
factors on the one hand and health services utilization on the other. Regarding the 
type of services considered in the selected articles, a strong focus on the areas of 
mental health and primary care was observed. Additionally, use of oral health ser-
vices was mentioned in one study. Although most studies focused on the general 
migrant population or the most prominent ethnic minority groups, three articles 
reported on health care utilization in the more specific categories of undocumented 
migrants, asylum seekers, and refugees. The main characteristics of the selected 
studies are presented in Table 9.1.

Systematic literature search

N=9
3

Title and author screening

N=2
4

Abstract screening

N=2
0

Full-text screening

N=8

Analysis

Fig. 9.2  Selection process      
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Definitions of Migrants as Study Participants

Under the assumption of consistency in the criteria used to classify specific migrant 
categories, the definitions reported in the studies selected for our review are pre-
sented below according to their target group.

When distinguishing between different ethnic groups in research on the general 
migrant population, studies conducted in the Netherlands consistently refer to the 
definition of the Dutch national statistics office (Statistics Netherlands), using indi-
vidual and parental country of birth as classification criteria (Fassaert et al., 2009a; 
Fassaert et al., 2009b; Fassaert et al., 2009c; Lanting et al., 2008). This algorithm 
assigns Dutch ethnicity to an individual whose parents were both born in the Nether-
lands. Similarly, first-generation migrants are those who were born outside of Dutch 
borders and who have at least one parent born abroad. Second-generation migrants 
are those who were born in the Netherlands but who have at least one parent who was 
born abroad and has immigrated to the Netherlands. In the Portuguese study (Dias 

Table 9.1  Research characteristics of the selected studies
Country of origin
The Netherlands 5 (Fassaert et al., 2009a; Fassaert et al., 2009b; Fassaert 

et al., 2009c; Lanting et al., 2008; Schoevers et al., 
2010)

Switzerland 1 (Maier et al., 2010)
Ireland 1 (Toar et al., 2009)
Portugal 1 (Dias et al., 2008)
Study type
Quantitative 7 (Dias et al., 2008; Fassaert et al., 2009a; Fassaert et al., 

2009b; Fassaert et al., 2009c; Lanting et al., 2008; 
Maier et al., 2010; Toar et al., 2009)

Mixed methods 1 (Schoevers et al., 2010)
Health services type
Primary care/general practice 5 (Dias et al., 2008; Fassaert et al., 2009b; Maier et al., 

2010; Schoevers et al., 2010; Toar et al., 2009)
Specialist care 4 (Fassaert et al., 2009b; Maier et al., 2010; Schoevers et 

al., 2010; Toar et al., 2009)
Hospital outpatient 3 (Dias et al., 2008; Lanting et al., 2008; Toar et al., 2009)
Hospital inpatient 2 (Dias et al., 2008; Toar et al., 2009)
Mental health 6 (Fassaert et al., 2009a; Fassaert et al., 2009b; Fassaert et 

al., 2009c; Maier et al., 2010; Schoevers et al., 2010; 
Toar et al., 2009)

Oral health 1 (Schoevers et al., 2010)
Study population
General migrant population 5 (Dias et al., 2008; Fassaert et al., 2009a; Fassaert et al., 

2009b; Fassaert et al., 2009c; Lanting et al., 2008)
Undocumented migrants 1 (Schoevers et al., 2010)
Asylum seekers/refugees 2 (Maier et al., 2010; Toar et al., 2009)



152 C. C. Ciupitu-Plath et al.

et al., 2008), no explicit definition for migrants was provided. Instead, participants 
were recruited through a migration state agency, which implies both an a priori self-
identification and external classification as a migrant, most likely based on nationality 
or citizenship.

Using a strategy similar to that employed by Dias et al. (2008), studies focus-
ing on asylum seekers and refugees did not explicitly define their study population 
but recruited participants from state agencies on the basis of their legal residence 
status. As such, Maier, Schmidt, and Mueller (2010) identified their study partici-
pants through the Swiss Federal Office for Migration, using application for asylum 
as a selection criterion. Along the same lines, Toar, O’Brian, and Fahey (2009) 
gained access to their study population (i.e., asylum seekers and refugees in Ireland) 
through state agencies where residence status is formally recorded: direct provision 
centers for asylum seekers and community welfare offices for refugees.

In their study on undocumented female migrants in the Netherlands, Schoevers and 
colleagues (2010) defined undocumented migrants as people who do not have any resi-
dence permit that would authorize their stay in the country where they temporarily live.

Study Samples

Dias and colleagues (2008) conducted a cross-sectional survey on 1513 immi-
grants visiting the National Immigrant Support Centre throughout a month (re-
sponse rate = 86 %). Participants were on average 33 years old (standard deviation 
(sd) = 8.9) and originated mostly from Portuguese-speaking countries in South 
America (50.5 %) and Africa (34.8 %). Their average length of stay in Portugal was 
6.6 years (sd = 0.8), and 53 % were male. Most participants (64.7 %) had completed 
more than 10 years of schooling, and 80 % were employed.

The three studies authored by Fassaert and colleagues relied on data collected 
within the scope of the 2004 Amsterdam Health Monitor, a general public health 
survey organized by the Amsterdam municipality. Depending on the specific focus 
of each report, however, the samples drawn from the original study population 
varied, ranging in size between 580 and 646 participants. Two studies focusing on 
mental health services included both ethnic Dutch and migrants (Fassaert et al., 
2009a; Fassaert et al., 2009b), whereas one other study only focused on the general 
utilization of health services among migrant respondents (Fassaert et al., 2009c). 
All three studies included only Turkish and Moroccan migrants. In both studies 
comparing ethnic Dutch with migrants, the latter were significantly younger than 
their native peers ( p < 0.001), had a lower education level ( p < 0.001), and were 
more likely to have public health insurance ( p < 0.001). Relative to the other gen-
der, more Dutch and Turkish women and more Moroccan men were included in 
studies on mental health care (Fassaert et al., 2009a; Fassaert et al., 2009b). In the 
study focusing on the impact of acculturation on health service use, the overall gen-
der distribution was relatively equal, with 49.4 % of the respondents being female 
(Fassaert et al., 2009c).
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Lanting et al. (2008) recorded data on 1,332 patients attending the internal medi-
cine outpatient clinic of the Erasmus Medical Centre in Rotterdam, including eth-
nic Dutch as well as Surinamese, Turkish, Moroccan, Antillean/Aruban, and Cape 
Verdean migrants. More women than men attended the outpatient clinic in all ethnic 
groups, with the exception of the Cape Verdean migrants. Migrants mostly belonged 
to the first generation residing in the Netherlands (93.5 %) and had a lower socio-
economic status level when compared to ethnic Dutch (71 % vs. 33 % belonged to 
the lowest socioeconomic status category, respectively).

In their study on mental health status and health care utilization, Maier and col-
leagues (2010) recruited 78 adult asylum seekers originating from 18 countries, 
mainly located in Asia (47 %) and Africa (27 %). Participants were mostly male 
(73 %), unmarried (56 %), and most of their applications for asylum were still unre-
solved (91 %). The mean age in the sample was 29.9 years (sd = 8.4).

Schoevers et al. (2009) conducted a mixed-method study on a sample of 100 un-
documented women living in the Netherlands. Among the participants, 53 % lived 
in an urban area, 73 % had children, and 53 % had a partner. On average, partici-
pants were 36.4 years old, and the majority had come to the Netherlands for politi-
cal reasons (57 %). Most of the women (80 %) were unemployed, and only 19 % 
reported difficulties in reading and writing. Interpretation was required in 37 % of 
cases and was provided by a professional interpreter for only 13 % of the women.

The study of Toar et al. (2009) focused on differences in health care utilization 
between 60 asylum seekers and 28 refugees living in Ireland. Compared to refu-
gees, asylum seekers displayed lower educational attainment and had been residing 
in Ireland for a shorter time. Study participants were mostly married males, with an 
average age of 36.2 for refugees and 32.8 for asylum seekers.

Predisposing Factors

Predisposing factors were the most prominently mentioned pathways for analyzing 
utilization in the selected studies. Specific to our review, all articles needed to in-
clude migration status as a main component of the conducted research. Beyond the 
mere classification of the study population in migrants and nonmigrants, all studies 
also included a qualitative distinction between and within study participant groups 
based on attributes like country of origin, nationality, ethnicity, and mother tongue. 
Four studies also recorded residence status (legal/illegal; asylum seeker/refugee) as 
a migration-specific factor influencing health services utilization (Dias et al., 2008; 
Fassaert et al., 2009a; Maier et al., 2010; Toar et al., 2009). Similarly, information 
on migrants’ length of stay in the receiving country was recorded in three studies 
(Dias et al., 2008; Schoevers et al., 2010; Toar et al., 2009). Some studies further 
reported on the following migration-related indicators: reasons for migration, profi-
ciency in the language spoken in the receiving country (Schoevers et al., 2010), and 
migration-associated stress (Toar et al., 2009).
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Reports on participants’ age were included in all articles, and all eight quantita-
tive and/or mixed-method studies included age as a variable in their statistical anal-
yses. Information on sex/gender was also reported and analyzed in all eight articles 
included in our sample. Given the specific vulnerability of this subgroup, Schoevers 
et al. (2010) focused their research solely on undocumented migrant women.

Social structure as a predisposing factor for health care utilization (Andersen, 
1995; Andersen & Davidson, 2007) was operationalized in the sampled studies 
through indicators such as level of education (Dias et al., 2008; Fassaert et al., 
2009a; Fassaert et al., 2009b; Fassaert et al., 2009c; Toar et al., 2009) and occupa-
tion or employment status (Dias et al., 2008; Schoevers et al., 2010), which were 
included in five and two articles, respectively. Although we acknowledge the va-
lidity of Andersen’s classification of income as an enabling factor for health care 
utilization, Lanting et al. (2008) used standardized household income quintiles to de-
fine socioeconomic status, which in our view was a measure of social stratification.

Given their specificity, studies on the influence of genetic factors on health ser-
vices utilization were not included in the present review. Moreover, health beliefs 
and issues of mental dysfunction and autonomy as predisposing factors were not 
mentioned in any of the selected articles.

Although it may be argued that parenthood may be an indicator of social rela-
tionships, which Andersen places in the category of enabling factors, in our view, 
having children was used by Schoevers et al. (2010) as a factor predisposing indi-
viduals to using health care services.

Enabling Factors

Health insurance as a factor enabling the utilization of health services was included 
in two articles (Fassaert et al., 2009a; Fassaert et al., 2009b). Against the background 
of extensive insurance coverage in the Dutch health care system, both studies fo-
cused on type of health insurance (public/private), which displays important associa-
tions with income, as an enabler in accessing health care at different levels of quality.

Income was not additionally referred to as an enabling factor in any of the reviewed 
articles. Dias, Severo, and Barros (2008) recorded housing conditions and self-rated 
economic situation as indicators of wealth. However, these factors were not included 
as explanatory variables in their analysis of health services use among migrants.

Health services availability was estimated in one study (Lanting et al., 2008) 
through referral area. This proxy regional indicator stands for the specific density of 
health care facilities in a particular geographic area, which ultimately influences the 
physical dimension of access to care.

Data on marital status, as an indicator of social relationships, were collected 
and reported in three studies (Maier et al., 2010; Schoevers et al., 2010; Toar et 
al., 2009). However, marital status was mostly used as a simple sociodemographic 
descriptor of the study sample, without being included in further, more detailed 
analyses relating it to health services utilization.
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Need Factors

Most studies in our analysis included measures to estimate need, with the exception 
of one article, which was nonspecific in this sense (Dias et al., 2008). Two studies 
reported on health care use based on evaluated need (Lanting et al., 2008; Maier et 
al., 2010), whereas four studies included both evaluated and perceived need assess-
ment tools (Fassaert et al., 2009a; Fassaert et al., 2009b; Fassaert et al., 2009c; Toar 
et al., 2009). Only one article focused exclusively on perceived need for health care 
(Schoevers et al., 2010). Evaluated need was common not only in studies conducted in 
health care settings (Lanting et al., 2008), where need was established based on expert 
evaluation as suggested by Andersen (Andersen, 1995; Andersen & Davidson, 2007), 
but also in surveys conducted outside of health care-provision settings. The latter also 
included objective measurements of need, such as diagnostic tests assessing specific 
disease symptoms and manifestations (Fassaert et al., 2009a; Fassaert et al., 2009b; 
Fassaert et al., 2009c; Maier et al., 2010; Toar et al., 2009). Often, study participants 
were asked to report on the number of chronic conditions they were suffering from as a 
proxy indicator of previous expert evaluation (Fassaert et al., 2009c; Toar et al., 2009).

On the other hand, subjective need for health care utilization was assessed 
through self-rated health status (Fassaert et al., 2009c; Schoevers et al., 2010; Toar 
et al., 2009) or specific tools, such as the Perceived Need for Care Questionnaire 
(PNCQ) (Fassaert et al., 2009a).

Health Care Need

In the study of Fassaert et al. (2009a), the prevalence of diagnosed common mental 
health disorders as well as age-adjusted and sex-adjusted perceived need for mental 
health care and perceived discordance (unmet or partially met need for care) were 
significantly higher in Turkish migrants than in ethnic Dutch or Moroccan respon-
dents. Levels of unmet need appeared to be high, especially regarding social inter-
ventions. However, bivariate analyses of variance (ANOVA) pointed to higher symp-
tom levels in terms of somatization, anxiety, depression, and agoraphobia for both 
migrant groups when compared to the ethnic Dutch (Fassaert et al., 2009a).

Turkish respondents also displayed significantly higher rates of mental health 
morbidity compared to both their Dutch and Moroccan peers ( p < 0.001) in a second 
study based on the Amsterdam Health Monitor survey (Fassaert et al., 2009b). The 
same study also found that migrants experience higher levels of psychological dis-
tress than their Dutch counterparts do.

In another study, Fassaert et al. (2009c) found that 55.4 % of the Turkish and 
Moroccan migrants included in the sample perceived their health to be moderate or 
bad. On average, participants had 1.8 chronic conditions, within a total range from 
0 to 11 chronic ailments.

In the study conducted by Maier et al. (2010), 41 % of included asylum seekers 
had at least one clinically relevant mental disorder at the time of the study, mostly 



156 C. C. Ciupitu-Plath et al.

related to traumatic stress, with the most frequently identified disorders being major 
depression, posttraumatic stress disorder, and somatoform pain disorder. Whereas 
29 % of participants had at least two mental disorders, 11 % had three or more men-
tal health conditions at the time of the study (Maier et al., 2010).

In the research by Lanting et al. on use of outpatient internal medicine services, 
migrants had a higher likelihood to be referred to the Erasmus Medical Centre for 
gastrointestinal symptoms; however, they were less likely to be referred for nonspe-
cific symptoms such as general weakness, tiredness, or memory problems. No fur-
ther differences were noted in terms of vascular disease or other symptoms. Overall, 
compared to ethnic Dutch, migrants had a higher risk of being diagnosed with liver 
disease and a lower risk of not receiving a diagnosis following extensive analysis. 
However, when presenting with abdominal pain, migrants were more likely not to 
receive a diagnosis (Lanting et al., 2008).

In the study conducted by Schoevers et al. (2010), a total of 80 % of undocu-
mented female migrants reported having had health complaints during their un-
documented stay in the Netherlands. Almost half did not receive medical attention 
for their ailments.

Toar et al. (2009) conducted a detailed analysis on differences in health care needs 
between refugees and asylum seekers in Ireland, revealing that compared to refu-
gees, asylum seekers had higher levels of pre-migration and post-migration stressors 
( p = 0.05 and p < 0.01, respectively), as well as a higher risk of both posttraumatic 
stress disorder and anxiety and depression symptoms (odds ratio (OR) = 6.3 and 
OR = 5.8, respectively). General self-reported health was not associated with any of 
the following factors: residence status, presence of chronic conditions, pre-migration 
stressors and symptoms of posttraumatic stress disorder, anxiety, and depression. 
However, high levels of post-migration stressors were associated with a higher risk 
of poor self-rated general health status. The presence of chronic conditions also in-
creased the risk of posttraumatic stress disorder and symptoms of depression and 
anxiety. Gender, duration of stay in Ireland, and education level were not associated 
with mental health symptoms. When controlling for pre-migration and post-migration 
stressors, no association was observed between residence status and mental health 
symptoms. Post-migration stressors in particular, and also pre-migration stressors 
and the presence of chronic conditions, emerged as risk factors for posttraumatic 
stress disorder and symptoms of depression and anxiety (ORs = 17.3, 3.9, and 12.3, 
respectively). Although residence status had no direct association with mental health 
symptoms, its association with post-migration and pre-migration stressors suggests 
that residence status might be a marker for these risk factors (Toar et al., 2009).

Barriers to Access

In their study, Dias et al. (2008) also explored factors limiting access to health care 
services among immigrants in Portugal. Reported barriers to accessing health care 
in this context referred to waiting times, providers’ attitudes, cost, distance/trans-
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portation, and language. Women complained more than men about waiting times 
and providers’ attitudes as barriers to accessing health care. Waiting times were 
more often mentioned as a barrier by African men and women as well as by Eastern 
European women. As a possible consequence, dissatisfaction rates with care pro-
vided by the Portuguese National Health System was higher among migrants from 
Eastern Europe than among those from Africa or South America (30.3 % vs. 20.1 % 
and 21.4 %, respectively; p = 0.001).

When considering barriers to accessing mental health services in the Nether-
lands, Fassaert et al. (2009a) found that the preference for self-reliance in solving 
mental health issues played a major role in reducing access to mental health care 
in both ethnic Dutch and migrants. In addition, migrants tended to be pessimistic 
about the potential benefits of mental health therapy and also lacked information 
on where to seek help. Among migrant participants, 20.7 % reported that they had 
solicited professional help but did not receive any (Fassaert et al., 2009a).

Of the undocumented migrant women who participated in the study conducted by 
Schoevers et al. (2010), 69 % reported having encountered barriers in accessing health 
services. Among these, 29 % mentioned institutional barriers, 22 % referred to per-
sonal obstacles, and 18 % named both types of health access limitations. Institutional 
barriers consisted of financial issues and refusal of services, whereas personal barriers 
mostly referred to fear and shame or lack of information (Schoevers et al., 2010).

Use of Health Services

Dias et al. (2008) found that 3.6 % of the migrants included in their study were 
not aware of where they could access health care if needed. Among those who 
had a better understanding of the health system, 61.7 % would use the services of 
a Health Centre. Approximately 20 % of respondents, of which significantly more 
were men ( p = 0.001), had never accessed care provided by the National Health 
Service (NHS). Most NHS users had used both Health Centre and hospital services 
(54.4 %). However, men tended to only make use of just one type of service (Health 
Centre or hospital), as opposed to women, who were more likely to have used both. 
In logistic regression analyses, the ORs of accessing health care in both genders 
increased with a longer stay in Portugal and with origin from African countries 
versus Eastern Europe. Additionally, in men, legal residence status was predictive 
of increased use of health care services (Dias et al., 2008).

Consistent with the higher levels of mental health morbidity among Turkish 
migrants in the study sample, the regression analyses conducted by Fassaert et al. 
(2009a) revealed that, when controlling for age and gender, perceived need and 
discordance (unmet or partially met need) were significantly higher among Turkish 
respondents. However, when including the prevalence of common mental health 
disorders and symptom intensity levels in the regression model, ORs dramatically 
decreased, suggesting a lower perceived need for mental care in migrants compared 
to ethnic Dutch at similar levels of mental morbidity. Turkish migrants reported 
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unmet or partially met need significantly more often than ethnic Dutch ( p = 0.001). 
However, in regression analyses, ethnic differences could again be explained by 
differences in levels of morbidity and symptom intensity. Socioeconomic status was 
not a significant predictor, neither for perceived need for care nor for discordance 
(Fassaert et al., 2009a).

When looking into associations between acculturation and use of health care 
services in Turkish and Moroccan migrants in Amsterdam (Fassaert et al., 2009c), 
no relationship between acculturation and general practitioner care uptake could be 
established. Instead, primary care use was driven by health care-need factors like 
the number of chronic illnesses and self-reported health status. In terms of special-
ist care use, better communication in Dutch was related to lower utilization among 
Turkish migrants ( p = 0.032). In Moroccan men ( p = 0.044), a higher degree of eman-
cipation was related to lower use of specialist health care. In addition, better Dutch 
communication skills triggered an increased uptake of mental health services in 
Turkish men ( p = 0.003) and a decreased use of mental health care in Moroccan men 
( p = 0.033). Among Turkish women, higher levels of social interaction with ethnic 
Dutch was associated with higher use of mental health services ( p = 0.02). Overall, 
the associations between acculturation and health care use were rather moderate. 
Language skills, however, played a significant role in the observed associations.

In analyzing ethnic differences in uptake of mental health care, Fassaert et al. 
(2009b) found that among the 50.9 % of respondents who reported visiting a 
health care provider for mental health problems, 35 % accessed specialist care, 
whereas almost 16 % consulted a primary care provider. Initial regression analyses 
indicated that Turkish respondents were more likely than ethnic Dutch to have ac-
cessed primary care for mental health issues. Inclusion of mental health morbidity 
in the model reduced the ORs for Turkish and Moroccan ethnicities, without reveal-
ing significant differences when compared to the ethnic Dutch. When also consid-
ering psychological distress, it appeared that Moroccan respondents used mental 
health services in primary care less frequently than ethnic Dutch ( p = 0.025). In 
terms of specialist mental health care, no differences between migrants and Dutch 
respondents were apparent when considering age, gender, and mental health mor-
bidity. With the inclusion of psychological distress in the model, uptake of special-
ist mental health care appeared to be lower among migrants; however, the differ-
ences did not reach statistical significance. Socioeconomic status could not explain 
differential usage of mental health care by migrants compared to ethnic Dutch, nei-
ther in primary nor in specialist care (Fassaert et al., 2009b).

In the study of Lanting et al. (2008), immigrants displayed higher utilization 
of outpatient internal medicine services than ethnic Dutch patients, both when the 
Erasmus Medical Center referral area and the Rotterdam municipal region were 
considered, with the highest rates reported among Turkish migrants (RR of 1.82 
and 1.97, respectively). Differences in health services use were mostly attributable 
to first-generation migrants since no differences in use were observed between sec-
ond-generation migrants and ethnic Dutch patients.

When assessing the health care use of asylum seekers in Switzerland, Maier 
et al. (2010) looked at both their health care visits and costs compared to the local 
population. The average yearly expenditure for health services provided to asylum 
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seekers in the study sample was 1.8 times higher than the average expenditure for 
the Swiss population ( p = 0.022). The mean number of doctor visits among the study 
participants (10.7, sd = 15.4) was twice as high as the local population average. Par-
ticipants with mental disorders had, on average, significantly more appointments 
and accounted for significantly higher health care costs than participants without 
mental conditions ( p = 0.025, p = 0.043, respectively). Only 26 % of the study par-
ticipants had received mental health care in the 12 months preceding the study, 
although 41 % suffered from mental conditions. On average, the annual costs for 
mental health care accounted for 14 % of the total annual health care costs, which is 
comparable to the general average annual expenditure for mental health care in the 
Swiss health care system (16 %). Analysis of health services use for physical health 
issues suggests that serious medical events (e.g., surgery) did not play a major role 
in the health care use reported for the study sample.

Although 80 % of women in the sample of Schoevers et al. (2010) had experi-
enced health problems during their undocumented stay in the Netherlands, 56 % 
received no care for their health complaints and 5 % reported receiving only partial 
care. Among the study participants, 13 % had not accessed any health services, and 
19 % had at least one contact with a mental health care provider within the previ-
ous year. Almost half of the women had visited a general practitioner in the previ-
ous 2 months, one-third had visited a specialist while undocumented, and one-third 
had seen a dentist in the previous year. Higher health care utilization was reported 
by women who had come to the Netherlands for political reasons. Lack of Dutch 
language skills was associated with fewer general practitioner visits (OR = 0.28). 
“Poor” self-rated health was, on the other hand, associated with more general prac-
titioner visits (OR = 4.89) but fewer specialist contacts (OR = 0.26) when compared 
with women who considered their health to be “good.”

In terms of differences in health care utilization between asylum seekers and 
refugees in Ireland, Toar et al. (2009) found that asylum seekers visited their gen-
eral practitioner at a significantly higher rate than refugees. Otherwise, no inter-
group differences were noted regarding use of medication or dental, mental, or 
hospital care.

Table 9.2 provides an overview of the selected studies and their main findings.

Concluding Discussion

After conducting a comprehensive search for literature published in Europe on 
health care use among migrants within the past 3 years, we identified eight stud-
ies fulfilling all inclusion criteria that were established for the purpose of our 
analysis. All publications originated from traditional emigration countries that 
have become receiving countries throughout the past five decades. The eight pub-
lications selected for review covered all types of health services and focused on 
both general and specific migrant groups (i.e., undocumented migrants, asylum 
seekers, and refugees). Migrant participants in the selected studies tended to be 
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younger and more economically deprived than their ethnic majority counterparts. 
In both studies on asylum seekers and refugees, respondents were predominantly 
young, married men.

Beyond need factors such as perceived health status, symptom levels, or num-
ber of chronic conditions, migration-specific predisposing factors such as resi-
dence status, region of origin, duration of stay in the receiving country, migrant 
generation, communication skills in the local language, level of interaction with 
the local population, adherence to the value system of the host culture, and reason 
for migration were identified as explanatory variables for health services utiliza-
tion in our review. Enabling factors were seldom included in the statistical analy-
ses, and those that were considered did not significantly predict health care use in 
the reviewed studies.

Migrants appear to prefer accessing health services within primary care (Dias et 
al., 2008). This is illustrated by their high rates of primary care utilization, which 
are at times higher than those of the local population, as often described in the litera-
ture (Huber et al., 2008; Norredam et al., 2009). In case of undocumented migrants 
or asylum seekers, general practitioners might be the most easily accessible point of 
health care delivery (Schoevers et al., 2010; Maier et al., 2010). Moreover, primary 
care use appears to be need-driven, irrespective of migrants’ levels of acculturation 
(Fassaert et al., 2009c) or their legal residence status (Toar et al., 2009). Maier et al. 
(2010) report a significantly higher number of doctor appointments in migrants than 
in the Swiss population in Zürich, but they do not distinguish between primary and 
specialist care visits.

Interestingly, use of specialist health services in migrants appears to moderate-
ly decrease with higher levels of acculturation (Fassaert et al., 2009c) and is not 
influenced by residence status (asylum seekers vs. refugees) (Toar et al., 2009). 
With only 19 % of women in their sample having accessed specialist care while 
undocumented, Schoevers et al. (2010) suggest low utilization of such services in 
this vulnerable group. In terms of the utilization of oral health care, we only found 
data indicating that 33 % of the undocumented women studied by Schoevers et al. 
(2010) had had contact with a dentist in the year preceding the study.

The only reports on the utilization of hospital services indicate that gender but 
not legal residence status might play a role (Dias et al., 2008; Toar et al., 2009). In 
this sense, higher and more varied use of health services (including hospital care) 
was found among women (Dias et al., 2008), which might be a natural consequence 
of women’s reproductive role, as suggested in the literature (Baglio et al., 2010; 
Castaneda, 2009). Regarding outpatient hospital services, Lanting et al. (2008) re-
ported migrant generation to be a significant predictor of increased use, with first-
generation migrants having higher rates of use than the native Dutch, whereas no 
difference was observed between the latter and second-generation migrants.

A high objective need for mental health care was identified in the migrant sam-
ples evaluated in the reviewed studies—whether they were general migrant groups 
or asylum seekers (Fassaert et al., 2009a; Fassaert et al., 2009b; Maier et al., 2010; 
Toar et al., 2009). Although more detailed research suggests relatively equal use of 
mental health services in migrant and native residents when considering objective 
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need for care (Fassaert et al., 2009a; Fassaert et al., 2009b), the high absolute levels 
of unmet needs in migrants cannot be ignored and call for urgent action. Maier et al. 
(2010) particularly pointed to potential health services misuse in asylum seekers, 
who make extensive use of primary care, generating high health costs, but do not 
receive adequate mental health care as would be necessary given their high burden 
of mental conditions. Lower perceived need for mental health care, despite high lev-
els of objectively evaluated symptoms, appears to play a major role in reducing the 
use of mental health services in migrants, as illustrated by Fassaert and colleagues 
(2009a, b). This issue could be addressed through the development of culturally 
tailored therapy programs and awareness-raising campaigns targeting migrant com-
munities with a known risk for increased psychological distress.

None of the selected studies were conducted in Germany, which might be ex-
plained by the selection criteria and the primary focus on utilization of health care. 
As pointed out in the introduction, an increasing interest in migration and health, 
and accordingly a growing number of publications on this topic can also be ob-
served in Germany. Although these publications also touch on health utilization 
issues, their main focus lies on either more general questions or very specific as-
pects of immigrants’ health (see, for example, RKI 2008a/b, Boral et al. 2012) as 
well as specific health care settings (e.g., emergency departments (Borde & David 
2007), rehabilitative care (Bronzka et al. 2012), and obstetrics (Borde et al. 2008)). 
The results show that in Germany, as reported for the broader European context, 
immigrants face more and different health problems than native Germans do and 
also experience difficulties in accessing the right health service at the right time. An 
interesting, life-course oriented model has been developed by Spallek et al. (2011), 
summarizing key assumptions on explanatory factors regarding the observed ethnic 
differences. This model allows not only to identify health threats along the process 
of immigration, but also to develop specific and appropriate approaches to enhance 
immigrants’ health. Additionally, the proposed theoretical framework could be used 
to explain ethnic differences in health care utilization, a perspective that has been 
mentioned but so far not conceptualized as an integral part of the model.

An important step in addressing the health of migrants in Germany has been the 
integration of specific immigrant status and migration background indicators in the 
German health reporting system, which allows the identification of specific health 
problems and health care needs in the immigrant population. Two main nationally 
representative reports are available in this sense, one focusing particularly on chil-
dren and adolescents (RKI 2008a) and one for all age groups (RKI 2008b). Beyond 
a detailed health status description, revealing a relatively disadvantaged situation in 
immigrants compared to native Germans, these reports provide rather limited infor-
mation on health care utilization. The presented findings, however, indicate lower 
utilization rates, especially in preventive services (see also Razum & Spallek, 2009).

In conclusion, in both Europe and Germany in particular, more research should 
be devoted to identifying the role of patient–provider ethnic matching in shaping 
migrants’ preferences in terms of the type of health services they use. In this sense, 
it would be useful to know if the increased use of primary care services among 
migrants is associated with a greater number of professionals with migration back-
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ground among general practitioners than among specialists and if ethnic matching 
prevails over objective health care need in determining the choice of health care 
provider. The latter is particularly relevant in the case of mental health care utiliza-
tion, as suggested by Kirkcaldy et al. (2006).

Furthermore, efforts should be directed toward reducing barriers in accessing 
health care, which, as reported in the reviewed studies and exemplified for the Ger-
man context, are still prevalent among migrant groups and consequently impact 
their use of health services and perceptions of quality of care. Consistent with the 
findings of other studies (Stanciole and Huber, 2009; Terraza-Nunez et al., 2010), 
studies included in our analysis reported barriers to the utilization of health care 
among migrants. These included lack of information on where to seek help and 
limited proficiency in the local language, provider attitudes, cost issues, the organi-
zation of health care (e.g., waiting times), as well as specific health-related beliefs 
and expectations regarding the health provision process (Dias et al., 2008; Fassaert 
et al., 2009a; Schoevers et al., 2010; RKI 2008b; Spallek et al. 2011). Particularly 
worrisome, however, are reports of refused care (Fassaert et al., 2009a; Schoevers 
et al., 2010). Although in the case of undocumented migrants, refusal of services 
was triggered by their lack of insurance coverage as a result of their residence sta-
tus (Schoevers et al., 2010), no explanation was found for refusing help to migrant 
groups described in the study of Fassaert et al. (2009a). From the viewpoint of 
health being a human right, however, refusal of care is problematic, and current 
evidence should stimulate efforts aimed at improving health care provision for 
 undocumented migrants and similar marginal groups.

At a political level, recommendations for measures aimed at reducing barriers 
to access and improving the health of migrants in multicultural societies in the Eu-
ropean Union have been in place since 2006 (Council of Europe, 2006; Council 
of Europe, 2011). Nevertheless, current evidence shows that efforts to implement 
culturally tailored health services (interpretation, cultural competency training of 
health professionals, increasing transparency on available health services and ac-
cess to the health care system, provision of translated educational materials, etc.) 
are still lagging behind. Novel approaches, such as the German concept of “inter-
cultural opening” (Penka et al. 2012), might offer promising solutions in achieving 
equitable access to health care for immigrants in the future.

The generalizability of our results to a broader European context is somewhat 
limited by the narrow selection criteria for studies included in the review. In ad-
dition, although most studies were representative at a local level, it is unclear to 
what extent they adequately illustrate the migrant health care utilization process in 
their respective countries of origin or broader regions. Despite small sample sizes in 
some studies (Toar et al., 2009), however, first insights on specific migrant health is-
sues were reported, laying an important foundation for further research in the field.

Our review reflected, perhaps on a small scale, the challenges faced by Euro-
pean research on migrants’ health care utilization. The great diversity of target mi-
grant populations, study designs (intragroup vs. intergroup comparisons), as well 
as differences in the way ethnicity and migrant background are conceptualized and 
 operationalized in various health care systems and research projects might explain 
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the wide variations in the current evidence base, which to date does not allow draw-
ing an unequivocal, general conclusion regarding the health care use of migrant 
groups at a European level. Moreover, in view of the cultural and legislative het-
erogeneity of European countries, it seems unlikely that such generalizable conclu-
sions will be brought about by health services research in the near future.
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Introduction

As in nearly all European countries, demographic developments in Germany have 
led to both a relative and an absolute increase in the country’s elderly population. 
Reasons for this trend include increased life expectancy, thanks to lower infant 
mortality rates, medical advancements, overall better living conditions in terms of 
nutrition and hygiene, and lower birth rates resulting in steadily increasing old-age 
dependency ratios. Germany’s age dependency ratio (the ratio between the retire-
ment-age population and the working-age population) is currently around 34 %,1 
but is projected to increase to 62 % in 2040 and to 67 % in 2060 (Statistisches 
Bundesamt 2009).

Increasing longevity and an aging population mean an increase in both the num-
ber of elderly citizens in need of long-term care and the length of time between 
when care is initially needed and death. In Germany, the number of people in need 
of long-term care is predicted to increase from 2.34 million in 2009 to 3.4 million 
in 2030. At the same time, the number of people over age 80 is expected to nearly 
double from 3.6 million to an estimated 6.3 million (DESTATIS 2008; Statistisches 
Bundesamt 2011).

1 The German Federal Statistical Office (Statistisches Bundesamt) defines “working age” as 20–
64 years when calculating the old-age dependency ratio. Population calculations in other countries 
often use an age range of 15–64 years.
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Both in Germany and in the rest of Europe, the care and support needed by 
these people is primarily provided by relatives or friends and close acquaintances 
within the home environment (Mestheneos and Triantafillou 2005). As numerous 
studies have shown, these responsibilities are often sources of great physical and 
mental burdens for caregivers (Di Rosa et al. 2011; Schulz and Beach 1999). Caring 
for elderly people with cognitive impairments, in particular, places extraordinary 
demands on caregivers and takes a significant toll on their health (Barinaga 1998; 
Gräßel 1998; Gräßel 1996; Kofahl et al. 2009; MacDonald and Dening 2002; Pin-
quart and Sorensen 2003). Those with multimorbidity or a form of dementia often 
require full-time, round-the-clock care. At the same time, not only has the age of 
those in need of care been increasing, there has also been an increase in the age of 
the relatives caring for them (Kofahl et al. 2007; Lamura et al. 2008). Because of 
their age, these older caregivers are more liable to become ill themselves. On the 
other hand, younger family caregivers who are still gainfully employed are often 
faced with multiple burdens when forced to juggle work, caregiving, and family 
responsibilities.

In Germany, 69 % of all people in need of long-term care receive care at home 
(Pfaff 2011). In over 90 % of these cases, care and assistance are provided by fam-
ily members. Home care provided by family is provided by the family alone, that 
is, without the help of professional care services, in 71 % of cases. Only 29 % of 
family home-care arrangements involve the use of such services (Pfaff 2011). Most 
family caregivers are women, especially daughters and daughters-in-law. However, 
the number of male caregivers is rising. Whereas in 1991 men represented a mere 
17 % of primary caregivers, the proportion of male caregivers increased to 27 % in 
2002 (Schneekloth and Wahl 2005), and according to data from the German Socio-
economic Panel, it has reached 35 % in 2006 (Rothgang et al. 2008). As most male 
caregivers tend to be caring for their elderly wives, they themselves are already 
advanced in age at the time of caregiving, and their age statistically far surpasses 
the average age of female caregivers (Rothgang et al. 2008).

Most care recipients wish to be cared for at home for as long as possible. Given 
the enormous costs associated with residential care, this is also a goal of social 
policy and of long-term care insurance. In order to achieve this, it is crucial that 
family caregivers are provided with situation-specific services that support them 
and relieve their burden of care. Unfortunately, however, family caregivers usually 
take better care of their needy relatives than of themselves and, as a result, often put 
off or fail to make timely use of health promotion, prevention, and relief services for 
their own well-being. A mere one-third of all family caregivers turn to ambulatory 
services for support (Haug et al. 1999; Rauch 2000).

Informal caregiving networks, on the other hand, have been gaining in signifi-
cance, and the development of more need-based services is becoming increasingly 
important for at-home care. The major challenges for society are therefore to sus-
tain, promote, and support informal resources and to provide the opportunity to use 
services aimed at assisting and relieving the burden of family caregivers. Conse-
quently, the main social policy goals of the current German long-term care insur-
ance reform are to promote self-help, civic engagement, and the balance between 
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career and caregiving. The reasons for this are obvious. Caregivers who experience 
less of a burden and less of a decrease in their income and pensions provide care 
at home for a longer time. Since the main reasons for care facility placement are 
that primary caregivers feel overburdened and/or experience problems with their 
own health, reducing caregiver burden may make it possible to shorten the length 
of a stay in a care facility or avoid a stay altogether (Barinaga 1998; Barusch 1988; 
Gräßel 2000).

This is particularly true for family caregivers of those with dementia. Various 
studies have demonstrated the positive effects of counseling and training pro-
grams for family caregivers, including a significant delay in care facility place-
ment (Brodaty et al. 1997; Kurz 2011; Mittelman et al. 1996). Caregivers were 
able to provide care at home for up to twice as long as in the studies’ control 
groups. Other positive effects of such programs include less mental stress and 
improved health knowledge among family caregivers as well as improvements in 
the mood of those suffering from dementia —though not in the burden on caregiv-
ers (Brodaty et al. 2003).

Objectives

The EUROFAMCARE2 project provides an overview of the situation of family 
caregivers of elderly dependents in Europe in terms of the existence, awareness, 
availability, use, and acceptance of support services. The project comprised two 
large substudies. As part of one substudy, national background reports on the cur-
rent situation of family caregivers were generated in 23 European countries based 
on secondary data analyses. For the other substudy, approximately 1,000 family 
caregivers were surveyed in each of six countries (Germany, Greece, Italy, Poland, 
Sweden, and the United Kingdom) considered representative of the different cul-
tural and welfare systems in Europe.

In this chapter, we aim to analyze the utilization of support services regarding 
the impact of different socioeconomic factors of family caregivers as well as care 
situation characteristics on service utilization. Two different models have been cal-
culated, distinguishing between the frequency of service use (units per 6 months) on 
the one hand and the number of service types on the other. To reveal the underlying 
structure and detect the most influential factors on service utilization, a regression-
tree algorithm has been conducted for data analysis.

2 The EUROFAMCARE project was funded by the European Union (EU) (contract no.: QLK6-
CT-2002-02647) and coordinated by the Department of Medical Sociology at the University of 
Hamburg (www.uke.de/eurofamcare).
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Methods

Sampling

In 2004, 5,923 family caregivers from the six countries named above were inter-
viewed at home about their experiences. Included in the study were primary care-
givers providing at least 4 h of personal care or support per week to a relative aged 
65 years or older. Subjects providing solely financial support were excluded. The 
unique aspect of the study’s sampling approach was that family caregivers were 
recruited directly and not through those in need of care and assistance, thereby 
avoiding preselection bias based on the particular care needs or level of dependency 
(“care level,” CL) of care recipients.

Data were collected using a mixed recruitment strategy. Various means of con-
tacting potential interview partners were chosen including making contacts through 
social and health services, physicians, pharmacies, Alzheimer’s associations, adver-
tisements in newspapers, and word of mouth. This sampling procedure was chosen 
based on cultural and religious aspects and the fact that available services vary 
between sites. The spectrum of recruitment strategies should be as broad as possible 
to ensure that all types of care situations are found in our sample. For this purpose, 
all EUROFAMCARE partners agreed to employ a common saturation method, i.e., 
the sampling strategy aimed at covering all facets of family caregiving rather than 
taking a representative sample in a strict statistical sense. Sampling was conducted 
at least in predefined chosen sample communities or, if possible, nationwide by 
parallel or consecutive application of any suitable recruitment strategy covering the 
three types of areas: “metropolitan,” “urban,” and “rural.”

The interviews were conducted by interviewers from our university centers 
and from a social research institute with a nationwide network of interviewers to 
achieve a population-based sample. In the end, the interviewers achieved a total 
sample size of 1,003 family caregivers (Lüdecke et al. 2008). The comparison of the 
socioeconomic indicators, the care situations, and the caregiver and care recipient 
characteristics of the German EUROFAMCARE data with those of the represen-
tative MUG III Study of 2002 (“Potential and Limitation of Independent Living 
in Private Households in Germany”) (Schneekloth and Wahl 2005) showed strong 
consistencies in both studies (Lüdecke et al. 2008).

Measures

When developing the survey questionnaire, we preferred scales that had already 
proven reliable and valid in international studies. To systematically assess care 
recipients’ need of support, instruments from the Geriatric Assessment were used 
(McKee et al. 2008). Activities of daily living (ADL) status was measured with the 
Barthel Index (Mahoney and Barthel 1965), and instrumental activities of daily 
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living (IADL) were measured using selected items from the Older American Re-
sources and Services Questionnaire (OARS; Fillenbaum and Smyer 1981). The to-
tal dependency of the cared-for person is a sum-score of the Barthel Index and the 
IADL score of each cared-for person with a range from 0 (physically independent) 
to 17 (severely dependent). Cognitive impairments were assessed through questions 
asking whether the dependent has memory problems or has been diagnosed with 
dementia. Data on behavioral disturbances were collected using a three-item short 
version of the Behavioural and Instrumental Stressors in Dementia (BISID; Keady 
and Nolan 1996).

Caregiver burden was measured using the Carers of Older People in Europe In-
dex (COPE Index), which is available in several different languages and contains 
three subscales: one assessing the negative impact of caregiving, one assessing 
the positive value of caregiving, and one assessing the quality of the support re-
ceived during caregiving (Balducci et al. 2008; McKee et al. 2008; McKee et al. 
2003). Information on caregiver well-being and subjective quality of life were 
obtained using the WHO-5 Well-Being Index (Bech 2008; World Health Orga-
nization 1998) and two items from the SF-36 (Health-Related Quality of Life; 
Brazier et al. 1992).

Data Entry and Analyses

To better determine which factors influence family caregivers’ use of support 
services, we implemented a conditional graphical model, a so-called conditional 
inference tree (Hothorn et al. 2006a; Hothorn et al. 2006b) based on a learning 
tree algorithm which embeds tree-structured regression models. The conditional 
inference-tree algorithm is predicated on recursive binary partitioning embedded in 
a framework of permutation tests introduced by Strasser and Weber (1999). At each 
node, a global null hypothesis H f Y X f Yj0 : ( | ) ( )=  is tested on a prespecified 
α level of 0.05. In case of acceptance, the tree algorithm interrupts and no further 
data split will be performed, which means the algorithm has detected all significant 
impact factors on the dependent variable for this certain group of cases represented 
by the tree branch. Otherwise, the covariate X j  with the strongest influence on Y  
will be selected as a new node, and the null hypothesis will be tested in each subset 
of the tree again, which means all covariates are tested for the strongest influence on 
the dependent variable Y  again, including the selected covariate X j . Due to this re-
cursive approach, covariates may appear several times in the course of a tree branch 
via a new data split in the “subranges” of a scale,3 for instance, when subgroups, as 
characterized by a certain covariate, are differentiated into further sub-subgroups, 
depending on the answer categories or values of the covariate. The distribution in 
each terminal node is shown as a boxplot.

3 For example: If a scale ranging from 0 to 10 points is split into a = 0–5 and b = 6–10, the subran-
ges a and b may be split again, for example, into c (0–2) and d (3–5) as well as e (6–8) and f (9–10).

10 How Do Socioeconomic Factors Influence the Amount and Intensity ...



176

Tree-based models are recommended as an alternative to logistic regression 
analyses (Nagy et al. 2010) in order to detect the underlying structure and most 
influential variables on the dependent variable “service utilization.” Furthermore, 
they allow detecting nonlinear relationships and interactions between the factors 
(independent variables).

The variables for calculating the tree model were chosen according to the fol-
lowing criteria: on the one hand, the variables should characterize both the family 
caregivers and the care situation to provide a comprehensive picture of the care 
settings. On the other hand, the chosen variables should reflect contextual and indi-
vidual factors that influence service utilization (Andersen and Davidson 2001). The 
variables included in the model are shown in Table 10.1.

Caregiver household income was not included in the analyses because of too 
many missing responses for that variable and lack of adequate imputation criteria 
for a flawless substitution of these missing data.

Data entry was performed using Data Entry™ 3.0. Descriptive statistics were 
performed with SPSS™ 20, while the tree-based model was computed using the R 
statistics tool (R Development Core Team 2009) using the party package (Hothorn 
and Zeileis 2009).

Table 10.1  Variables included in the model and their related Andersen categories
Variable Andersen category
Variables characterizing the family caregivers
Age of the family caregiver Predisposing
Gender of the family caregiver Predisposing
Job demands (work hours) per week (in hours) Predisposing
Restrictions in employment as a result of caregiving Predisposing
Level of education attained by the caregiver (1 = low, 3 = high) Predisposing
Degree of relationship between caregiver and care recipient Predisposing
Subjectively perceived burden of care (COPE Index (nega-

tive impact), higher score = heavier burden)
Need

Self-reported health (SF-36) Need
Subjectively perceived positive effects of caregiving (COPE Index 

(positive value), higher score = more positive perception)
Enabling

Feeling well supported as caregiver Enabling
Variables characterizing the care situation
Time spent on caregiving per week (in hours) Need
Care recipient’s need of assistance and support (dependency) as 

assessed by the Barthel Index and IADL Score (0–17, higher 
score = greater need of care and higher dependency)

Need

Length of caregiving (time since the caregiver took on caregiving 
responsibilities)

Need

Locality (metropolitan, urban, rural) Enabling
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Results

The following section presents the results of the interviews carried out with the 
1,003 family caregivers in the German substudy.

Description of the German Sample

At the time of interview, the average age of the surveyed family caregivers was 54 
years (standard deviation (SD) = 13.4 years). Three-quarters were women (76 %), 
and a large percentage was working; these employed family caregivers worked an 
average of 32 h per week (42 %). The average age of the elderly care recipients was 
80 years (SD = 8.3 years), and 69 % of them were women. Although 72 % of family 
caregivers considered their elderly dependents to be in moderate-to-severe need of 
assistance (operationalized by limitations in ADLs and IADLs), only 60 % of these 
dependents were receiving long-term care insurance benefits.4 Of these, 33 % were 
classified as CL 1, 42 % as CL 2, and 25 % as CL 3. In a good 30 % of cases, benefits 
had not yet been applied for, and in approximately 10 % of cases, the application 
had been rejected or was still being processed (Lüdecke et al. 2008). Dementia had 
been diagnosed in 34 % of care recipients, and another 22 % suffered from memory 
problems that had not (yet) been formally diagnosed (see Table 10.2).

4 Long-term care insurance is a type of social insurance which covers the risk of a future need 
for care. The majority of the German population has statutory long-term care insurance coverage. 
In the event that care is needed, covered individuals may obtain cash benefits for the “informal” 
caregivers and/or benefits-in-kind like professional care from the long-term care insurance funds. 
However, eligibility depends on the level of need for care. Following an assessment to determine 
an individual’s level of dependency, he or she is then classified under one of three care levels 
(CLs) needed.

Table 10.2  Sample characteristics of the German sample
Characteristic Percentage/mean
Total caregivers N = 1,003 (100 %)
Female caregivers 76 %
Female cared-for elderly 69 %
Average age of caregiver 53.8 years (SD = 13.4 years)
Average age of cared-for elderly 79.7 years (SD = 8.3 years)
Elderly with classified care level 60 % ( n = 602)
Thereof Care Level 1 33 %
Thereof Care Level 2 42 %
Thereof Care Level 3 25 %
Memory problems (undiagnosed) 22 %
Diagnosed dementia 34 %
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Utilization of Professional Services

As part of the study, family caregivers were surveyed about their use of different 
support services, with a distinction being made between services aimed directly at 
caregivers (e.g., self-help groups, support groups for family caregivers, counseling 
services, and caregiving courses) and services primarily directed at those in need 
of care (e.g., primary care physicians and physician specialists, ambulatory care 
services, inpatient and semi-inpatient care facilities, and meals on wheels). Below, 
we will examine the types of support services used by caregivers that can help ease 
their burden of care.

Looking solely at services specifically for family caregivers, we notice that the 
overall utilization level of this type of services is very low. Nearly 78 % do not make 
use of any of these services at all, about 12 % use at least one service, and only a 
small portion (approximately 10 %) use two services or more (see Fig. 10.1).

Although certain support offers and services are aimed primarily at those in need 
of care (e.g., outpatient care services or semi-inpatient facilities), it can be assumed 
that these types of services also directly or at least indirectly ease the burden of care-
givers. Figure 10.2 presents the results for the use of both types of services—that is, 
both services specifically aimed at caregivers and services whose main target group 
is those in need of care.

Even after expanding the range of potential services by services primarily ad-
dressing the dependent elderly, nearly half of the surveyed caregivers were found to 
make no use of any (professional) support services. While only one-third of those 
surveyed used one service, approximately one-fourth were found to take advantage 
of two services or more (see Fig. 10.2).

The support services reportedly used by family caregivers can be broken down 
into the following areas (multiple responses possible):

• Ambulatory care: 26 %
• Household help: 11 %
• Meals on wheels: 11 %

Fig. 10.1  How many special services for family caregivers are being utilized? (Number of ser-
vices specifically for caregivers, in %, N = 1,003)
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• Medical counseling: 8 %
• Counseling on social laws: 6 %
• Advisory centers, adult day-care centers, and private in-home caregivers/nurses: 

each 4 %
• Support groups for family caregivers and Internet-based information: each 3 %
• Self-help groups, caregiving courses, assistance services, and home visits by so-

cial service providers: each 2 %

Service Use by Dependency Care Level

Family caregivers may be in need of support when their responsibilities become 
too great and physically demanding. Their use of assistance or support services is 
presumed to vary depending on the level of care needed by their dependents, since 
a greater need of care increases the likelihood that benefits-in-kind from the long-
term care insurance will be used. Of all surveyed family caregivers, 58 % are caring 
for a relative who is collecting long-term care insurance benefits. Whereas a good 
two-thirds of these caregivers (68 %) make use of professional support services, the 
other one-third do not use any such services (see Table 10.3). No significant dif-
ferences in support service utilization were found by the CL of the care recipients. 
Among the care recipients receiving long-term care insurance benefits, one-third 
had been classified into CL 1, about 42 % into CL 2, and 25 % into CL 3.

Table 10.3  Utilization of professional services by care level of the care recipients (only those 
collecting long-term care insurance benefits, n = 579, χ2 = 1.77, df = 2, p = 0.413)
Utilization of pro-
fessional services

CL 1
( n = 193, 33.3 %)

CL 2
( n = 240, 41.5 %)

CL 3
( n = 193, 25.2 %)

Total
( N = 579, 100 %)

Yes (%) 67.4 65.4 71.9 67.7
No (%) 32.6 34.6 28.1 32.3
Total (%) 100 100 100 100

Fig. 10.2  How many services that ease the burden of care are being used by family caregivers? 
(Services for caregivers and for those in need of care, in %, N = 1,003)
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As evidenced by these results, dependent CL and associated degree of need of 
care do not have a significant impact on the utilization of professional services.

Determinants on Amount and Intensity of Service Utilization

In this section, we distinguish two models of service utilization.
First, we used the tree algorithm to analyze impact factors on the intensity of ser-

vice utilization. We asked the family caregivers which kind of services they or their 
dependent elderly had utilized in the last 6 months and how often this service was 
utilized (daily, weekly, etc.) or how many units of a service had been received in 
the preceding 6 months. Answers have been recoded into the following categories:

• Daily
• More than once a week but less than daily
• Once a week
• Twice a month
• Once a month
• Less than once a month

A count variable was computed to indicate the total number of units of all services 
utilized in the preceding 6 months. This measure was used as a dependent variable 
for the first model, where we looked for factors influencing the intensity of service 
utilization.

Then, we used the same tree algorithm to analyze impact factors influencing the 
amount of different services used. This variable and its characteristics have already 
been described above (see above, Utilization of professional services).

Factors Influencing the Intensity of Service Utilization 
(Used Units per 6 Months)

The first tree-based model5 reveals the structure of factors that influence the intensi-
ty of service utilization for relieving the burden on family caregivers. The algorithm 
found three different service utilization groups. Only two characteristics have been 
identified as significant predictors of service utilization (see Fig. 10.3).

Group 1: Less-Educated Caregivers with Lower Perceived Burden (Node 3) Nega-
tive impact of care (node 1, p < 0.001) generates the first split and divides the sample 
into one group with lower (negative impact score of 14 or less) and another group 
with higher perceived burden (negative impact score of above 14). At a lower nega-
tive impact, the next significant determinant on the intensity of service utilization 
is education status (node 2, p < 0.001). Less-educated family caregivers with lower 

5 Including the listed variables in Table 10.1 as independent variables and intensity of service 
utilization as dependent variable.
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subjectively perceived burden of care (node 3, n = 600) have a lower service utili-
zation rate than the other groups. On average, these family caregivers utilized 33 
“service units” in the last 6 months. Looking at the boxplot for this group, we can 
see a median score of 6 used service units, with the lower and upper quartile ranging 
from 1 to 26 service units.

Group 2: Higher Educated Caregivers with Lower Perceived Burden (Node 4) In 
case of lower negative impact and a higher educational status of family caregivers 
(node 4, n = 113), service utilization increased in comparison to Group 1 up to an 
average of 60 “service units” used in the last 6 months. That means while family 
caregivers with lower educational status tend to use services less frequently when 
they perceive a lower subjective burden, caregivers with higher educational status 
use services more frequently even if they perceive the same burden of care as less-
educated caregivers. For this group, we find a median score of 13 service units, the 
lower quartile beginning with 6 service units and the upper quartile ranging to 85 
service units.

Group 3: High-Burdened Caregivers (Node 5) Subjectively perceived high burden 
of care (node 1, p < 0.001) is a strong, significant predictor of the intensity of service 
utilization, independent of all other variables included in our model. That means 
that no other variable had a more significant impact to explain a high frequency of 
service utilization, i.e., the tree algorithm did not find any more significant interac-
tions between negative impact and intensity of service utilization. This group (node 
5, n = 195) with an average of 60 “service units” that have been used in the last 6 
months is simply characterized by a high subjectively perceived burden of care. The 
boxplot shows a median score of 26 service units, with the lower and upper quartile 
ranging from 6 to 8 service units.

Summary To summarize, higher educational status of family caregivers and/or high 
perceived burden of care (negative impact) predict higher frequency of service utili-
zation. Less-educated family caregivers with a lower negative impact tend to utilize 
services less frequently.

Factors Influencing the Number of Different Services Used

This tree-based model6 reveals a structure of factors that influence the number of 
different services used to relieve the burden on family caregivers. The algorithm 
found seven different types of service utilization (see Fig. 10.4), which are de-
scribed in detail below.

6 Including the same variables as in the first model as independent variables and number of diffe-
rent services utilized as a dependent variable.

D. Lüdecke et al.
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Service Utilization for Slightly Dependent or Physically Independent Elderly

Group 1: Slight Dependency (Node 8) First of all, the dependency (node 1, p < 0.001) 
of the care recipient has the strongest influence on service utilization. The perfor-
med split divides the sample into a group of family caregivers who care for elderly 
persons with a low dependency score (dependency score less than 4 (range from 
0 to 17)) and another group of those who care for elderly with a moderate or high 
score (dependency score at least 4). If the elderly person is slightly dependent, the 
dependency (node 2, p < 0.001) again predicts the service utilization. At a depen-
dency value of exactly 3 (which means the elderly are slightly dependent), we found 
a group (node 8, n = 81) that we may call “slight dependency” with an average of 0.9 
utilized services. The resulting boxplot for this group shows a median score of 1 and 
the lower and upper quartile ranging from 0 to 1 utilized service. According to our 
results, only the characteristic “slight dependency” of the cared-for persons predicts 
service utilization for this group, independent from other (socioeconomic) variables.

Group 2: Married Older Caregivers in Need of Support (Node 4) If the elderly 
person is (almost) physically independent, the relationship between the family care-
giver and care recipient (node 3, p < 0.001) influences service utilization. Caregivers 
and care recipients who are married or have live-in partners (node 4, n = 31) utilize 
an average of 1.2 services, even though the cared-for person is (almost) physically 
independent. The boxplot shows a median score of 1 and the lower and upper quar-
tile range from 0 to 2 utilized services. This shows that especially older family care-
givers are using support services even if the care dependency is comparatively low.

Groups 3 and 4: Relatives Caring for Physically Independent or Slightly Dependent 
Elderly (Nodes 6 and 7) If the family caregivers are relatives other than spouses or 
partners, services were only utilized when the care recipient was slightly dependent 
(node 7, n = 193, with an average service utilization of 0.5 services). The boxplot 
for this group shows a median score of 0 and the lower and upper quartile ranging 
from 0 to 1 utilized service.

If the elderly person is physically independent, family caregivers other than spouses 
or partners have an average utilization of 0.2 services (node 6, n = 85). According to 
the boxplot for this group, the median as well as the lower and upper quartile are 0.

Summary To summarize, we found an interaction between dependency and the 
relationship between family caregiver and care recipient in terms of service utiliza-
tion in those cases where the care recipients are only slightly (physically) dependent 
or even not at all.

Service Utilization for Moderately or Highly Dependent Elderly

Group 5: Higher Educated Family Caregivers (Node 13) If the elderly person is 
moderately or severely dependent, the educational status of the family caregiver 
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(node 9, p < 0.001) is the strongest predictor of service utilization. If the caregivers 
are higher educated, we find an average of 2 utilized services (node 13, n = 94), 
independent from the subjectively perceived burden as measured with the negative 
impact scale of the COPE Index.7 The boxplot shows a median score of 2, with the 
lower and upper quartiles ranging from 1 to 3 used services.

Groups 6 and 7: Less-Educated Family Caregivers with Low and High Subjectively 
Perceived Burden of Care (Nodes 11 and 12) Only when the family caregiver is 
less educated (node 9, p < 0.001) is the negative impact of care (node 10, p < 0.017) 
a relevant predictor of service utilization. Less-educated family caregivers who care 
for moderately or severely dependent elderly persons tend to use fewer services 
when they feel less burdened by the care work (node 11, n = 296). On average, this 
group uses about 1.1 services, while the median score is 1 and the lower and upper 
quartiles range from 0 to 2.

Service utilization increases when less-educated family caregivers perceive a high 
subjective burden of care (node 12, n = 128). In this case, the average amount of 
utilized services is about 1.6, the median score for this group is 1, and the lower and 
upper quartiles range from 1 to 2 services.

Summary In case of moderate or severe dependency of care recipients, we found 
interactions between higher dependency and higher education as predictors for ser-
vice utilization, independent of whether the higher educated caregivers perceive 
a higher or lower burden of care. The negative impact only interacts with lower 
education: moderate or severe dependency, combined with lower education status, 
leads to increased service utilization if the perceived burden is higher.

Discussion

We have chosen the partition-tree algorithm because this method—compared to tra-
ditional analytical methods—facilitates the presentation of highly dimensional data 
and allows direct interpretation. Furthermore, missing values could be integrated 
in the analysis instead of using complex multiple imputation algorithms. The tree 
algorithm allows “the construction of interpretable tree structures not suffering a 
systematic tendency towards covariates with many possible splits or many missing 
values” (Hothorn et al. 2006b) and thus “is applicable to any kind of data—whether 
it does or does not contain missing values” (Hapfelmeier et al. 2012).

The utilization of support services aimed directly at family caregivers is very 
low. According to Brodaty et al. (2005), this is true even if the caregiver is aware 

7 As a reminder: If there were an interaction between higher educational level, (higher or lower) 
subjectively perceived burden of care and service utilization, the covariate “negative impact” 
would have been significant and split the tree path from node 9 to 13 into two more subgroups. 
Thus, we can assume that services are utilized by higher educated caregivers, regardless of the 
negative impact of care.
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of the services. Including certain services not only aimed primarily at those in need 
of care but also often served as a source of relief for family caregivers slightly in-
creased the percentage of caregivers using support services.

Among socioeconomic characteristics, we mainly found need and predisposing 
factors, as defined by the Andersen model, as predictors for service utilization.

Looking at the number of service units used, only two factors were relevant 
to explain service utilization. The higher educational status of family caregivers 
(predisposing factor) and/or the high perceived burden of care (negative impact, 
need factor) are predictors of a higher frequency of service utilization.

Regarding the number of different services used, a more differentiated picture is 
revealed. In case of lower dependency of the cared-for person, service utilization is 
very low. However, there seems to be an interaction between dependency and the 
relationship between family caregiver and care recipient in terms of service utiliza-
tion. In cases where the care recipients and caregivers are married or live-in partners 
(which is associated with a higher age of the caregivers), services are used indepen-
dently of whether the cared-for persons are only slightly (physically) dependent or 
even not at all dependent. This might indicate that elderly family caregivers have 
trouble managing the care due to their own age-related deterioration of physical 
health even if the frail, cared-for person is almost independent. Thus, older family 
caregivers can be seen as a vulnerable subgroup among family caregivers, with 
special needs for assistance and support (Bolin et al. 2008; Lee 2011; Shahly et al. 
2012; Taggart et al. 2012).

In case of moderate or severe dependency of care recipients, interactions have 
been found between higher dependency and higher education as predictors for ser-
vice utilization. Higher educated caregivers tend to use more services even when 
their perceived burden of care is low, while family caregivers with lower educa-
tional level only seem to use services in case of higher perceived burden of care. 
Thus, the negative impact only interacts with lower education: moderate or severe 
dependency combined with lower education status leads to increased service utili-
zation if the perceived burden is higher.

In addition to older caregivers, less-educated caregivers are a vulnerable group. 
According to the education level of family caregivers, it seems that better educated 
caregivers can more easily access services due to better information about available 
help, for instance, how or where to find and access the necessary services or how 
to manage bureaucratic barriers when applying for such help (Chiu and Eysen-
bach 2011; Lamura et al. 2006). Another explanation is the high costs of services 
(Lamura et al. 2006), which can be seen as a barrier for service utilization by lower 
educated family caregivers. Taking opportunity costs into account (Carmichael and 
Charles 2003; Heitmueller and Inglis 2007), higher educated people are more likely 
to occupy well-paid jobs and prefer to pay for services instead of reducing career 
advancements.

To summarize, four important factors mainly impact service utilization:

• Need factors: dependency of elderly person and negative impact
• Predisposing factor: educational level of family caregiver and (high) age of fam-

ily caregiver (or relationship)

D. Lüdecke et al.
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Policymakers can particularly address predisposing factors to support informal care 
structures. Among less-educated family caregivers, increased service utilization is 
likely when available information and support services are more easily accessible. 
In addition, not only the availability of support services but also their advantages 
and benefits for the affected caregivers must be emphasized to increase the motiva-
tion for service utilization.
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Introduction

Dementia is one of the most common and serious disorders in the elderly and is a 
main cause for institutionalization (Aguero-Torres et al. 2001). Most elderly people 
would like to live with their families for as long as possible (Goldsmith 1996), but 
patients with progressive dementia may require institutional care because providing 
care at home can present a heavy physical and mental burden for family caregivers 
(Sörensen et al. 2006).

The authors belong to the “Working Group on Dementia Health Services Research.”
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In a review of 42 international studies, Luppa et al. (2008) used the behavioral 
model by Andersen (Andersen and Davidson 2001) to predict institutionalization 
of dementia patients and arrived at various results. For instance, higher age of the 
dementia patient and of the family caregiver increase the probability of institution-
alization or reduce the time to institutionalization. In addition, advanced dementia 
is directly linked to the probability of institutionalization.

Regarding the health services available to community-dwelling patients, the fol-
lowing questions arise: What are the predictors of the utilization of care and support 
services by dementia patients and their family caregivers? What are the predictors 
of the utilization of non-pharmacological therapies (NPTs)? How does the utiliza-
tion of health insurance and long-term care insurance (LTCI) benefits differ by the 
stage of dementia? We conducted two studies to answer these questions. Applying 
the model by Andersen (2001), this chapter presents the results of these studies

• Regarding the utilization of care services for the patient as well as caregiver 
support services

• Regarding the patients’ utilization of NPTs as well as the utilization of health 
insurance and long-term care insurance benefits depending on the stage of de-
mentia

Utilization of Care Services and Caregiver Support 
Services

The study presented below investigated significant predictors of utilization of care 
and support services by German family caregivers and community-dwelling de-
mentia patients. In addition, we created a general overview of the data on ten care 
and support services as regards awareness, utilization, need, and accessibility.

Care and Support Services Available to Patients and Their Family 
Caregivers

Professional Home Care

Professional home care involves professional nursing staff visiting the patient at 
home to provide care services (Zhu and Sano 2006). In Germany, these services 
can be billed through the LTCI if the patient has been assigned to a Care Level1. 

1 Care levels are composed according to § 15 as follows: Definite care dependent are in need for 
help at least once daily in two care areas and more than once a week for home help (Care Level 1); 
Strong care dependent (Care Level 2) are in need for help at least three times a day for different 
times in at least two care areas and more than once a week for home help;  Very strong care de-
pendent (Care Level 3) are in need for help around the clock (including at night) and more than 
once a week for home help; 
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Pursuant to § 36 (SGB XI), nursing services are provided to community-dwelling, 
care-dependent patients in the form of nursing benefits-in-kind.

The nursing benefits-in-kind cover the expenses for general care and home help. 
Home care services are one of the best known and most commonly utilized services 
to support family caregivers in Germany.

Short-Term Institutional Care

Short-term institutional care provides temporary inpatient care to patients who re-
quire assistance in activities of daily living and are normally cared for at home by 
family caregivers. Section 42 (SGB XI) provides that care-dependent people are 
entitled to short-term institutional care in the event that home care is temporarily 
unavailable, not yet provided, or not provided to the required extent. Further, the 
combination of home care and semi-inpatient care (during the day or night) must be 
insufficient. Short-term institutional care is provided on an inpatient basis.

Furthermore, § 39 (SGB XI) provides that patients are entitled to short-term 
institutional care if the caregiver is temporarily impeded due to illness, vacation, or 
for other reasons; the patient then becomes entitled to respite care. For each calen-
dar year, respite care is limited to a maximum of 4 weeks (28 days). Since January 
1, 2012, the maximum benefit amount is EUR 1,550. Pursuant to § 39 sentence 2 
(SGB XI), respite care can only be claimed if the family caregiver has provided 
care to the care-dependent person in the patient’s home environment for at least 6 
months before the initial utilization of this benefit.

Adult Day Care

In adult day care, patients are placed in a group with other dementia patients and re-
ceive care from professional care providers (typically trained nurses) at an external 
facility for up to 8 h per day. Most patients are picked up and dropped off at home 
by a transport service. Therapeutic services are not necessarily included in day care. 
NPT, such as training of specific skills, can be offered on a voluntary basis. Medical 
care by a physician is not part of this service. This is a semi-inpatient service to sup-
plement home care. Costs are covered by the social LTCI if the patient is considered 
care-dependent. § 41 (SGB XI) sets out the entitlement of care-dependent people 
to day care or night care. The entitlement is unlimited in time and can be claimed if 
home care cannot be ensured to an adequate extent or if the service is necessary to 
supplement or support home care.
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Day Hospitals

Like adult day care, day hospitals offer group care to patients for several hours 
during the daytime. However, day hospitals also offer pharmacological therapy 
and NPT through a team of various health professionals under medical supervi-
sion. In addition to therapeutic interventions, diagnostic procedures are regularly 
performed (Jolley et al. 2006; Schunk and Steinwachs 2003; Woods et al. 2005). 
The legal bases for the entitlement to day hospital benefits are the same as those 
for adult day care. Day hospitals are also considered semi-inpatient services, and 
patients are entitled to these services if they are care-dependent and home care can-
not be ensured to an adequate extent or if this service is necessary to supplement 
or support home care.

Care Groups

Care groups are a low-threshold service and provide temporary, hourly relief to 
family caregivers. In these small groups, dementia patients receive care outside of 
their homes on an hourly basis (Jost et al. 2006; Krauß 2006). The family caregiver 
must independently organize or provide transport to the care group. These services 
are typically offered once weekly for 2–3 h. While the patients are attending the 
group, family caregivers can choose to exchange experiences with other caregivers 
in a parallel caregiver group. Such services are typically offered by associations, 
community consulting centers, and self-help organizations. The Nursing Care Re-
form Act [Pflege-Weiterentwicklungsgesetz] that came into effect in 2008 envisions 
a further expansion of such “low threshold” services.

Caregiver Counseling

Classic caregiver counseling is offered at counseling centers that family caregiv-
ers visit. In contrast, actively approaching (outreach) counseling is provided at the 
caregiver’s home upon request, or meetings can take place at a neutral location. In 
addition, telephone counseling is offered by groups such as self-help organizations, 
and advice is also available on Internet forums, and on information pages of min-
istries of health or their associations, and self-help organizations. Classic caregiver 
counseling at counseling centers supplies information and offers interventions to 
strengthen mental and material resources. Caregiver counseling thereby provides 
tangible as well as informational and emotional components of social support (Gal-
lagher-Thompson and Coon 2007; Selwood et al. 2007). Pursuant to § 45a (SGB 
XI), “low threshold” services also include agencies that arrange contacts between 
care services and care-dependent people. Caregiver counseling centers are consid-
ered as such agencies and are therefore considered “low threshold” services.

C. Donath et al.
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Support Groups for Dementia Caregivers

In support groups for dementia caregivers, family caregivers attend meetings led by 
an experienced caregiver (peer-led self-help group) or a professional (professional-
led caregiver support group).

Pursuant to § 45d (SGB XI), self-help groups are “voluntary, neutral, indepen-
dent, not-for-profit associations of individuals.” In support groups for dementia 
caregivers, caregivers who provide home care to a significantly care-dependent 
person meet to exchange experiences. These groups serve to discuss burdens and 
problems and offer tangible support (information, “tips”) as well as emotional sup-
port. Support groups are considered “low threshold” services.

Home Help

This support service helps care-dependent patients to maintain their own house-
keeping (e.g., cleaning, shopping, and food preparation). Home help can be en-
sured through in-kind services provided by a nursing care service § 36 (SGB XI) or 
through a nursing care allowance § 37 (SGB XI). According to § 36 (SGB XI), care-
dependent patients who receive home care are entitled to general care and home 
help as benefits-in-kind. These services are provided by qualified care providers. 
This staff is employed by the long-term care insurance or by professional home care 
services with which the long-term care insurance has entered into a health service 
agreement. Hence, home help is a form of direct relief for family caregivers.

Caregiver Skill Training

Pursuant to § 45 (SGB XI), caregiver skill training aims to promote the involvement 
in care provision, facilitate care and assistance, and reduce the care-related physical 
and mental burden. In caregiver skill training, professional nurses teach family care-
givers the skills and abilities needed to perform care-giving tasks and to specifically 
interact with dementia patients and handle symptoms (cognitive decline, behavioral 
disorders, and associated affective symptoms) (Bower et al. 2002). Pursuant to § 45 
(SGB XI), caregiver skill training is free of charge, and family caregivers can apply 
to the LTCI to receive this benefit. LTCIs may offer the classes independently or 
in cooperation with other LTCIs or contract them out to other suitable institutions.

Voluntary Help

Voluntary help is an hourly relief service for the family caregiver at the patient’s 
home. The voluntary help is a “low-threshold” service that is financed through the 
social LTCI and provided by volunteers. The volunteers must be trained to offer this 
service, but training courses vary by federal state [Bundesland]. They range from 

11 Health Services Utilization by Community-Dwelling Dementia Patients ...



198

short introductions that last a few hours to 40-h training programs that particularly 
cover handling dementia-specific behaviors and offering suitable activities. In most 
cases, the trained volunteers visit the patients once a week for 2–3 h. During this 
time, family caregivers can pursue their own interests or take care of other tasks.

The volunteers are predominantly middle-aged women. In about one-third of 
cases, they have some previous experience with dementia patients and wish to pro-
vide a meaningful social service (Gräßel and Schirmer 2006).

Methods

Design and Execution

The results presented in Chap. 2 summarize a study conducted on the basis of a 
written, anonymous survey of family caregivers of community-dwelling dementia 
patients (Donath et al. 2009a; Donath et al. 2009b; Donath et al. 2011; Donath et al. 
2009c; Graessel et al. 2011; Gräßel et al. 2010a; Gräßel et al. 2010b; Gräßel et al. 
2009; Gräßel et al. 2010c). The study on the care of dementia patients focused on 
a total of ten “low threshold” outpatient and semi-inpatient services plus one tem-
porary inpatient service. In addition to exploring quality features that such services 
should offer from the family caregivers’ perspective, the study aimed to determine 
the awareness of and subjective need for individual services. The study was con-
ducted in the form of a survey questionnaire in four German regions: in Erlangen and 
the district of Erlangen-Höchstadt (south), in Dortmund and surroundings (west), in 
the city and district of Kassel (north–central), and in the state of Brandenburg, par-
ticularly the area around Potsdam (north–east). The study was cross-sectional. The 
survey documents were distributed through the Medical Service of the Health In-
surance (Medizinischer Dienst der Krankenkassen (MDK)), the regional Alzheimer 
societies, caregiver counseling centers, and professional home care services. A total 
of 2,000 questionnaires were distributed, and 404 were returned.

The survey documents consisted of a letter, the questionnaire, a return envelope, 
and an information brochure. The enclosed letter discussed the aim of the survey, 
the four researcher groups, the financial support by the German Alzheimer Society, 
the free return envelope, and the anonymous nature of the survey and analyses. 
Before conducting the survey, we estimated a response rate of 20 %. We there-
fore distributed a total of 500 forms in each study region to meet our goal of 100 
completed questionnaires per region. The recruitment period was set to 6 months. 
The estimated response rate was based on previous surveys of family caregivers 
of dementia patients, which achieved a response rate of 25 % (Gräßel 1998). The 
survey and the study aimed to reach family caregivers without experience with 
the services (“nonusers”) as well as caregivers who have already utilized support 
services (“users”). We intended to distribute the questionnaire to 200 “nonusers” 
and 300 “users.” Nonusers were to be reached through the MDK. The MDK staff 
was asked to distribute the survey documents during the initial review (for social 
LTCI purposes). According to German law, the initial review by the social LTCI is 
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conducted when the patient first applies to be assigned to a Care Level and hence 
to receive insurance benefits in the form of monetary benefits or benefits-in-kind. 
With this approach, we planned to reach family caregivers of dementia patients in 
an early stage of disease. The assumption was that most of these caregivers had not 
yet utilized any relief services. The MDK staff was requested to give the survey 
documents to family caregivers and ask them to participate if one of the nursing 
care diagnoses in the MDK review was “dementia.”

We aimed to reach the 300 “users” in each region through the offices of the 
regional Alzheimer societies, caregiver counseling centers, and professional home 
care services. The involved institutions distributed the questionnaires, including the 
letter and brochure. With this recruitment method, the dementia patients were more 
likely to have suffered from the disease for an extended time period, and the family 
caregivers were more likely to have had some experience with various relief and 
support services.

Of the total 2000 distributed questionnaires, N  =  404 were returned, which 
equals to a national response rate of 20 %, as expected. The response rate varied by 
region as follows: N  = 152 (of 500) for the Brandenburg region (30 %); N  =  87 (of 
500) for the Dortmund region (17 %); N  =  83 (of 500) for the Kassel region (17 %); 
and N  =  82 (of 500) for the Erlangen region (16 %).

Sample Characteristics

On average, the surveyed family caregivers were 61.3 years old (standard devia-
tion 11.9). About three-fourths of them (73 %) were women. Nearly half (48 %) 
had completed 9 years of education, and about one-fifth (21 %) had finished 12 
years of schooling. Slightly more than one-fourth (29 %) of family caregivers were 
still employed, and 75 % lived together with the patient. Nearly half (44 %) of the 
participants lived in large cities with at least 100,000 inhabitants. Among the family 
caregivers, about half (48.9 %) were the patient’s child and almost half (44 %) were 
the patient’s spouse. Two-thirds (65 %) of the respondents were supported by oth-
ers in care provision. The patients who received care from family caregivers were 
mostly women (64 %) and on average 78.8 years old (standard deviation 9.1). On 
average, 5.1 net hours of care were required (standard deviation 4.7), and the mean 
time since diagnosis was 50.8 months (standard deviation 39.4).

Instruments and Statistical Analyses

The nine-page questionnaire was piloted with family caregivers to test the compre-
hensibility and acceptability of questions.

The questionnaire collected the socio-demographic data of the family caregiv-
ers and the dementia patients as well as characteristic data on the care situation, 
such as the time required for care activities per day (in hours). Thereafter, a total of 
ten support services were briefly described (to enable respondents unfamiliar with 
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the service to answer further questions). Questions on the utilization of specific 
services followed. The questions “Are you aware of the service?” and “Do you use 
the service?” were to be answered dichotomously (yes/no). A 5-point Likert scale 
was used to measure the caregivers’ perceived need for the respective service in 
their specific care situation (from 0 = “I don’t need it” to 4 = “I need it urgently”), 
with the additional note “regardless of whether you were previously aware of the 
service or have previously used it.” The accessibility of the service was assessed 
using three categories such as “don’t know,” “not easily accessible to me,” and 
“accessible to me.” Finally, we asked the following open question: “Regardless of 
whether you have already used the service, what would you personally expect from 
a good “service?”” The term “service” was then replaced by one of the ten care and 
support services. The below summary of results does not include an analyses of the 
open question.

Quantitative data are available for 97 % of respondents. To determine which 
variables predict the utilization of the respective service, we conducted ten service-
specific binary logistic regression analyses with utilization/nonutilization as the 
dependent variable. Before conducting the regression analyses, a multicollinearity 
analysis was performed. Its goal was to reduce highly correlated variables to sim-
plify the model. We decided to exclude variables at a mean correlation of r = 0.4 and 
above. Following an analysis of associations between the respective variables, the 
expert panel excluded specific variables such as degree of kinship, living together in 
one household, employment status of the family caregiver, and care level. For some 
of the ten services, accessibility was also highly correlated with other variables. 
Details are presented in the results tables below.

The methods used in this study have already been described elsewhere since 
individual results of the study have been previously published (Donath et al. 2009a; 
Donath et al. 2009b; Donath et al. 2011; Donath et al. 2009c; Graessel et al. 2011; 
Gräßel et al. 2010a; Gräßel et al. 2010b; Gräßel et al. 2009; Gräßel et al. 2010c).

Results

The above study reveals that family caregivers’ awareness of professional home 
care services is very high, with 84 % of respondents knowing about them (Graessel 
et al. 2011). About half (47 %) of the respondents actually use this service (Graessel 
et al. 2011). The subjective need assessment for professional home care shows that 
about two-fifths (41 %) of responding family caregivers need professional home 
care very urgently (21 %) or urgently (20 %), while nearly one-fifth (22 %) state that 
they do not need or hardly ever need (16 %) it.

In our study, the utilization rate of short-term institutional care was 27 % (Do-
nath et al. 2009c). With 76 % of family caregivers knowing about it, the awareness 
of this service is very high in Germany (Donath et al. 2009c). In part, this may be 
due to the financial support of this service by the LTCI for patients assigned to a 
care level. In the subjective need assessment of this service, two-thirds of German 
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family caregivers subjectively need short-term institutional care urgently (26 %) or 
very urgently (23 %) (Donath et al. 2009c).

Our study shows a 32 % utilization rate of adult day care (Donath et al. 2011). 
Seventy-eight percent of family caregiver reported being aware of the service. Few-
er than half of family caregivers of dementia patients (42 %) reported urgently or 
very urgently needing this service (Donath et al. 2011).

In Germany, the utilization rate of day hospitals is 8 % (Donath et al. 2009a). 
One factor for the low utilization is certainly the comparatively low awareness of 
the service, with only 46 % of family caregivers knowing about it (Donath et al. 
2009a). In addition, day hospitals may not be sufficiently accessible in every re-
gion—particularly in rural areas—as they are typically linked to large, specialized 
treatment centers. Nevertheless, more than half (53 %) of the family caregivers need 
support through a day hospital very urgently (24 %) or urgently (29 %) (Donath 
et al. 2009a).

In Germany, 12 % of family caregivers of dementia patients utilize care groups 
(Gräßel et al. 2009). Certainly, this low utilization level is in part the result of low 
awareness. Fewer than half (43 %) of the respondents knew about this service at 
all (Gräßel et al. 2009). On the basis of this relatively low awareness, the family 
caregivers’ responses regarding the subjective need for the service (all respondents) 
make sense: About one-fourth (26 %) of caregivers report needing a care group very 
urgently (10 %) or urgently (16 %), while more than half of respondents state that 
they do not need (33 %) or hardly ever need (20 %) care groups (Gräßel et al. 2009).

Caregiver counseling is a relief service for family caregivers. With 59 % of re-
spondents knowing about it, the awareness of caregiver counseling is relatively high 
(Gräßel et al. 2010b). Caregiver counseling is used by more than one-third (39 %) of 
the respondents (Gräßel et al. 2010b). An assessment of the perceived need for this 
service reveals that more than one-third (40 %) of responding caregivers need this 
form of counseling very urgently (10 %) or urgently (29 %) (Gräßel et al. 2010b).

Family caregivers’ awareness of support groups for dementia caregivers is high, 
with 70 % of respondents knowing about them (Gräßel et al. 2010c). Slightly fewer 
than half (42 %) of respondents used the service (Gräßel et al. 2010c). About one-
third (30 %) of responding family caregivers subjectively need this service very 
urgently (11 %) or urgently (19 %) (Gräßel et al. 2010c).

The surveyed respondents are less aware of home help, with only 52 % of respon-
dents knowing about the service (Graessel et al. 2011). About one-fifth of respon-
dents (19 %) use the service, and about one-fourth (27 %) need it urgently or very 
urgently (Graessel et al. 2011).

The awareness of caregiver skill training is relatively low, with 43 % of family 
caregivers knowing about it (Donath et al. 2009b). Only 13 % use caregiver skill 
training (Donath et al. 2009b). In our study, 15 % of family caregivers report need-
ing caregiver skill training urgently, and 6 % need it very urgently (Donath et al. 
2009b).

In our study, 52 % of respondents knew about voluntary help and 18 % use it 
(Gräßel et al. 2010a). The survey shows that almost one-third (30 %) of respondents 
very urgently (12 %) or urgently (18 %) need this service (Gräßel et al. 2010a).

11 Health Services Utilization by Community-Dwelling Dementia Patients ...



202

Predictors of Service Utilization

The Andersen model (2001) classifies the predictors for the utilization of health-
care services into three categories: predisposing factors, enabling factors, and need 
factors (subjective and objective need). A study by Toseland (2002) showed that 
predisposing factors and enabling factors more strongly predict utilization than do 
need factors. However, this study suffered from two limitations in terms of the 
predictability of service utilization by family caregivers of dementia patients: (1) 
Toseland’s sample was not dementia-specific and (2) the analyses were not service-
specific but were analyzed collectively as “community offers” and “health service 
offers.”

Therefore, this study examines the utilization of specific services. It aims to 
clarify which of the three types of factors from the Andersen model is predictive of 
utilization. In addition, we wanted to determine whether the importance of the three 
factors varies among services.

Regardless of the type of service, all regression analyses confirm the importance 
of the need factor, specifically the subjective conviction of the caregiver that a ser-
vice is needed (perceived need) (see Tables 11.1 and 11.2). This is the strongest 
predictor for the utilization of a service. The only significant enabling factor, ap-
plicable to these services, is service accessibility in the sense that family caregivers 
who do not know about the accessibility of the nearest short-term institutional care 
(or adult day care) use this service significantly less frequently (or tend to use it 
less frequently). Similarly, family caregivers who know nothing about the acces-
sibility of the nearest caregiver counseling service use this service significantly less 
frequently. Among predisposing factors, two variables are particularly significant 
predictors of utilization: age of the patient and caregiver and the latter’s educational 
level. The family caregiver’s age predicts utilization of professional home care and 
adult day care, with higher age being associated with more frequent utilization. This 
association is also found between patient age and the utilization of professional 
home care. The same relationship exists for two other care-related services: higher 
patient age predicts the utilization of “home help” and “caregiver skill training.” 
This association with advanced age may be caused by the growing acceptance of 
external assistance through specific nursing services as a result of the patient’s in-
creasing frailty and comorbidities.

For care groups and caregiver skill training, utilization levels are influenced by 
the education level of the family caregiver, as family caregivers with a low educa-
tional level tend to use this service more frequently for themselves or the patient 
than relatives with a higher education level. In general, however, predisposing fac-
tors are not as highly predictive and not as consistently predictive for all services as 
are need factors (need for a service).
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Discussion and Conclusions About the Utilization of Care 
Services, Relief Services, and Support Services

Our results (Graessel et al. 2011) agree with other studies (dello Buono et al. 1999; 
Roelands et al. 2008; Toseland et al. 1999) that report a relatively high awareness of 
professional home care, at 69 % and 92 % of respondents. According to international 
studies, the utilization level of professional home care is between 23 and 47 % (Bro-
daty et al. 2005; Lamura et al. 2006; Philip and Ghosh 1992; Toseland et al. 1999), 
levels that are equal to or lower than in our study (Graessel et al. 2011). It is likely 
that cost coverage, which varies internationally as a result of different insurance 
systems, is a significant influencing factor and in part explains differences between 
countries. Subjective need is much higher in our study than in US studies, with Tose-
land (1999) reporting 9 % and Brodaty et al. reporting (2005) 8 %. However, the 
percentage of family caregivers who state that they do not need professional home 
care is also higher in our study than in the literature (15 %) (dello Buono et al. 1999).

The utilization level of short-term institutional care ranges from 3 to 26 % in 
international studies (Gräßel 1997; Lamura et al. 2006; Philip and Ghosh 1992; 
Toseland et al. 1999; van Exel et al. 2006); the higher value corresponds to the 
results found in our study (Donath et al. 2009c). Awareness levels reported in the 
international literature vary greatly, with results ranging from 7 to 90 % (Roelands 
et al. 2008; Toseland et al. 1999; van Exel et al. 2006). The perceived need for this 
service is considerably higher in our study than the 8 % reported by Toseland (US) 
(Toseland et al. 1999) and higher than the 13 % reported by van Exel (Netherlands) 
(van Exel et al. 2006).

Internationally, awareness and knowledge about adult day care range between 
33 and 94 % (dello Buono et al. 1999; Roelands et al. 2008; Toseland et al. 1999; 
van Exel et al. 2006). Our results were in the middle of this range (Donath et al. 
2011). Adult day care utilization rates are reported as between 4 and 61 % in interna-
tional studies (Kosloski and Montgomery 1993; Lamura et al. 2006; Toseland et al. 
1999; van Exel et al. 2006). However, not all of these rates are dementia-specific. 
The utilization rate found in our study is in the middle of this range (Donath et al. 
2011). However, particularly in Europe, relatively low utilization rates (4 %) can be 
assumed.(Lamura et al. 2006). Compared to our study (Donath et al. 2011), a much 
lower need for day care is reported internationally, at 10 % in the USA and 19 % in 
the Netherlands (Toseland et al. 1999; van Exel et al. 2006).

The day hospital utilization rate in our study (Donath et al. 2009a) is similar to 
the rates in international studies, which are reported as only between 3  and 18 % 
(Chow et al. 2000; dello Buono et al. 1999; Toseland et al. 1999). Older US studies 
(1999) report an awareness rate of 71 %, which is much above the rate found in our 
study (Donath et al. 2009a). However, this difference could result from insufficient 
differentiation between the terms “day care” and “day hospital,” which are separate 
concepts in Germany but are not always differentiated as clearly internationally. 
The perceived need for day hospitals distinctly differs as well. Only 3 % of family 
caregivers answer affirmatively in the US study by Toseland et al. (1999), whereas 
our study found a much higher percentage (Donath et al. 2009a).

11 Health Services Utilization by Community-Dwelling Dementia Patients ...



206

According to North American data, the average utilization rate of care groups is 
only 5 % (Chow et al. 2000; Toseland et al. 1999), lower than in our study (Gräßel 
et al. 2009). Our results for the awareness of the service were comparable to the 
50 % in the Toseland study (1999). The percentage of family caregivers who “need” 
the service is much higher in our study (Gräßel et al. 2009) than the 11 % reported 
by a US study (Toseland et al. 1999).

The high awareness of caregiver counseling in our study (Gräßel et al. 2010b) is 
comparable with North American results (awareness rates of between 56 and 63 %) 
(Toseland et al. 1999). In Italy, awareness is much higher at 91 % (dello Buono 
et al. 1999). The results regarding the need for the service (Gräßel et al. 2010b) are 
comparable with the results of a study by Colantonio et al. (2001), where 40 % of 
respondents stated that they need professional caregiver counseling. However, the 
results reported by Toseland et al. (1999) are much lower (4–7 %). The utilization 
level in our study (Gräßel et al. 2010b) is higher or equal to utilization levels re-
ported from international studies, which range from 4 to 31 %. (Chow et al. 2000; 
dello Buono et al. 1999; Lamura et al. 2006; Toseland et al. 1999).

Family caregivers’ awareness of support groups for dementia caregivers is high 
(Gräßel et al. 2010c). The same was found by Toseland et al. (1999), at awareness 
levels of 59 %. In our study, almost half of the respondents used the service (Gräßel 
et al. 2010c). Other studies reported values of between 5 and 14 % (Chow et al. 
2000; Lamura et al. 2006; Toseland et al. 1999). As regards the perceived need 
for this service, our results (Gräßel et al. 2010c) are three times higher than those 
reported by Toseland (1999) at 9 % and about twice as high as those by Colantonio 
(2001) at 18 %.

Other studies report the awareness level for home help as between 27 % and 
55 % (Roelands et al. 2008; Toseland et al. 1999). Some of these values are higher 
and some lower than in our study (Graessel et al. 2011). The same is true in the 
comparison of utilization levels (Graessel et al. 2011). According to international 
studies, the utilization of home help ranges between 4 and 35 % (Brodaty et al. 
2005; Chow et al. 2000; dello Buono et al. 1999; Lamura et al. 2006; Toseland et al. 
1999). Regarding the need for the service, the results of Brodaty et al. (2005) were 
similar (23 %) to those in our study (Graessel et al. 2011). Toseland (1999) reports 
a much lower value at 9 %.

Our study (Donath et al. 2009b) supports the assumption that the utilization level 
of caregiver skill training is generally low (between 1 % and 24 %). The utilization 
rate is particularly low in Germany and Europe (2 % or 10 %) (Lamura et al. 2006; 
Toseland et al. 1999). Awareness rates are slightly higher in other studies. Toseland 
et al. (1999) report 58 % for “educational programs” and 49 % for “home modifica-
tion assistance.”

Awareness of voluntary help ranges between 53 % and 57 % in other studies 
(Toseland et al. 1999; van Exel et al. 2006), and these values are comparable with 
those found in our study (Gräßel et al. 2010a). However, the level of awareness 
was much lower (19 %) in Belgium (Cooke et al. 2001). According to interna-
tional studies, the utilization level of voluntary help ranges from 1 to 50 % (Chan 
2007; Kosloski and Montgomery 1993; Lamura et al. 2006; Toseland et al. 1999; 
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van Exel et al. 2006). For Germany and Europe, reported utilization rates are be-
tween 1 and 2 %, which is lower than in our study (Gräßel et al. 2010a).

In summary, the utilization of many of the care and support services for family 
caregivers is comparatively low. Even awareness of some services is relatively low 
in international comparison. Low awareness is a fundamental cause of relatively 
low utilization levels since only known services can be used. However, Brodaty 
et al. (2005) report low utilization of services by family caregivers even when these 
services are well known and even when the services are free of charge (Kosloski 
and Montgomery 1993). That means that other significant determinants of utiliza-
tion must exist. In our study, caregivers’ assessment of the need for the respective 
service (as in “I personally need it”) is a significant predictor of utilization for all 
support and care services.

As an apparently contradictory result, the study by Toseland et al. (2002) showed 
that this perceived “need” is not a significant predictor of utilization for the entire 
range of utilization of health and human services (Toseland et al. 2002). However, 
it must be borne in mind that this study did not differentiate between individual 
services but investigated collective categories of services. In fact, awareness-de-
pendent utilization is significantly moderated by perceived need if analyzing the 
utilization rates of individual services—as we did in our study. The findings by 
Monahan et al. (1992) and Burks et al. (1991) agree with the results of the regres-
sion analyses presented here. In both studies, family caregivers’ assessment of their 
personal need for the services (in this case support groups for dementia caregivers) 
was a significant predictor of utilization by these caregivers of dementia patients. In 
addition, the results of the regression analyses presented here agree with the find-
ings by Kosloski and Montgomery (1993) and Montoro-Rodriguez et al. (2003), 
who also identified perceived need (i.e., personal need for) a service as a significant 
predictor of utilization.

We can therefore draw the following practical conclusions: to increase the uti-
lization of care and support services, family caregivers should not only be made 
aware of the service or the available services, but also the advantages of using these 
services should be pointed out to them. In addition, every family caregiver should 
be informed about the location and accessibility of the nearest support services that 
are not provided at the patient’s home.

Utilization of Non-Pharmacological Therapie (NPTs) by 
Stage of Dementia; Utilization of Health Insurance and 
Long-Term Care Insurance Benefits by Stage of Dementia

The dementia care initiative in primary practice (IDA) study was conducted as a 
health services study to investigate the care situation of community-dwelling de-
mentia patients and their family caregivers. The research question was how train-
ing of general practitioners in guideline-compliant diagnostics and treatment and 
the recommendation of support services (support groups for dementia caregivers, 
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actively approaching caregiver counseling) affect the progression of disease, the 
burden on family caregivers, and their quality of life. In particular, we aimed to 
determine whether the described interventions can delay institutionalization and to 
assess the health economic effects of the study interventions. In addition, the IDA 
study data were used to create a comprehensive estimate of the cost of care for 
community-dwelling dementia patients.

Methods

IDA is a unique model project in Germany that aims to improve the quality of care 
of dementia patients and to relieve and support their family caregivers. The study 
was conducted in the region of Middle Franconia. All members of AOK Bavaria 
aged 65 or above were eligible to participate if they had a Mini Mental State Ex-
amination (MMSE) score of 10 through 24 and received a family member’s help 
in activities of daily living (Holle et al. 2009). Patients with severe dementia were 
excluded from the study. Figure 11.1 depicts the IDA study design. The study proto-
col has been previously published (Holle et al. 2009). Using a general practitioner-
based health services structure with pharmacological and non-pharmacological in-
terventions, the study offered a model with additional support for family caregivers 
and patients. Thanks to the active participation of 129 general practitioners, 390 pa-
tients with their family caregivers participated in the three-arm, cluster-randomized 
comparative study. Following initial training (in groups, from June 2005 through 
September 2006), the general practitioners of Group A provided evidence-based 

Data collection Study flow diagram

Training on dementia treatment

Training on dementia diagnostics

Randomization of GP practices

Patient recruitment

Physicians freely choose therapeutic approach

Study endpoint: death/patient institutionalization or study inclusion of 2 years

GP arranges support group 
for dementia caregivers

GP arranges support group for 
dementia caregivers

From the beginning of 
the study:GP arranges 
“actively approaching” 
caregiver counselingStarting in the 2nd year of 

the study: GP arranges 
“actively approaching” 
caregiver counseling

t0 : baseline documentation

t1 : interim examination
after 1 year

t2 : final examination
after 2 years

A B C

Fig. 11.1  IDA study design (with permission from Medizinisch Wissenschaftliche 
Verlagsgesellschaft)
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“usual care” in the 2-year observation period (from July 2005 to December 2008); 
general practitioners of Groups B and C additionally recommended participation 
in professional-led support groups for dementia caregivers. In Group C, physicians 
could additionally offer actively approaching caregiver counseling by a trained 
nurse (IDA counselor) starting in the first year. In Group B, this service was avail-
able starting in the second year of the study. For this purpose, the project hired four 
counselors who kept in regular contact with the primary caregivers and visited the 
patients and family caregivers in their home environment. The goal was to offer 
advice and to support the family caregivers in their daily (care-related) tasks on the 
basis of case and care management.

The study primarily aimed to determine whether actively approaching caregiver 
counseling can delay permanent institutionalization. So far, the IDA study has been 
unable to demonstrate statistically significant differences in effect between usual 
medical care and care plus counseling and support services as regards institution-
alization (Menn et al. 2012). The key results of the study and a detailed description 
and process evaluation of the intervention have been published (Donath et al. 2010; 
Grossfeld-Schmitz et al. 2010).

Using a dichotomous scaled item (yes/no), respondents were asked at the start of 
the study (T0) whether the patient receives non-pharmacological treatment. If yes, 
the survey asked about the type of therapy. In addition to the patient description, 
the general practitioner recorded the MMST, DemTect (another dementia screening 
method), mental and behavioral disorders, ICD10 comorbidities, type of dementia, 
and the patient’s age and sex. The mean patient age was 80.3 (SD = 6.8), and 68 % 
of the patients were women. The mean MMST score was 19 (SD = 3.8). Among 
the patients, 65 % suffered from mild dementia (MMST score of 18–24), and 35 % 
from moderate dementia (MMST score of 10–17). The mean DemTect score was 
5.9 (SD = 3.6) (values ≤  8 are classified as suspected dementia). The diagnosis was 
Alzheimer disease in 37 % of the cases, vascular dementia in 27 %, and mixed type 
in 5 %. In 30 % of patients, “unspecified dementia” was reported. In total, 69 % 
of patients exhibited mental or behavioral disorders. Some 95 % of patients suf-
fered from additional diseases (ICD diagnoses). The most common comorbidity 
was hypertension (56 %), followed by diabetes mellitus (40 %), and ischemic heart 
disease (23 %). The average age of the patients’ family caregivers was 59.4 years 
(SD = 13.4), three-fourths were women, and one-third were patients’ spouses. Two-
thirds of family caregivers (65 %) held a degree from a lower secondary school, and 
about one-third were employed.

The IDA study further aimed to document the service utilization of study partici-
pants in the various service sectors as well as the associated costs.

The latter analyses were based on health insurance data of the study participants, 
which were available for the entire intervention period. Since the IDA study focused 
on the living conditions of community-dwelling dementia patients, it only took into 
account services that were provided before the endpoint (death or institutionaliza-
tion). Seven subjects withdrew their consent and were excluded from the analyses, 
so that the data from 383 dementia patients were analyzed.
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Results

Predictors of NPT Utilization

Community-dwelling dementia patients receive few NPT (see Table 11.3). Our data 
were collected before the start of the IDA project through a survey of the general 
practitioners. Occupational therapy and memory training, relatively specific treat-
ments of dementia symptoms, are only prescribed in 2 % of cases. In contrast, phys-
ical therapy, which is not dementia-specific, is the most common non-pharmacolog-
ical treatment for 8 % of cases, and it is prescribed significantly more frequently for 
patients with moderate dementia than for those with mild dementia. According to 
the Andersen model (2001), the diagnosis of mild or moderate dementia is among 
the ‘need category’ predictors (evaluated need, factors of objective need) of NPT 
utilization.

 Annual Utilization of Services by Stage of Dementia

To calculate an “IDA year,” the observed data were modified as follows:
First, the data were adjusted on an annual basis. For this purpose, the observed 

data were divided by the time spent in the home environment. For instance, the 
cumulative data of a study participant who still lived at home after 2 years were di-
vided by 2, while the data of a patient who moved to a nursing home after 6 months 
were divided by 0.5.

Then, patients were weighted by the percentage of time spent living at home. For 
instance, data of a study participant who lived at home for the entire 2 years entered 
into all analyses with a weight of one, while those of a patient who moved to a nurs-
ing home after 6 months were weighted 0.25.

The data were then adjusted for age and sex.

Table 11.3  General practitioners’ prescriptions of non-pharmacological therapies to community-
dwelling patients with mild to moderate dementia (n = 385)
Type of non-
pharmacological 
therapy

Patients with 
mild dementiaa 
( n = 251) n ( n%)

Patients with 
moderate dementiab 
( n = 134) n ( n%)

Pc (two-tailed) Total sample n 
( n%)

Physical therapy   13 (5.2) 16 (11.9) 0.024 29 (7.5)
Occupational 

therapy
   6 (2.4)     3 (2.2) 1.000  9 (2.3)

Memory training    7 (2.8)  1 (0.7) 0.347  8 (2.1)
Other NPT 15d (6.0)   3e (2.2) 0.204 18 (4.7)
a Mini Mental State Examination (MMSE) score of 18–24
b Mini Mental State Examination (MMSE) score of 10–17
c Fisher’s exact test
d 5x therapeutic exercise; 3x integration into daily life; 3x mobilization; 2x memory training; 1x 
massage;1x compression bandages
e 1x social facilitation; 1x speech therapy; 1x diabetes mellitus diet
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Table 11.4 presents the utilization volume and user groups within an “IDA year.” 
These data have not yet been published in such detailed analysis. Only the total 
costs to the insurance have been previously published (Schwarzkopf et al. 2011).

Clearly, nearly all study participants utilized outpatient medical care and phar-
maceutical prescriptions, while rehabilitation services were less relevant.

On the basis of the assumption that progressing dementia is associated with in-
creasing service utilization (Quentin et al. 2009), Table 11.5 lists utilization in all 
sectors separately for patients with moderate dementia (MMSE score of 10–17; 
n = 135) versus mild dementia (MMSE score of 18–24; n = 248).

Study participants with moderate dementia tended to utilize more statutory health 
insurance (SHI) benefits than those with mild dementia. Exceptions are inpatient 
treatment and rehabilitation, which were utilized more frequently by participants 
with mild dementia. However, none of the observed sectors exhibited a significant 
difference in utilization frequency.

In the two subgroups, the percentage of service users was generally comparable 
for the individual service sectors. A statistically significant difference ( p = 0.02) was 
only found for (SHI-financed) professional home care, which was prescribed sig-
nificantly more frequently to patients with moderate dementia than to those with 
mild dementia.

Note that the insurance data only reveal the number of days of professional home 
care to which the patient was entitled. They do not reveal the scope of services 
provided by the care staff within this timeframe (time per day, frequency of visits, 
types of services, etc.). Therefore, the utilization volume of the professional home 
care services does not allow clear conclusions to be drawn regarding differences in 
nursing care needs.

Table 11.4  Annual utilization by community-dwelling patients—adjusted for age and sex 
( n = 383)
Service sector Mean utilization 

volume
Number of 
service users

Percentage (%)

General practitioner contacts 34.4 382 99.7
Specialist contacts 10.1 343 91.1
Pharmaceutical prescriptions 36.2 380 99.2
Hospital stays  1.2 262 68.4
Hospital length of stay 12.8
Prescriptions of NPT  2.1 140 36.6
Prescriptions of technical aids  3.0 288 75.2
Number of days entitled to SHI-

financed professional home care
67.2 142 37.1

Inpatient rehabilitation stays  0.1  40 10.4
Rehabilitation length of stay  1.4
NPT non-pharmacological therapies, SHI statutory health insurance
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Morbidity Spectrum and Types of Utilized Services

It is generally assumed that dementia patients suffer from multiple other chronic 
diseases. These comorbidities are typically not caused by dementia but by a general 
age-related deterioration in health (Thorpe et al. 1994; Zekry et al. 2008). However, 
comorbidities often affect dementia patients more severely than patients without 
dementia since the former have greater difficulty communicating their condition to 
the outside world and exhibit limited treatment compliance (Chassagne et al. 2008).

In our study population, 226 people (59 %) suffered from hypertension. Other im-
portant comorbidities were hypercholesterolemia with 138 patients (36 %), heart fail-
ure with 136 patients (36 %), and type II diabetes with 130 patients (34 %). The distri-
bution of these diseases was similar in patients with mild versus moderate dementia. 
The identified comorbidities supported the hypothesis that the range of illnesses does 
not significantly differ between dementia patients and people without dementia.

In light of this background, the studies focused on identifying dementia-specific 
factors affecting the types of utilized services. Prescriptions associated with the 
general aging process were deemed less relevant.

Within the study period, 167 participants with mild dementia and 95 participants 
with moderate dementia received inpatient treatment. When analyzing the three most 
common discharge diagnoses—relative to the total population of 383 dementia pa-
tients—18 mild dementia patients (7 %) were hospitalized at least once for cardiac 
insufficiency, 13 (5 %) for somatoform disorders, and 12 (5 %) for stroke. Among pa-
tients with moderate dementia, 18 people (13 %) were hospitalized for heart failure, 
10 patients (7 %) for femoral neck fractures, and 8 (6 %) for pneumonia.

Pneumonia was significantly more common in patients with moderate demen-
tia ( p = 0.05). In addition, this group exhibited about twice as many diagnoses of 
femoral neck fracture as the mild dementia group. Although the difference was not 
significant ( p = 0.10), this observation may indicate that progressive dementia can 
be associated with reduced mobility and hence an elevated risk of falls.

C. Donath et al.

Table 11.5  Annual service utilization by community-dwelling patients by stage of dementia 
(adjusted for age and sex)

Service sector
Mild dementia ( n = 248) Moderate dementia ( n = 135)
Volume Users Volume Users

General practitioner contacts 33.7 247 99.6 % 35.7 135 100 %
Specialist contacts 10.5 233 94.0 %  9.2 116 85.9 %
Pharmaceutical prescriptions 34.5 247 100 % 39.7 133 98.5 %
Hospital stays 1.2 167 67.3 %  1.2  95 70.4 %
Hospital length of stay 13.6 11.5
Prescriptions of NPT 2.0  96 38.7 %  2.5  44 32.6 %
Prescriptions of technical aids 2.9 184 74.2 %  3.4 104 77.0 %
Number of days entitled to pro-

fessional home care
57.9  81 32.7 %* 85.7  61 45.2 %*

Inpatient rehabilitation stays 0.1  28 11.3 %  0.1  12  8.9 %
Rehabilitation length of stay 1.5  1.2
* p-values significant on 5 % level in χ² test
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In terms of pharmacological treatment, a relationship can be drawn between the 
stage of dementia and the type of drug prescription. Among those with mild demen-
tia, 112 patients (45 %) received nonsteroidal anti-inflammatory and anti-rheumatic 
drugs, 98 patients (40 %) received pure ACE inhibitors, and 96 participants (39 %) 
were prescribed mild analgesics and antipyretics. Among patients with moderate 
dementia, antipsychotics were the most commonly prescribed to 64 patients (47 %), 
followed by mild analgesics and antipyretics to 54 patients (40 %), and loop diuret-
ics to 49 patients (37 %).

This means that significantly ( p  <  0.0001) more patients with moderate demen-
tia than patients with mild dementia were prescribed antipsychotics (70 people, 
28 %). The preferred prescription was for butyrophenone derivatives, which are 
used to treat disorders such as psychoses. This supports the hypothesis that progres-
sive dementia is associated with increased behaviors (such as aggressiveness) on 
the basis of psychotic symptoms (such as delusions), which in turn are pharmaceuti-
cally treated.

However, the percentage of patients receiving anti-dementia drugs was identical 
in the two groups (mild dementia: n = 77; 31 %; moderate dementia: n = 42; 31 %).

In the area of NPT and technical aids, no relationship was found between stage 
of dementia and the types of utilized services. Among NPT, physical therapy, mas-
sage, and occupational therapy were the most common services. The most frequent-
ly prescribed technical aids were walkers and incontinence products.

Hence, the range of services chiefly included therapies and products that would 
be intuitively expected for this age group.

Rehabilitation services were primarily provided following hospitalization for 
femoral neck fractures. Neurological rehabilitation was another common service 
in patients with mild dementia. In the course of the study, rehabilitation services 
were only utilized by about 10 % of participants, so the analysis was not statistically 
reliable.

Utilization of Long-Term Care Insurance Benefits

At the start of the study, 33 % of patients (81 people) with mild dementia were as-
signed to a care level; more than half of them to Care Level I. Among the study 
participants with moderate dementia, 62 % received LTCI benefits. Most of them 
were in Care Level II.

Among the patients with moderate dementia, 81 people (60 %) were still living 
at home at the end of the study, compared to 175 mild dementia patients (70 %). The 
former group included 68 (71 %) recipients of LTCI benefits and the latter group 
included 69 (43 %).

A total of 141 patients with mild dementia (56 %) and 114 with moderate demen-
tia (84 %) received LTCI benefits at some time during the study. This difference in 
the percentages of beneficiaries is statistically significant ( p < 0.0001).

Nursing care allowance (239 users) was claimed more frequently than benefits-
in-kind (126 users).
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In the group with moderate dementia, 53 people received only nursing care al-
lowance (47 %), 4 people only benefits-in-kind (4 %), and 39 people only combined 
benefits (34 %). The remaining 18 patients switched between nursing care allow-
ance and combined benefits in the course of the study.

Among the participants with mild dementia, 64 received only nursing care allow-
ance (45 %), 4 only benefits-in-kind (3 %), and 42 only combined benefits (30 %). 
Among the remaining 31 patients, 29 switched between nursing care allowance and 
combined benefit, and one person each switched between nursing care allowance 
and benefits-in-kind and between benefit-in-kind and combined benefits.

Hence, the percentage of LTCI beneficiaries with combined benefit was signifi-
cantly higher in the group with moderate dementia than in those with mild dementia 
( p = 0.01). The differences regarding the nursing care allowance were just below the 
significance level ( p = 0.06).

Costs of Utilization

The same method was used to adjust cost data as for benefit utilization data. Assum-
ing that the actual expenses incurred by the insurance are of primary interest, we did 
not discount or inflation-adjust the costs to a common reference year.

The health insurances’ service expenditures largely paralleled the utilization 
data. In areas where patients with moderate dementia exhibited a higher utilization 
volume, their costs were correspondingly higher.

For the LTCI, the differences in expenditures were strongly correlated with the stage 
of disease: the expenditures for nursing care services were almost 2.5 times higher for 
patients with moderate dementia than for those with mild dementia ( p  ≤  0.0001). In 
all other areas, the differences in cost were not significant (see Table 11.6).

C. Donath et al.

Table 11.6  Insurance expenditures per average study year (adjusted by age and sex)
Total population 
( n = 383)

Mild dementia 
( n = 248)

Moderate dementia 
( n = 135)Service sector

Hospital costs  3,045 €  3,198 €  2,746 €
Physician costs  1,068 €  1,093 €  1,021 €
Pharmaceutical costs  1,584 €  1,487 €  1,758 €
Costs of NPT   246 €   220 €   301 €
Costs of technical aids   303 €   268 €   369 €
Costs of SHI-financed 

professional home care
  653 €   509 €   940 €

Costs of rehabilitation treatment   209 €   233 €   162 €
Costs covered by health insurance  7,194 €  7,184 €  7,215 €
Costs covered by LTCI  2,491 € 2,017 €* 4,759 €*
Total costs** 10,169 €  9,216 € 12,033 €
NPT non-pharmacological therapies, SHI statutory health insurance, LTCI long-term health 
insurance
* p-values significant at the 5 % level in the generalized linear two-part model
** Costs from the model estimate do not correspond to the sum of the mean costs in the individual 
sectors
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LTCI benefits were the main cost factor in the care of patients with moderate 
dementia; they equaled to about 4,750 € or approximately 40 % of total costs. In 
patients with mild dementia, costs of hospital care exceeded LTCI benefits, which 
were in second place but “only” equaled about 22 % of total costs.

Summary and Discussion of the Utilization of Health Insurance 
and Long-Term Care Insurance Benefits

According to the Andersen model (2001), the diagnosis of mild versus moderate de-
mentia is a need-category predictor of the utilization of health insurance and LTCI 
benefits (evaluated need, objective need).

In our study population, the reasons for utilizing benefits were largely compa-
rable between the two groups. Particularly in terms of NPT and technical aids, pre-
scriptions tended to be caused by growing age-related physical limitations rather 
than by dementia itself. In contrast, a direct relationship seems to exist between 
pharmaceutical prescriptions and the stage of dementia. While the percentage of 
patients with anti-dementia drug prescriptions was the same in mild and moder-
ate dementia, patients with moderate dementia received anti-psychotic drugs much 
more frequently (see Table 11.7).

In the inpatient sector, the significant accumulation of pneumonia diagnoses in 
patients with moderate dementia was difficult to interpret in the absence of informa-
tion about their general condition. Although not statistically significant, the relative 
accumulation of femoral neck fractures in this group was interpreted as an indica-
tion of deteriorating dementia symptoms.

The simple model of more severe dementia symptoms resulting in higher utili-
zation frequency and a higher percentage of users was still inadequate to explain 
the utilization behavior of patients in all service sectors: significant differences in 
LTCI benefits (utilization and costs) and SHI benefits (prescription of domiciliary 
care) were all to the disadvantage of patients with moderate dementia, and there 
was a general trend toward higher costs and utilization volumes. However, patients 
with mild dementia had more specialist visits and longer hospital and rehabilitation 
stays—although these results were not statistically significant.

Table 11.7  Predictors of the utilization of insurance benefits by stage of dementia
Mild dementia
( n = 248)
n ( n %)
(evaluated need)

Moderate
dementia ( n = 135)
n ( n %)
(evaluated need)

p
Variable

Number of days entitled to SHI-
financed professional home care

 81 (32.7 %)
volume 57.9

 61 (45.2 %)
volume 85.7

   0.02

Antipsychotics (administration)  70 (28.2 %)  64 (47.4 %) < 0.0001
Utilization of LTCI benefits 140 (56.4 %) 113 (83.7 %)   < 0.001
Costs of LTCI benefits    2,017 €   4,759 €   < 0.001
SHI statutory health insurance, LTCI long-term care insurance
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In terms of expenses, the slightly higher costs for patients with mild demen-
tia were attributed to more frequent specialist visits since reimbursement rates are 
higher for specialists than for general practitioners. In the hospital sector, the higher 
expenditures for patients with mild dementia were associated with more treatment 
days but not with more treatment episodes (i.e., more admissions). Presumably, 
longer treatment duration and higher costs are caused by long-term semi-inpatient 
and full inpatient treatments at gerontopsychiatric facilities that were reimbursed 
outside of the DRG system. Services outside of the DRG system play only a minor 
role in patients with moderate dementia.

Insurance data revealed that in general, community-dwelling dementia patients 
utilize increasing levels of health-care services financed by the social insurance 
system over time. This development is caused by the combined effect of age-related 
morbidity and the progression of dementia.

This results in increasing expenditures within the social insurance system, but 
progressing dementia was a clear cost-driver only for the LTCI. For the SHI, in con-
trast, increased expenditures in some sectors were nearly balanced out by reduced 
expenditures in others. However, additional studies with larger samples are required 
to determine whether these results can be generalized to all community-dwelling 
dementia patients or whether they were caused by specific characteristics of the 
IDA study population.

Summary of Results of the Predictor Analyses in View 
of the Andersen Model

One factor in the need category is a particularly significant predictor of utilization 
of the services examined in our study: all services are used more frequently if the 
caregivers subjectively believe that they need them. Service accessibility, one of 
the enabling factors, predicts the utilization of three services. Family caregivers 
who do not know about accessibility exhibit significantly (or tendentially) less fre-
quent utilization of the nearest short-term institutional care (or adult day care) and 
caregiver counseling. Predisposing factors that predicted utilization of the indi-
vidual services included patient age and the age and educational level of the family 
caregiver. Specifically, a lower educational level is associated with less frequent 
utilization of support groups for dementia caregivers. The age of the family care-
giver predicts the utilization of two services: professional home care and adult day 
care are used more frequently by older family caregivers. This relationship is also 
found for patient age. Higher patient age is associated with more frequent utiliza-
tion of professional home care, home help, and caregiver skill training. Overall, 
the utilization of all services is more clearly and more consistently predicted by 
the need factor (need for the service) than by predisposing factors (age of family 
caregiver, educational level of family caregiver, and patient age).

C. Donath et al.
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In one of our described studies, a factor in the evaluated need category (diagno-
sis of mild versus moderate dementia) is a significant predictor of the utilization of 
certain types of non-pharmacological treatments.
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Introduction

In Germany, the prevalence of obesity is increasing. Data from the Federal Health 
Reporting (GBE) by the Robert KochInstitute show that in 1998, 18.9 % of men 
and 22.5 % of women among those aged 18–79 years were obese, compared to 
23.3 % and 23.9 %, respectively, in 2008–2011 [1]. Obesity, or excess body fat ac-
cumulation, is therefore a significant issue in the German and other health care 
systems, although it remains unclear which classes of obesity do and should cause 
health-care utilization (a similarassertion holds for preobesity and risk factors for be-
coming overweight). The issue is particularly relevant given evidencethat the prev-
alence of severe obesity (i.e., body mass index [BMI] ≥ 35) is rising more strongly 
than that of moderate obesity. While the latter increased from 13.2 % in 1985 to 
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16.5 % in 2002 among adults aged 25–64 years, severe obesity more than doubled  
(from 3 to 6.5 %) [2]. In a recent study on this age group using representative popu-
lation samples from the Augsburg region (Southern Germany) from 2004 to 2008, 
7.2 % of the surveyed population was severely obese [3].1 According to the hitherto 
existing German evidence-based obesity guideline, the family doctor plays a key 
role in the long-term care of overweight/obese patients [4]. The call for primary care 
physicians (PCPs) to act preventively in regard to obesity stresses the relevance of 
primary care in this context as well [5]. Against this background, the goals of this 
chapter are the following:

• Based on population studies, provide a review on the obesity-associated utiliza-
tion of outpatient PCP care by adults in Germany.2,3

• Against this background, analyze the associations between moderate and severe 
obesity on the one hand and the utilization of outpatient PCP care on the other 
hand using data of two population surveys in the Augsburg region.

• Finally, systematize the results of these analyses using the behavioral model of 
health services use by Ronald M. Andersen [7, 8], and discuss possible shortco-
mings and potential future research on health services utilization associated with 
adult obesity.

We focused on population studies because of their important advantages over claims 
data, routine data, care process data, and patient studies when scrutinizing obesi-
ty-associated utilization of care (and other determinants of utilization). Population 
studies facilitate using nonusers as a reference group for users of care as well as 
normal-weight and nonobese persons as reference groups for obese groups (in claims 
data, underrepresentation of obesity is highly probable because its reporting in Ger-
man primary care is generally low [9, 10], at least in nondiabetic patients [11, 12]).

Obesity and Utilization of PCPs: Review for Germany

To gain an overview of the obesity-associated utilization of outpatient care pro-
vided by PCPs in Germany using population studies, we conducted the following 
literature search on December 1, 2012 in PubMed (www.pubmed.gov) for the print 
publication period of January 1, 1998 to December 31, 2012, and adults as the target 
group:

1 The GBE does not report separate prevalencesfor moderate and severe obesity.
2 “Obesity-associated utilization of care” is not limited to instances where people use services ex-
plicitly because of their obesity, but more generally excess utilization by obese people compared to 
nonobese people (excess burden of disease). Accordingly, Hurley et al. have proposed a method to 
consider “baseline health care costs” (in terms of costs of illness observable in the subpopulation 
not affected by a condition) in order to determine attributable (and in this sense“specific”) costs 
of the condition [6].
3 Underweight and associated health disorders are not the topic of this chapter.
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(“utilization”[ti] OR “utilisation”[ti] OR “use”[ti] OR “access”[ti] OR “health care”[ti]) 
AND (body weight OR obesity OR overweight OR adiposity OR adipose OR obese) AND 
(Germany) Filters: English or German, Abstract available, From 1998/01/01 to 2012/12/31, 
Humans, Adult: 19+ years (10/31/2012 9:11 AM)

To identify health care utilization and obesity as study topics and Germany as the 
national context, we combined title and/or full-text searches of these and related ex-
pressions. The search resulted in the identification of 22 publications. Via a manual 
search, two papers were added, resulting in an initial list of 24 publications. The 
first author assessed these publications by screening titles, abstracts, and, if neces-
sary, full texts. Only studies (or parts of studies) that met the following criteria were 
included:

• Compared obese individuals to at least one nonobese group including normal-
weight people, and outcomes include a measure of PCP utilization (basic crite-
rion of relevance).

• Adult study population (≥ 19 years).
• Primary study.
• Population-based study.

By these criteria, five studies were selected for an obligatory full-text review [3, 
13–17], which revealed that all five studies met the above inclusion criteria and 
thus were included in this review. Their main results are described below. Unless 
stated otherwise, the normal-weight group served as a reference group in each of 
the respective studies.

In a 1994 Infratestsurvey, Schneider found that in all examined age groups (14–
29, 30–49, and ≥ 50 years), obese participants most frequently reported high PCP 
utilization, defined as a minimum of eight contacts per annum (15.7 %, 13.2 %, and 
34.7 % versus 4.4 %, 7.5 %, and 23.2 % in the preobese group and 3.6 %, 3.7 %, and 
23.5 % in the normal-weight group) [13]. In addition, the utilization of weight-re-
duction programs was strongly correlated with BMI (highest rate of 17 % for obese 
women aged 30–49 years).

In a study with data from the 1998 German National Health Interview and Ex-
amination Survey (the most comprehensive German health survey, not only for obe-
sity) on determinants of outpatient care utilization, Thode et al. presented a model 
adjusted for numerous other factors and found that obesity was associated with 1.1 
times higher PCP consultation [14, 15]. They found no excess utilization for overall 
physician visits, contacted specialists, or internist visits.

In the Monitoring of Trends and Determinants in Cardiovascular Disease (MON-
ICA) Augsburg Survey 1994/1995, Meisinger et al. found that among women aged 
50–74 years, the obese group had a 1.6 times higher probability of consulting a PCP 
at least four times within a 12-month period [16]. However, this indicator was prob-
lematic because it pooled nonusers and low users as well as PCP and internist visits. 
This study also showed that obese participants had a comparatively high tendency 
to postpone cancer screenings.

In contrast to the above studies, von Lengerke et al. distinguished between mod-
erate and severe obesity in an analysis of the Cooperative Health Research in the 
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Region of Augsburg (KORA) Survey S4 1999–2001 in the Augsburg region [17]. 
They found that the odds for any utilization of PCPs were significantly higher for 
adults with moderate obesity than for those with normal weight (odds ratio: 1.8), 
while severe obesity was associated with a higher number of visits when compared 
to normal weight among users (incident rate ratio: 1.6), and with high utilization 
in terms of being in the top 5 % of the distribution (odds ratio: 3.6). Utilization of 
inpatient care as measured by the number of days in hospital was elevated in the 
severe obesity group only.

Finally, in a longitudinal study using data from the MONICA/KORA cohorts 
S3/F3 and S4/F4 with a 7- to 10-year follow-up period, Wolfenstetter et al. found 
that compared to the group of participants that had maintained normal weight from 
baseline to follow-up, the following groups reported significantly more PCP visits: 
weight gain from normal weight (+ 36 %), weight loss from preobesity (+ 39 %), 
maintained preobesity (+ 34 %), weight gain after preobesity (+ 43 %), maintained 
moderate obesity (+ 48 %), weight gain from moderate obesity (+ 107 %), weight 
loss from severe obesity (+ 114 %), and maintained severe obesity (+ 83 %) [3]. 
Moreover, these associations of weight development with PCP visits were stron-
ger and more consistent than associations with utilization of internists and other 
physicians.

In sum, all five studies found significantly higher utilization of PCPs in obese 
versus nonobese groups in terms of number of visits per annum. While two of the 
studies stratified the analysis of PCP utilization by age [13, 16], none of them pre-
sented their results of PCP use in any systematic fashion stratified for gender. This 
represents a limitation in this research field because gender is a key predisposing 
factor for health care use in general [7, 8] and because of sex differences in obesity 
and energy homeostasis regulation ([18]). For instance, physical exercise has been 
shown to be less effective for weight loss in women than in men [19], and weight 
loss tends to produce a greater reduction in serum glucose, insulin, and lipids in men 
than in women [20]. Since such differences may affect utilization, the following 
analysis of associations between PCP utilization and preobesity, moderate obesity, 
and severe obesity (compared to normal weight) will be stratified by sex to provide 
empirical insights on whether these associations differ between women and men.

Obesity and Utilization of PCPs by Women and Men: 
Results of the MONICA/KORA Cohorts S3/F3 and S4/F4

This analysis uses data formerly analyzed with a different focus by Wolfenstetter 
et al. [3]. Thus, information provided in the following sections on study design, 
population, sampling (Sect. 12.3.1), and measures (Sect. 12.3.2) will be limited to 
material useful to understanding the present analysis (Sects. 12.3.3 and 12.3.4). For 
more information, see the above-mentioned publication [3].
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Study Design, Population, and Sampling

The MONICA/KORA Surveys S3 (1994/1995) and S4 (1999/2001) are population-
based health surveys. Participants in each survey were randomly selected from all 
registered citizens of German nationality aged 25–74 years with permanent residence 
in Augsburg or its two surrounding counties. The follow-up studies were conducted 
for S3 after 10 years (F3) and for S4 after 7 years (F4). Samples of 4,856 participants 
(S3) and 4,261 participants (S4) took part in the baseline surveys. Of these, 3,006 
(F3) and 3,080 (F4) adults also participated in the follow-up studies. For the present 
analyses, data from both surveys were combined. Since data on PCP utilization were 
not collected from participants aged 65 years and older in S3, all subjects aged 65 
and above at baseline were excluded ( n = 833). Individuals were also excluded if data 
on BMI at baseline were missing ( n = 34), if no information on school education was 
available ( n = 5), or if diabetes was present at baseline but not at follow-up ( n = 9). 
Also, participants with a BMI ≤ 18.5 kg/m2 at baseline ( n = 30) were excluded due to 
small numbers. Of the remaining 5,175 participants, data were missing on the end-
point variable (PCP utilization) in four. In sum, the two longitudinal surveys provided 
complete data for 5,171 individuals (2,608 from S3/F3; 2,563 from S4/F4). Written 
informed consent was obtained from all participants, and the studies were approved 
by the responsible ethics committee (Bavarian Medical Association, Munich).

Measures

PCP Utilization. PCP utilization was assessed in F3 by the following item: “How 
often did you visit a primary care physician in the past 12 months?” In F4, partici-
pants were asked, “How often did you visit a primary care physician in the past 3 
months?” To achieve comparable 1-year time horizons, all F4 utilization data were 
extrapolated to 12 months.

Obesity. Trained medical staff measured body weight and height anthropometri-
cally as part of the standardized medical examination. Calibration of measuring ins-
truments was ensured through weekly or daily inspections using standard weights. 
BMI was calculated for each participant as weight in kilograms/(height in meters)2. 
In accordance with the World Health Organization (WHO) [21], the following clas-
sification was used for the analysis: normal weight: 18.5 ≤ BMI < 25, preobesity: 
25 ≤ BMI < 30, moderate obesity (obesity class 1): 30 ≤ BMI < 35, and severe obesity 
(obesity classes 2–3): BMI ≥ 35. Our analyses used BMI status at the respective 
baseline survey.

Diabetes. Incident diabetes between baseline and follow-up (i.e., between S3 and 
F3 or S4 and F4) was assessed by checking if the follow-up self-report variable ‘age 
at diagnosis of diabetes’ fell into the time period between the two surveys. Prevalent 
diabetes was coded if the self-report variables indicated diabetes at both baseline 
and follow-up.
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Sociodemographic and Socioeconomic Factors. We used information on sex, age, 
and school education from the baseline surveys. Education was assessed by profes-
sionally trained medical staff during an extensive, standardized face-to-face inter-
view [22] and was used as an operationalization of socioeconomic status because 
in Germany, the association with obesity is stronger for education than for income 
or occupational status [23]. Respondents indicated their highest education level as 
follows: primary or secondary general school (German “Grundschule” or “Haupt-
schule”), intermediate secondary (“Realschule”), or grammar/upper secondary 
school (“Gymnasium”).

Statistical Analysis

IBM SPSS Statistics Version 20 was used. Sociodemographic and socioeconomic 
characteristics as well as the diabetes status of baseline BMI groups were com-
pared using an analysis of variance for continuous variables and a chi-squared test 
for categorical variables. For PCP visits, a generalized linear regression analysis 
was conducted to account for their typically skewed distribution (GENLIN, the 
SPSS procedure fitting generalized linear models and generalized estimating equa-
tions). A negative binomial distribution was chosen since data showed signs of 
overdispersion. The model included the factors sex and BMIgroup at baseline, their 
interactionand age (at baseline), dummy variables for education (reference: prima-
ry or secondary general school) and diabetes status (reference: diabetes neither at 
baseline nor at follow-up), and a dummy variable indicating whether the subject 
participated in the S3/F3 or the S4/F4 study as covariates. Wald chi-squared statis-
tics are reported as model effects tests, with p-values of 0.05 or less considered to be 
statistically significant. For the estimated mean number of PCPvisits in the differ-
ent BMI groups among both women and men, 95 % Wald confidence intervals are 
reported. By the GENLINalgorithm, these are asymmetric, a quality that has been 
argued to have advantages over symmetric confidence intervals in cases of asym-
metry of the relative likelihood regions relative to the location of the maximum 
likelihood estimate [24].

Results

Table 12.1 describes the sample both overall and by BMI status in terms of sociode-
mographics/socioeconomics and diabetes status. In the severely obese subgroup, 
a majority of 57.3 % were participants of the S4/F4cohort. The rate of severe obe-
sity was 5.5 % in this cohort versus 4.1 % in the S3/F3cohort (not shown). In the 
nonobese range, almost two-thirds of normal-weight people were women (65.6 %), 
while an almost reversed pattern was found in the preobese group, of whom about 
six out of ten were men (60.3 %). Within the obese range, gender was approximately 
equally distributed in the moderate obesity group, while in the severely obese group-
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almost seven out of ten people were women (68.1 %). Mean age increased fairly 
linearly from normal weight to moderate obesity, both at baseline and at follow-up, 
with the mean age of the severely obese group being on the level of the moderately 
obese group. The moderate and the severe obesity groups had approximately the 
same pattern of school education, with nearly 70 % holding a primary or secondary 
general school degree (71.7 % and 69.4 %, respectively). At the same time, higher 
schooling was more often found in the preobese and especially the normal-weight 
group, with around 30 % of participants in the latter group holding intermediate 
secondary or grammar/upper secondary degrees (30.9 % and 29.8 %, respectively). 
Finally, the probability of being affected by diabetes monotonically increased with 
BMI. Namely, diabetes prevalence and incidence were 0.7 % in normal-weight in-
dividuals, but this rate increased to 11.3 % prevalent diabetes and 19.4 % incident 
diabetes among the severely obese. The latter rates were also notably higher than 
those in the moderate obesity group, which remained in the single-digit range with 
a 4.2 % prevalence and 8.9 % incidence of diabetes.

The generalized linear regression analysis (Table 12.2) shows that women re-
ported one more PCP visit on average (per year) than men (4.2 vs. 3.2, Wald-χ² 
of main effect = 34.0, p < 0.001). Also, there was a strong gradient regarding the 
main effect of the BMIfactor in that number of PCP visits increased with BMI 
(normal weight: 2.8, pre-obesity: 3.4, moderate obesity: 3.8, and severe obesity: 
4.7; Wald-χ² = 58.7, p < 0.001). In terms of the hypothesis of differential effects of 
body-weight status on PCP utilization in women versus men, Fig. 12.1 presents the 
key result of the analysis, i.e., the number of PCP visits in the year before follow-up 
by body mass category at baseline and by sex(Wald-χ² of interaction term = 13.4, 
p = 0.004). Among women, all overweight groups differ from the normal-weight 
group in that they reported significantly more PCP visits (preobesity: 4.3, moder-
ate obesity: 4.5, and severe obesity: 5.0, vs. 3.1 in the normal-weight group). In 

Source of variation Wald-χ² df Sig.
Constant 99.5 1 p < 0.001
Sex (factor) 34.0 1 p < 0.001
BMI group (factor) 58.7 3 p < 0 .001
Age (at follow-up) 40.8 1 p < 0.001
No diabetes Ref.
Incident diabetes 30.7 1 p < 0.001
Prevalent diabetes 17.5 1 p < 0.001
Primary/secondary general 

school education
Ref.

Intermediate secondary 
school education

4.8 1 p = 0.029

Grammar/upper secondary 
school education

46.8 1 p < 0.001

Sex (factor) by BMI group 
(factor) ( interaction term)

13.4 3 p = 0.004

Survey (F4 vs. F3) 39.0 1 p < 0.001

Table 12.2  Tests of model 
effects in the generalized 
linear regression analysis
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contrast, the group standing out from the rest among men are those with severe 
obesity, who reported 4.4 PCP visits, significantly more than their normal-weight 
(2.6 visits) and preobese counterparts (2.8 visits), and marginally more than the 
moderately obese group in statistical terms (3.1 visits). The means of the preobese 
and the moderately obese group were not significantly higher than the mean of the 
normal-weight group.

Regarding the covariates, PCP visits were positively associated with age 
(Wald-χ² = 40.8, p < 0.001; no change in results when entering age at baseline versus 
follow-up), both incident and prevalent diabetes (Wald-χ² = 30.7 and 17.5, respec-
tively, p < 0.001), primary or secondary general school education (Wald-χ² = 4.8, 
p = 0.029 for intermediate secondary and 46.8, p < 0.001, for grammar/up-
per secondarydegree as one’s highest grade), and belonging to the S4/F4 cohort 
(Wald-χ² = 39.0, p < 0.001).

Discussion

The present analyses produced the following overall results: First, the review of 
population-based studies on obesity-associated PCP utilizationfound significantly 
higher use in obese than in nonobese groups as measured by the number of visits 
per annum. Second, an analysis of data from the MONICA/KORA cohorts S3/F3 
and S4/F4 showed that women had almost one-third (31.3 %) more PCP visits than 
men, and PCP visits linearly increased with the BMI group, with the highest mean 
number of PCP visits in severely obese individuals (4.7 vs. 2.8 in normal weight). 
Third, among women, all overweight groups had more PCP visits than the normal-
weight group; among men, those with severe obesity reported higher utilization 
than the other three BMIgroups.

Fig. 12.1  Number of PCP visits in the year before follow-up by body mass category at baseline 
and sex (means with 95 % confidence intervals, adjusted for age at baseline and survey cohort, 
school education, and diabetes status [dummy variables])
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Before interpreting these findings and drawing conclusions, strengths and limita-
tions of the present research have to be considered. While the strength of the sys-
tematic review lies in its specificity (PCP utilizationby obesity status in Germany), 
strengths of the empirical part are that data come from a survey using rigorous qual-
ity assurance procedures [22], body weight and height were measured (rather than 
self-reported), and sample size allowed for stratification for both BMIstatus and 
gender. Regarding limitations, first the review makes no claim to be meta-analytic. 
Second, including only population-based studies is justifiable as noted at the end 
of the introductory section to ensure that normal-weight persons can be used as a 
reference group for obese groups (especially the severely obese), but this excluded 
claims data and patient studies and meant that we relied on self-reported utilization. 
The latter also applies to the analyses of the MONICA/KORA data.

Third, our analyses modeled utilization in the year before the follow-up surveys, 
i.e., a single time period, by BMIstatus at baseline. This implies that changes in 
utilization from baseline to follow-up could not be modeled and tested for their as-
sociation with body-weight status. Thus, we could not control for utilization habits, 
which may be only partially related to need factors—and may be especially relevant 
to PCP utilization. However, we did control for proxy variables for such habits (sex, 
age, and education), and our results suggested that the effects of BMI status are 
specific and alternative explanations (e.g., aging leading to both weight gain and 
higher use) are unlikely.

Fourth, utilization may be underestimated since baseline nonresponse is, and 
follow-up surveynonresponse may be, associated with higher burdens of morbidity. 
For instance, a nonresponse analysis comparing participants in the S4 survey with 
49 % of its nonresponders showed that nonresponders more often had a lower level 
of education (German Hauptschule, i.e.,general secondary school: 65 % vs. 54 %) 
and fair or poor self-rated health (28 % vs. 21 %) were more often unmarried (34 % 
vs. 29 %) and smokers (29 % vs. 26 %), and more frequently reported physician 
visits in the last 4 weeks (46 % vs. 38 %), myocardial infarction (6 % vs. 3 %), and 
diabetes (7 % vs. 4 %) [25]. It is possible that similar patterns may be found for the 
3,031 baseline participants who dropped out of the follow-up surveys in the pres-
ent analysis. For example, among baseline participants 64 years of age or younger 
( n = 7,296), 37.3 % fell into the normal-weight range, 42.3 % were preobese, 15.2 % 
were moderately obese, and 5.3 % were severely obese. At follow-up, dropout was 
slightly higher among the moderate obesity and severe obesity groups (14.4 and 
4.8 %) than among those in the normal-weight group. On the whole, it is likely that 
the obese groups (especially the severely obese) are more affected by utilization 
underestimates. If so, however, the above-reported differences to the normal-weight 
group represent rather conservative tests, and real differences may even be greater.

Fifth, utilization data in follow-up surveys F3 and F4 were assessed retrospec-
tively over time horizons of 12 and 3 months, respectively. Thus, inaccuracies in the 
self-reported data cannot be excluded. Patient recall of physician visits over a time 
period as long as 12 months is subject to uncertain validity, potentially resulting in 
underestimates. In addition, the 3-month F4 data were extrapolated to 12 months. 
Again, underestimates are possible since a response of “no utilization” was coded as 
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zero for 1 year, although the patient may have visited a physician 4 months ago, for 
instance (with no data being available to estimate how often this was the case). This 
may also explain significant effects of the study sample in terms of lower outpatient 
utilization in F4 than in F3. On the other hand, if a patient visited a physician 10 
times in the last 3 months due to acute illness, this number was extrapolated to 40 
visits in the year preceding the survey, so that overestimates cannot be excluded. As 
for the procedure employed in F3, underestimates again cannot be excluded given 
evidence that having taken part in this survey positively correlates with the actual 
number of recalled visits [26] (also note the discussion on this in Swart & Griehl, 
this volume). However, there are no indications that these limitations have biased 
utilization differentials between the groups as defined by maintenance of or changes 
in BMI category. Also, the 3-month timeslot in F4 was not at the same time of the 
year for all participants of the survey since it was conducted over a time period of 
18 months.

Sixth, diseases other than diabetes (e.g., cancers and gastrointestinal disorders) 
were not taken into account. However, the role of a wider range of physical (co)
morbidities will be investigated using the Physical Functional Comorbidity Index 
(PFCI) [27], which is not yet available for the S3/F3 and S4/F4 longitudinal cohorts.

Seventh, in January 2004, a German health care reform introduced a € 10 fee for 
the first outpatient visit to a physician in each quarter for all adults covered by statu-
tory health insurance(this fee was abolished in January 2013). Since utilization data 
for the present study were collected in 2004/2005 (F3) and 2006/2008 (F4), after 
the introduction of the €10 fee, this fee may have had some impact on participants’ 
visits to physicians, at least at the beginning of the observation period. One analysis 
concerning differences by socioeconomic status has demonstrated that avoiding a 
physician visit due to this fee is comparatively common among low-income groups 
[28]. However, contrary to expectations and public opinion, the effects of this new 
co-payment on decisions to visit physicians have been shown to be rather limited 
[29, 30], so potential bias should be minorand may not have affected the differences 
between BMI development subgroups. It should also be noted that this study did 
not analyze the reasons for utilization and did not focus on the referral system from 
PCPs to medical specialists (as one characteristic of the German outpatient health-
care system).

Finally, the present surveys are restricted to participants with German citizen-
ship. Since studies have repeatedly shown that obesity is more prevalent in the mi-
grant population [31], our results cannot be extrapolated to the total resident popula-
tion of Germany without making further assumptions.

Bearing this in mind, the present results can be interpreted as follows: Besides 
the self-evident positive association of PCP utilization with age, the finding that 
women had more visits to PCPs than men is largely consistent with previous results 
and may be explained by the finding that communication and shared decisionmak-
ing are more preferred by female patients and at the same time more common in 
primary care practice [32]. Consistent with previous findings [14, 15, 33], signifi-
cantly more general practitioner (GP)visits were reported by lower socioeconomic 
groups, defined as people with low education levels in this study.
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Concerning the focal independent variable of the present analysis, the differ-
ences in the number of PCP visits across the four BMI categories (in terms of the 
latter’s main effect) indicated that while all three overweight groups reported higher 
utilization than those in the normal-weight range, the moderate obesity group did 
not report significantly more visits than the preobese group, but fewer visits than the 
severely obese group (adjustment for diabetes, as a major comorbidity of obesity, 
did not diminish these effects). However, this pattern held only overall but neither 
for women nor for men separately, which highlights the limitations of previous 
research that did not differentiate between women and men. In particular, while 
among women, all three overweight groups showed excess PCP utilization, among 
men neither the preobese nor the moderately obese group had significantly more 
visits than the normal-weight group, leaving the severely obese group as the only 
one with excess utilization.

Interestingly, these results largely parallel the pattern found for physical health-
related quality of life among women and men of different BMI status in the KORA 
population [34] (see Fig. 12.2). In that study, among men the severely obese group 
was also the only overweight group with significantly lower physical health-relat-
ed quality of life than normal-weight men. In contrast, among women both obese 

Fig. 12.2  Physical health-related quality of life (SF-12 summary score) by BMI for women and 
men (means and 95 % confidence intervals adjusted for age and socioeconomic status). (Repro-
duced from [34])
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groups had an impaired physical health-related quality of life. Given that impaired 
physical health-related quality of life has been shown to determine the utilization 
of PCPs in the KORApopulation [35, 36], the parallelism of patterns in Figs. 12.1 
and 12.2 supports the validity of the present results and may explain the identified 
gender pattern.

The only diverging aspect is that preobese women did not differ significantly in 
physical health-related quality of life from those in the normal-weight range [34], 
but in the present analysis, preobese women nevertheless had excess PCP visits. 
This might be due to the higher probability of preobese women being dissatisfied 
with their body weight when compared to preobese men (58.1 % vs. 32.2 % in the 
KORApopulation [37]). This holds despite the fact that body-weight dissatisfac-
tion did not predict PCP use in another KORA paper [27]; due to lack of statistical 
power, those analyses could not be stratified by women and men and thus failed to 
rule out gender-specific patterns in findings.

Lastly, we will look at how the present analysis fits into Andersen’s behavioral 
model of health services use [7, 8] as the overarching framework of the present 
volume. First of all, we must note that our empirical analysis included only a small 
number of selected individual predisposing factors (sex, age, education) and need 
factors (obesity, diabetes) as determinants of PCP utilization and thus excluded 
both individual enabling factors and all contextual factors (for details, see Babitsch, 
Gohl, and von Lengerke, this volume). While these restrictions may be viewed as a 
limitation, they were made deliberately to meet our analytical goal of testing gender 
differences in the association between moderate and severe obesity on the one hand 
and PCP utilization on the other. In our view, it is possible to relate a given analysis 
to themodel and to restrict it to a (small) number of selected variables in order to 
take an in-depth account of the complexity potentially inherent even in such a small 
set of variables. In other words, in our view testing Andersen’s model may not 
(only) be pursued by studies including all kinds of variables in one statistical model 
(with potentially associated problems such as over-adjustment for or overlooking 
of effect modifications), but (rather) by incremental strategies looking at individual 
paths of the explanatory process or causal ordering via step-by-step, i.e., consecu-
tive, analyses.

A principally independent but related issue highlighted by the present empirical 
analysis is the question how predisposing versus enabling factors should be (statis-
tically) modeled in accordance with Andersen’s concept of their effects on utiliza-
tion. While need factors denote conditions that are conceived as requiring medical 
treatment and must be defined for utilization to actually take place, enabling factors 
facilitate (or, in case of scarcity or absence, impede) utilization [7–8]. In our view, 
it makes sense to model them as modifiers of the effect of a given need factor and 
thus test the interaction between the need factor and the enabler in terms of mod-
eration analysis [38–39]. Against this background, it may be instructive that our 
analysis shows that sex, as a basic variable usually categorized as a predisposing 
factor in the model, moderates the association of obesity and the utilization of PCPs 
in the gender-specific manner described above (excess use only in severe obesity 
for men and excess use in all three overweight groups for women). Note that the 
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opposite idea, i.e., moderation of the effect of sex on utilization by obesity status, 
is not a viable option if one accepts that predisposing factors are conceptualized as 
“notdirectly responsible for use” ([8], in press). In other words, while the distinc-
tion between predisposing versus enabling factors may be useful conceptually, and 
certainly has been one of the key features in the adoption of the behavioral model 
of health services use by health care utilization researchers for decades, it does 
not precisely imply how they should be modeled when empirically applying the 
theoretical framework. Also, the open question remains whether sex (and, for that 
matter, gender in terms of the psychosocial realities of being female or male in a 
society) may also be associated with features that enable people to utilize services 
(similarly, one could ask whether income is “only” an enabler or “also” predisposes 
to use certain services).

Concluding Summary

In population-based studies in Germany, obesity is associated with excess utiliza-
tion of PCPs in terms of number of visits, holding especially for severe obesity. No 
data have yet been published on the reasons for and content of the consultations. Ex-
cess PCP utilization is associated only with severe obesity among men but with all 
three overweight groups among women. This pattern parallels obesity-associated 
reduction in physical health-related quality of life. Future studies should replicate 
these findings and examine the roles of enabling and contextual factors in this con-
text, for instance, income as an effect modifier and the gender-specific impact of 
regional PCP density.
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Introduction

Rheumatic disorders are among the most common diseases of the musculoskeletal 
system. In its Report on Rheumatic Disorders, the German government estimates 
that about one-third of early retirement cases, one-fifth of hospital days, and a high 
percentage of all physician visits are caused by rheumatic disorders (Rheumabericht 
der Bundesregierung 1997). The most common diagnoses are rheumatoid arthritis 
(RA; International Classification of Diseases (ICD)-10: M05-06), psoriatic arthritis 
(PsA; ICD-10: M07), osteoarthritis (OA; ICD-10: M15-M19), systemic lupus ery-
thematosus (SLE; ICD-10: M32), fibromyalgia (FM; ICD-10: M79), and ankylos-
ing spondylitis (AS; ICD-10: M45).

This chapter analyzes the factors influencing the utilization of physical therapy 
(PT) by patients with rheumatic disorders in Germany. After providing an overview 
of the epidemiological importance of rheumatic disorders and the effectiveness of 
PT, we will therefore present and discuss the results of a current review on the 
prevalence of PT utilization and its predictors in rheumatism patients in Germany 
and a secondary data analysis of rheumatism-related health services data on the 
utilization of PT services and their potential predictors.

Epidemiology

In Germany, the adult lifetime prevalence of inflammatory rheumatic disorders 
is 3.4 % (Schneider et al. 2006). One out of 100 persons under 30 and every 
16th person aged 70 +suffer from a rheumatic disorder. Starting at age 40, the 
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prevalence is higher for women than for men, and more than twice as many 
women than men over age 70 suffer from rheumatism (Schneider et al. 2006). 
The prevalence of RA is about 0.5–1%, with women being affected twice as 
commonly as men (Symmons 2002). Kaipiainen-Seppänen and Aho (2000) re-
port a PsA prevalence of 0.1 %. Sun et al. (2007) found OA incidence rates of 
1,103 new cases per 100,000 inhabitants for women and 934/100,000 for men. 
Bernatsky et al. (2007) calculated an SLE prevalence of 51/100,000 inhabitants. 
In Germany, an FM prevalence of 0.4 % for women and 0.05 % for men has been 
calculated (Sauer et al. 2011).

Effectiveness of PT

Rheumatic disorders result in a high burden of disease. In addition to reducing func-
tional ability and quality of life (Carmona et al. 2001), they are the most common 
cause of chronic health limitations (~40 %) and long-term disability (~50 %) among 
the most epidemiologically relevant disorders (Andrianakos et al. 2005).

Alongside pharmacological therapy and specialist care, PT is one of the most 
important treatment elements for patients with RA according to current guidelines 
(Schneider et al. 2011). Clinical and experimental studies confirm the effective-
ness of PT in RA patients (Baillet et al. 2012, 2010). On the basis of randomized 
controlled trials, a systematic literature search found a high level of evidence that 
therapeutic interventions consisting of functional strengthening and low-intensi-
ty and high-intensity exercise therapy reduce pain and increase patients’ general 
functional abilities (Ottawa Panel Members 2004). The review by van den Ende 
et al. (2000) arrived at similar results and supports the effectiveness of therapeu-
tic exercises in increasing aerobic capacity and strength. Alongside these positive 
results on the effectiveness of active exercises, literature reviews on the effects of 
passive interventions (thermotherapy, balneotherapy, and electrotherapy) revealed 
a more complex picture: while electrotherapy was shown to be effective in terms of 
increasing strength and resistance to fatigue (Brosseau et al. 2002), thermotherapy 
was not associated with any significant effects on objectively measured parameters 
(Robinson et al. 2002).

FM patients benefit from exercise therapy for increasing global well-being 
(Kelley and Kelley 2011), from hydrotherapy for the alleviation of pain (McVeigh 
et al. 2008), and from both therapies for reducing disability and alleviating pain 
(Dziedzic et al. 2008).

Experimental studies also suggest a number of PT recommendations for OA pa-
tients. For instance, systematic literature reviews consider exercise therapy, particu-
larly group therapies, aquatic therapy, electrotherapy, manual therapy, and strength-
ening exercises as effective components of PT in OA patients (Thomas et al. 2009, 
Lange et al. 2008, Jamtvedt et al. 2008).

For AS patients, PT in the form of individualized and group therapy and aquatic 
therapies are considered effective as well (Vliet and Li 2009, Dagfinrud et al. 2008).
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Utilization of PT

Alongside these results of experimental clinical studies that clarify PT effective-
ness under ideal trial conditions, current practices in the prescription and utiliza-
tion of PT should be examined in an effort to identify and counteract underuse, 
overuse, and misuse. The provision of PT services in Germany is an interesting 
topic and the subject of current discussion. In Germany, PT is typically provided 
on the basis of a physician’s prescription. The number, frequency, and type of PT 
sessions are diagnosis dependent as specified by the catalog of non-pharmaco-
logical therapies [Heilmittelkatalog]. Hence, PT utilization is indirect, with the 
physician acting as a gatekeeper. Direct access to PT services without requiring 
a physician visit has been the subject of recent debate in Germany. This option 
is currently being tested through pilot studies (IFK 2012, Scheel 2012). At this 
time, self-regulated utilization is only an option through physical therapists who 
are also licensed alternative medical practitioners [Heilpraktiker] (Bundesverwal-
tungsgericht 2009).

A study by Zink et al. (2001) on the basis of a German national register revealed 
great inter-practice variations in the prescription frequencies for active and passive 
PT at outpatient rheumatology care facilities. Only a small part of this variation was 
explained by the case mix.

Prevalence of PT utilization in Germany

In a current systematic literature review (Thieme and Borgetto 2012), we exam-
ined PT utilization in Germany and its potential predictors and determinants. The 
methods and results of the review are described in detail in the original publication. 
It shows that between 25  % and 59  % of patients with rheumatic disorders receive 
PT. The results of different studies varied widely, based on the rheumatological 
diagnoses and other factors.

RA patients received or were prescribed PT in 25  % (Thieme et al. 2009, Zink 
et al. 2006) to 55  % (Thieme and Borgetto 2011) of cases. Studies on outpatient 
services (Thieme et al. 2009, Mau and Müller 2008) found lower rates than studies 
on PT in general (Zink et al. 2006, Zink et al. 2003, Zink et al. 2001). Two studies 
examined FM patients. On the basis of statutory health insurance (SHI) data, Sauer 
et al. (2011) found that 59  % of patients were prescribed outpatient PT. Thieme and 
Borgetto (2011) used the data of a questionnaire survey to conduct a secondary data 
analysis and found that 53 % of FM patients utilized therapeutic exercises. Another 
study found that the utilization of PT rose by 7 % between 1994 and 1999 (Zink 
et al. 2003). Two studies examined data of AS patients. One study found a prescrip-
tion rate of 48 % for outpatient individualized PT (Mau and Müller 2008). The other 
study determined that 64 % of respondents utilized individualized PT and 13.7 % 
utilized group PT (Zink et al. 2006).
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Determinants of PT utilization in Germany

As described in Chap. 2, determinants and predictors of utilization can be described 
as individual and contextual factors using Andersen’s model (Andersen 2008).

Several studies report individual factors that may influence the provision, pre-
scription, and utilization of PT services in Germany. For patients with RA, Thieme 
and Borgetto (2011) found that patients who received exercise therapy were sig-
nificantly younger than those who did not. Their data further demonstrated that 
the time since diagnosis in these patients was longer and that they experienced 
greater pain intensity and reported lower quality of life in some items of the Short 
Form-36 Health Survey. On the basis of a questionnaire survey, Mau and Mül-
ler (2008) also found that utilization clearly depended on the severity of disease. 
Among RA patients, PT was received by 31 % of the most disabled versus 14 % of 
the least disabled. In addition, they reported that patients in active stages of RA, 
with severe fatigue, and greater functional disability were more likely to receive 
PT. In the study by Waltz (2000), the best predictors of PT utilization in RA patients 
were severe fatigue and more severe functional limitations. In addition, the authors 
found a weak relationship with active stages of RA. For patients with FM, it was 
found that those using PT services were younger and had more pain than those who 
did not use PT (Thieme and Borgetto 2011;Table 13.1).

Regarding the contextual factors influencing RA patients’ utilization of PT ser-
vices, Thieme et al. (2009) reported that prescription rates of PT services varied con-
siderably according to medical specialty of the prescribing practitioners. Primary 
care physicians prescribed more outpatient PT services than did orthopedic special-
ists. Zink et al. (2003, 2001) found equally wide variations in PT utilization between 
26 different rheumatology centers. Mau and Müller (2008) reported variations in PT 
utilization from 10 to 45 % between different rheumatologists (Table 13.1)

Prevalence of PT utilization in international comparison

The reported prevalence of PT utilization by RA patients in Austria is 50 %, similar 
to German numbers (Wagner et al. 2005). In two studies from the Netherlands, 
the prevalence of utilization varied between one-third and one-half of examined 
patients (Jacobi et al. 2004, Waltz 2000). In the USA, 6 % and 17 % of examined pa-
tients reported having received individualized PT within the past 12 and 6 months, 
respectively (Kahn et al. 2007, Berkanovic et al. 1991). In Canada, some 83 % re-
ported having participated in individualized or group PT (Li et al. 2004).

For the USA, Hsieh et al. showed that only 11 % of OA patients took advantage 
of PT (Hsieh and Dominick 2003).

Determinants of PT utilization in international comparison

When comparing Germany and the Netherlands, Waltz (2000) found that the preva-
lence of utilization by RA patients depends on disease activity, with patients in ac-
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tive stages of arthritis more frequently taking advantage of PT. Severe fatigue and 
more severe functional problems were additional important predictors of PT utili-
zation in that study. There were no national differences between the two countries 
(Waltz 2000). Berkanovic et al. (1991) arrived at a similar result in the USA. In this 
publication, patients with more severe functional disability, more severe limitations 
in activities of daily life, and poorer self-reported health more commonly received 
PT services. In addition, white skin color was found to be a negative predictor of 
PT utilization, while a greater tendency to use medical and therapeutic services 
was a positive predictor. A study in Belgium found a distinct association between 
utilization and time of diagnosis. PT was utilized by 8 % of patients in early stages 
of RA and 26 % of those in late-stage RA (Westhovens et al. 2005). Li et al. (2004) 
calculated predictors and found that moderate to high family income increases the 
utilization of active PT exercises in Canada. In a US study with almost 800 included 
RA patients, Iversen et al. (2011) showed that high disease activity, stronger social 
networks, and more severe disability increase the utilization of PT, while not hold-
ing a college degree reduces it.

For other diagnostic groups, few data on the determinants of PT utilization were 
found in the literature. Hsieh and Dominick (2003) demonstrated that higher sever-
ity of disease, stronger belief in the benefits of therapy, and physician recommenda-
tion are associated with greater PT utilization by OA patients in the USA.

Research problem

The analysis reveals that relatively little is known about PT utilization by patients 
with rheumatic disorders in Germany. While particularly the ‘core documenta-
tion’ [Kerndokumentation] provides a good basis for determining the prevalence 
of utilization (Zink et al. 2003), influencing factors have rarely been investigated. 
In the analysis of overuse, misuse, and underuse, health services data can sug-
gest positive as well as negative influencing factors, and these factors can then be 
specifically targeted if action is required. On this basis, a secondary analysis of 
the RheumaDat Panel (Borgetto und Stößel 2011, Borgetto et al. 2008) has been 
conducted. It aimed to determine the prevalence of PT utilization and its potential 
predictors in patients with RA or FM.

Methods

The secondary data analysis was conducted using a questionnaire-based survey 
(RheumaDat) by the University of Freiburg. In the observation study, a cohort of 
rheumatism patients were surveyed for a time period of 2 years using standardized 
questionnaires. The questionnaires were administered to patients every half year at 
four survey times (t1–t4).

To ensure that the widest possible range of services is represented in the study, 
the participants were recruited through various occupational groups (rheumatolo-
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gists, general practitioners, physical therapists, etc.) and in various sectors (outpa-
tient, acute inpatient, rehabilitation, and self-help organizations). The sample for 
the initial survey was collected from June 1, 2001 to May 31, 2002. The survey as 
a whole ended on May 31, 2004.

To recruit patients for the initial survey, the Medical Sociology Department of 
Freiburg University collaborated with various types of care providers. The collabo-
ration partners had the following tasks:

• Identify patients with rheumatic diseases who were willing to participate in the 
study.

• Provide brief patient information about the study and obtain consent.
• Hand out a questionnaire to be returned directly to Freiburg University by mail.

The following procedure was typically used to recruit study participants 
(Table 13.2): After the partners confirmed their collaboration, the number 
of patients who may be willing to participate in the study was collaboratively 
estimated. Most collaboration partners were sent the corresponding number of 
questionnaires. In a few clinics, research project staff was involved in contacting 
the patients on site.

The study surveyed a wide spectrum of rheumatism-related diagnosis groups. In 
this analysis, we only took into account patients whose main diagnosis was chronic 
polyarthritis (CP) or FM.

Additional inclusion criteria were: (a) age 18 + and (b) consent to participate 
in the study. Exclusion criteria were: (aa) difficulty in writing and (bb) severe 
comorbidities or multimorbidity masking the rheumatic illness.

Questionnaires

The study participants were issued questionnaires consisting of individual questions 
and standardized survey instruments. The questionnaires were largely identical, ex-
cept for minor differences based on survey time and diagnosis, for instance.

Utilization

The utilization of medical services was recorded at all four time points using the 
survey instrument V-RHEUMA, which was developed for this study. V-RHEUMA 
encompasses outpatient and inpatient medical treatment, rehabilitation services, the 
respective therapy (pharmaceutical, surgical, physical, occupational therapy, psy-
chotherapy, etc.), and supplementary services such as functional training, psycho-
logical pain management training, patient training, and self-help groups.

Predictors of PT utilization were examined using the variable “received PT with-
in the last 6 months: yes/no” for the survey times t2and t4. For direct utilization, 
only the time point t2 was taken into account. For calculating predictors of repeat 
utilization, we analyzed patients who reported having received PT within the previ-
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ous 6 months for both t2 and t4. The comparison group consisted of the patients who 
reported not having received PT at either one of these time points.

On the basis of the Andersen model (see Chap. 2), the independent variables 
were categorized as need factors, predisposing factors, or enabling factors.

Need factors

Time of diagnosis The time of diagnosis was categorized as a dichotomous variable, 
primarily because more differentiated categorization would have resulted in very 
small sample sizes. We differentiated patients diagnosed before 1990 versus those 
diagnosed after 1990.

Functional ability Functional ability was surveyed using the Hannover Functional 
Ability Questionnaire (FFbH-X). The FFbH evaluates the functional ability of pati-
ents with rheumatic disorders, that is, the extent to which the patients can manage 
the activities of daily living within their household, family, occupation, and leisure 
time (Kohlmann and Raspe 1996). For instance, the FFbH records limitations in 
mobility, personal hygiene, grasping and moving objects, and dressing and undres-
sing that are caused by rheumatic diseases. The results range from a score of 0 (no 
functional ability) to 100 (full functional ability). The version FFbH-X comprises 
the three syndrome-specific versions of the FFbH (polyarticular diseases FFbH-P, 
back pain FFbH-R, and lower extremity OA FFbH-OA) and allows reconstruction 
of these specialized versions. The FFbH score was categorized in three levels, with 
participants achieving up to 50 points being grouped in level 1, those up to 75 in 
level 2, and those up to 100 points in level 3.

Depression/depressive symptoms Depression was surveyed as a predictor at base-
line using the German-language Center for Epidemiological Studies Depression 
(CES-D) questionnaire (Weissman et al. 1977). As an epidemiological screening 
instrument, the 20-item scale is a sensitive instrument for measuring depressive 
symptoms. It is recommended for use in patients with chronic pain since it has few 
somatic items that may represent a “symptom overlap” with pain questionnaires 
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Table 13.2  Recruitment of study participants
Collaborating partners Number Questionnaires supplied Study participants
Rheumatologists 13 199 25
Physicians in private practice 7 55 3
Hospitals 54 1,425 301
Physical therapists 151 1,219 229
Working groups within the League 

against Rheumatism
49 932 341

Other collaborating partnersa 7 60 2
Total 283 3,890 901
a Pharmacies, social services offices, medical bath practices
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(Nagel et al. 2002). An example item is: “During the past week, I’ve felt depressed 
or sad.” The 4-point scale offers respondents choices from “rarely or none of the 
time (less than 1 day)” to “most or all of the time (5–7 days).” A cut-off score of 
16 is used to identify clinically relevant depressive symptomatology (Parikh et al. 
1988, Zich et al. 1990). Using this value, the variable was categorized into clinically 
relevant versus irrelevant symptomatology.

Predisposing factors

Age Age was recorded using the patient’s year of birth. Ages were categorized into 
20-year groups, ranging from ages 20–39 to 60 +.

Sex Sex was recorded as a dichotomous variable (male/female).

Locus of control To survey general expectations, we used the questionnaire for the 
assessment of disease and health locus of control [KKG, Kontrollüberzeugungen 
zu Krankheit und Gesundheit] (Lohaus and Schmitt 1989). This questionnaire par-
ticularly allows discriminating between internal locus of control (specific events 
are experienced as a consequence of one’s own actions and therefore under one’s 
own control) and external locus of control (specific events are attributed to chance 
[fatalistic externality] or the influence of other persons [social externality]).

Coping with disease The Freiburg Questionnaire on Coping with Illness [FKV, 
Freiburger Fragebogen zur Krankheitsverarbeitung] assesses a wide range of 
coping dimensions (Muthny 1989). The test consists of a detailed instrument 
  (FKV 102) with 12 scales and a short form for self-assessment (FKV-LIS) with 
five scales and 35 items each. This study used the short form because it is parti-
cularly suitable for measuring course over time. The five scales describe the fol-
lowing coping mechanisms: depressive coping, active problem-oriented coping, 
distraction and self-encouragement, religious faith and search for meaning, as 
well as minimization and wishful thinking.

Enabling factors

Level of education Level of education was categorized in four levels: no degree, 
lower secondary school degree [Haupt-/Volksschulabschluss], mid-level secondary 
school degree [Realschulabschluss], and university entrance qualification [(Fach-)
Abitur].

Occupational training Occupational training was categorized into five levels: No 
completed occupational training, completed occupational training, mid-level secon-
dary school degree, academic, and other occupational training.

Income Net household income was recorded in EUR 750 increments, from an 
income up to EUR 750 to above EUR 1750.
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Social support Social support was surveyed on the basis of the “Fragebogen zur 
soziale Unterstützung-Kurzform 22” questionnaire by Sommer and Fydrich (1991). 
With its two parts the F-SOZU surveys social support or burden (Part A) as well 
as the presence of other people who are experienced as socially supportive or bur-
densome, and hence aspects of the social network (part B). The contents are sur-
veyed with the main scales “emotional support,” “practical support,” and “social 
integration,” plus the previously neglected component “social burden.” With the 
supplementary scales, additional aspects such as “reciprocity of interaction” and 
“satisfaction with social support” can be measured.

Analysis

The secondary analysis included the CP or FM respondents’ data sets that were 
available for the times t1, t2, and t4 ( n = 426). Subgroup analyses were conducted 
separately for each diagnosis. Predictors were examined at the time t1 for direct 
utilization (PT at t2) and repeat utilization (PT at t2 and t4).

For the sociodemographic data, descriptive data and distributions were calcu-
lated. The predictor analysis was conducted using binary logistic regression. All 
independent variables were included in the model step by step. The reference cat-
egory for categorical variables was determined using content considerations. The 
significance threshold for predictors of utilization was set on  p-value of 0.05. The 
statistical analysis was conducted using the  Predictive Analysis Software (PASW) 
18 for Windows.

Results

Sample description

A total of 610 participants with CP and FM were recruited for the survey. For this 
secondary data analysis, the data of 426 respondents were used because their data 
sets were available for the time points t1, t2, and t4.

Table 13.3 summarizes the most important sociodemographic and disease-related 
data of the 426 respondents. The average age of the respondents was 52.73 ± 11.44 
years. Ninety percent of participants were female. At the time of inclusion, the aver-
age time since diagnosis was 6.07 ± 7.42 years. The analysis included more respon-
dents with FM (58 %) than with CP (42 %).

At the time t2 (6 months after inclusion), 53.6 % of respondents reported having 
received PT within the past 6 months. Due to missing responses in the question-
naires, the data sets of 170 participants were unavailable for the frequency analy-
sis of repeat PT. Among the remaining 256 participants, 34.4 % reported having 
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received PT within the past 6 months at times t2 and t4 (18 months after inclusion). 
This was interpreted as repeat utilization (Table 13.3).

Predictors of direct utilization of PT

Total sample

Among the 426 data sets, 366 could be included in the predictor analysis for the 
total sample. The other data sets were excluded due to missing responses in one 
or multiple independent variables of the regression analysis. We found no signifi-
cant differences in selected prognostic variables (age, sex, time since diagnosis, 
functional ability, quality of life, and depressive symptoms) between analyzed and 
incomplete data sets.

Two variables were found to significantly influence the utilization of PT in 
the following 6 months. However, the variance explained by the model was low 
(Nagelkerke R2 = 0.077). In the first step, physical functional ability (FFbH) was in-
cluded in the model. We found that participants with lower scores in the FFbH were 
more likely to receive PT than patients with higher functional ability (FFbH up to 50 
points: odds ratio (OR): 2.25; 95 %-confidence interval (CI): 1.20–4.21 ( p < 0.01); 
FFbH 51–75 points: OR: 2.50; 95 %-CI: 1.55–4.02 ( p < 0.001); reference: FFbH 
76–100 points). Educational level was the second predictor that was included in 
the model. Participants with a lower secondary school education exhibited lower 
utilization than those with university entrance qualification (OR: 0.51; 95 %-CI 
0.28–0.96 ( p = 0.035)) (Table 13.4). All other variables were not included in the 

Table 13.3  Sociodemographic, disease-related, and utilization-related variables of the included 
cases; FFbH: Hannover Functional Ability Questionnaire
Variable Frequencies n ( n = 426)
Age in categories
(missing: n = 1)

20–39
40–59
60 + 

33
217
175

Sex Male/female 38/388
Main diagnosis:
(missing: n = 0)

Chronic polyarthritis
Fibromyalgia

179
247

Year diagnosed, in categories
(missing: n = 3)

1951–1990
1991 or later

77
346

FFbH with categories
(missing: n = 1)

Up to 50
51–75 points
76–100 points

74
174
177

PT with the past 6 months (t2)
(missing: n = 1)

Yes/no 228/197

PT with the past 6 months (t2 and t4)
(missing: n = 170)

Yes/no 88/168
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model. Figures 13.1 and 13.2 show the prevalence distributions of PT utilization for 
the two predictors.

Chronic polyarthritis

Among the 179 participants with CP, we were able to include 150 in the regression 
analysis. Two of the examined predictors were incrementally included in the model. 
However, the explained variance was low (Nagelkerke R2 = 0.127). In the first step, 
the KKG variable “internal locus of control” was found to be a significant predic-
tor, and in a second step, the FKV subscale "distraction and self-encouragement." 
High internal locus of control was negatively associated with the utilization of PT 
(OR = 0.91; 95 %-CI 0.86–0.97 ( p < 0.01)). Regarding the FKV subscale, higher val-
ues in “distraction and self-encouragement” were associated with utilization of PT 
in the following 6 months (OR: 1.94; 95 %-CI 1.12–3.37 ( p < 0.05)).

Fibromyalgia

Among the 247 data sets of participants with FM that were originally included in 
the analysis, 216 were included in the model. None of the selected variables were 
identified as significant predictors of PT utilization.

Predictors of repeat utilization of PT

Total sample

Among the 426 included data sets, we were able to analyze 225 for repeat utiliza-
tion of PT using logistic regression. Again, the remaining data had to be excluded 
due to missing responses on the variables in the model. The respondents whose data 
sets could be analyzed had significantly lower scores in the FFbH (67.48 vs. 71.80; 
p = 0.01) and in the somatic subscale (25.35 vs. 34.36; p < 0.001) of the SF-36. Fur-
ther, a significantly higher percentage of men (10 vs. 28; p < 0.001) were excluded 
from the analysis, and included patients had a shorter time since diagnosis (5.44 vs. 
6.80; p = 0.01)

None of the independent variables that were included as predictors in the analy-
sis met the criteria for inclusion in the predictor model.

Chronic polyarthritis

Only 58 of 179 data sets could be included in the model. No significant predictors 
were identified by the model.
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Fibromyalgia

Among the 247 data sets of participants with FM that were originally included in 
the analysis, 216 were included in the model. None of the selected variables were 
identified as significant predictors of PT utilization.

Discussion

The results of this secondary data analysis show that only direct utilization of PT 
could be partially predicted by various factors of the model. For the total group, 
the only significant positive predictor of utilization (which is predominantly based 
on doctor’s prescriptions) was more severe functional disability. Patients with uni-
versity entrance qualification were almost twice as likely to utilize PT. However, 
this result barely missed significance level. In the subgroup of RA patients, PT 
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utilization was more likely for those reporting higher scores in the coping strategy 
“distraction and self-encouragement” and less likely for those with a higher internal 
locus of control. No predictors of utilization were found for direct utilization by 
FM patients or for repeat utilization for all samples. However, the significant differ-
ences between analyzed and incomplete data sets must be taken into consideration 
when interpreting this result.

In agreement with other studies on PT utilization in Germany, greater severity of 
disease or more severe disability seems to be of one of the most significant factors 
influencing PT utilization for people with rheumatism. Functional disability can 
be considered a need factor, and from this perspective, it seems to be a reasonable 
factor for steering service utilization. Interestingly, however, this predictor cannot 
be confirmed in the subgroups, possibly as a result of insufficient sample size as a 
limiting factor. It could also be an insignificant predictor of repeat PT utilization 
because significantly more patients with severe somatic and mental disability were 
excluded from the analysis due to incomplete data sets, thereby reducing the con-
trast. Current (guideline) recommendations include a general note that PT should 
be used but do not specify a target group (Raptopoulou et al. 2008, van den Berg 
et al. 2012, Wilson et al. 2012). Therefore, it is unclear whether patients with a low 
functional status benefit more from PT and should receive more therapy. Only for 
OA patients, one study showed that those with unilateral hip pain, lower pain inten-
sity, lower age, faster walking speed, and shorter duration of symptoms benefit from 
PT more than those who are more severely disabled (Feldman et al. 2007). To our 
knowledge, however, no data are available on patients with other diagnoses and or 
on direct physical disability. Since in Germany, PT utilization is strongly influenced 
by physician prescriptions, the basis of prescription practices is an important issue. 
Currently, they do not seem to be evidence based.

Among enabling factors, the predictor “lower secondary school degree” is as-
sociated with lower utilization than “university entrance qualification,” suggesting 
that utilization is dependent on social status. It would be interesting to determine the 
basis of this association. There may be a secondary factor, for instance, patients with 
lower educational level visiting physicians less frequently and therefore receive 
fewer prescriptions, or that receiving fewer prescriptions despite equal numbers of 
physician visits. In Canada, for instance, RA patients of lower socioeconomic status 
wait longer to consult a physician (Feldman et al. 2007). However, a direct asso-
ciation is conceivable as well. Iversen and colleagues also identified this predictor 
for RA patients in the USA (Iversen et al. 2011). To our knowledge, no data on this 
topic are available for Germany. This could indicate that despite SHI, social barri-
ers may limit PT utilization. However, we must note that the results barely missed 
significance level.

Interestingly, only predisposing factors could be identified as predictors in the 
subgroup of RA patients. For instance, coping strategies that are largely based on 
distraction and self-encouragement are associated with greater utilization of PT. It 
remains unclear whether PT utilization partially results from this strategy or repre-
sents part of it. A slightly less pronounced negative predictor in this patient group 
is a stronger internal locus of control. This may also lead to reduced utilization of 
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support from others, such as physical therapists. Again, it is conceivable that this is 
influenced by the physician visit.

Although nearly 45 % of FM patients received PT, no predictors could be identi-
fied. We can only suspect that this is a sign of noncontrolled utilization. Since na-
tionally and internationally few data are available on utilization and its determinants 
in FM patients, more research is required in this area.

Repeat utilization could not be predicted by any predictors in any study samples. 
The small sample size of cases that could be included in the analysis is likely a 
decisive limiting factor.

In addition to small sample size, limitations include the method of secondary data 
analysis. For instance, this method makes faulty data or data loss more difficult to 
trace. In addition, no a priori, theory-based investigation of potential indicators is pos-
sible. Another limiting factor is the fact that due to missing or incomplete data, only 
part of the primarily analyzed data sets was included in the regression analysis on 
utilization. In the present study, this resulted in a high percentage of incomplete data 
sets. Some of the variables used to compare complete versus incomplete data sets also 
differed significantly, although the differences were minor from a clinical perspec-
tive. Further, selection bias cannot be ruled out since one-quarter of the respondents 
were recruited in PT practices, and nearly 100 % utilization prevalence can be as-
sumed for this group. This could have biased results, at least regarding the prevalence 
of utilization. Nevertheless, this study is important to supplement and expand the 
existing, very limited data on the PT utilization of rheumatism patients in Germany.

In summary, these data expand and at least partially support existing knowledge. 
For instance, patients with more severe functional disability more frequently take 
advantage of PT. This utilization pattern is not supported by evidence-based medi-
cine, however. We also found indications of social influencing variables like educa-
tional qualification. In RA patients, in contrast, predisposing factors such as locus of 
control and coping mechanism influence (indirect) utilization behavior. However, 
we found no predictors for FM patients and repeat utilization. In the future, a greater 
effort must be made to increase the available data on determinants and predictors of 
utilization. In addition, strategies must be developed to optimize utilization.
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Introduction

Individual responsibility, self-help, and active cooperation of patients and their rela-
tives are essential for optimizing health care. In the professional health-care system, 
the limitations of medical and psychosocial care in the treatment of chronic diseases 
and disabilities often become apparent. Alongside the professional health-care sys-
tem, self-help associations therefore make an important contribution by helping 
people with chronic diseases and disabilities as well as their relatives to cope with 
illness and improve their quality of life. Factors that influence participation and in-
volvement in self-help associations are therefore highly relevant in health services 
research and in the field of rheumatic diseases,1 and they are the subject of the 
secondary analysis of rheumatic disease care data that is presented in this chapter.

Since self-help associations can significantly differ in structure, operation, and 
offered services, we will first provide a general overview of the definition and con-
cepts of community self-help as well as the principal results of self-help effective-
ness research. Using the example of a federal state association [Landesverband], we 
will discuss in detail the German League against Rheumatism [Deutsche Rheuma-
Liga] as one of the most important and largest rheumatism self-help associations in 
Germany, and we will present the available results of research on the effectiveness 
of self-help in rheumatism.

1 An overview of rheumatic diseases and their epidemiological significance is presented in 
Chap. 13.

C. Janssen et al. (eds.), Health Care Utilization in Germany,  
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Definition and Conceptual Foundations

Currently, there are no binding definitions of the terminology associated with the 
concept of self-help, neither in Germany nor internationally. The definitions pre-
sented here from the perspective of self-help research in German-speaking countries 
(Borgetto 2004) are intended for the scientific systematization of these phenomena; 
in practice, the usage of the terminology may vary. Self-help associations are vol-
untary associations of people who strive toward collaborative coping with diseases 
and/or mental disorders and their sequelae that affect them or their relatives. Gener-
ally, self-help groups (SHGs) and self-help organizations (SHOs) are differentiated.

Associations of affected people in groups whose members personally know one 
another are considered SHGs. Some groups are led by group members. The defini-
tion as an SHG significantly depends on whether the leader is personally affected 
by the disease, regardless of whether this person is a medical/health layperson or 
expert/professional care provider. SHGs that focus on the concerns and problems 
of their own members are considered inwardly oriented groups, while SHGs that 
also counsel and represent the interests of other affected individuals are considered 
externally oriented groups.

Unlike SHGs, SHOs have national offices representing their interests, typical-
ly more members, formalized work and administrative procedures, specific legal 
forms, and, often, extensive contacts to professional systems. SHOs can arise from 
mergers of several SHGs or support SHGs and stimulate their foundation. Particu-
larly older SHOs, however, were often established at the suggestion and with the 
support of health professionals. SHOs provide consultation and information ser-
vices to people much beyond their own membership.

The principal objectives of SHOs are providing information for consulting af-
fected patients and their relatives, providing services for the regional divisions and 
SHGs, conducting and promoting research, collaborating within the health-care 
system, providing therapeutic services, public relations, and representing people 
with the respective disorder on a national level.

We can further distinguish between people who use and those who actively con-
tribute to self-help activities. While the latter are active in the sense that they use 
as well as organize the programs and activities of self-help associations, self-help 
users take advantage of these services without being involved in creating them.

Principal Results of Self-Help Effectiveness Research

The results of existing health services research within the lay system show that par-
ticularly SHGs contribute to mutual social support, patient education, and changes 
in attitude in the affected patients and their social environment (Borgetto 2004). 
They relieve the patients’ primary social networks and support more targeted uti-
lization of professional services. Except for counseling services, the activities and 
other assistance offered by SHOs have been little researched so far.
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The effectiveness of self-help is based on conversations between similarly af-
fected people, particularly when participating in SHGs, during social events in a 
group, or during counseling (Borgetto 2004). “Self-help communication” is based 
on the “experienced and suffered expertise” of affected people. Communication 
serves not only to exchange information but also to strengthen social relationships 
between affected people that arise through the involvement in self-help associa-
tions.

Study results on the operation and activities of SHGs suggest that four dimen-
sions of communication between affected individuals should be distinguished, 
the intensity and context of which depend on the respective self-help activities: 
exchanging experiences, conveying information, verbalizing feelings, and hold-
ing conversations without specific purpose (see Daum 1984; Borgetto et al. 2008). 
These dimensions are associated with various mechanisms of action known from 
stress research and psychotherapy research, for instance, model-based learning, 
self-discovery, mutual emotional support, broadening of the individual knowledge 
base, processing of the past, etc. (see Matzat 1999; Borgetto 2004).

Primary effects of self-help are changes in behavior, individual personal de-
velopment, and relief or strengthening of social networks. Kyrouz, Humphreys, 
and Loomis (2002) provide an overview of the most important empirical results of 
international self-help effectiveness research, to which we will further refer below.

Changes in behavior are expected to directly impact health. Empirical studies 
indicate that this is particularly the case for SHGs for addictions, eating disor-
ders, and diabetes. According to existing studies, more efficient utilization of ser-
vices within the professional health-care system and increased compliance can be 
achieved regardless of the respective diagnosis, thereby increasing the effectiveness 
and efficiency of health care.

Personal development is based on the therapy-esque interactions between affect-
ed people. The effects of conversation-based SHGs have been found to be compa-
rable with those of group psychotherapy (Daum 1984). Accordingly, SHGs reduce 
mental disorders and increase subjective health and quality of life.

Stress research has revealed that successful social relationships generally reduce 
susceptibility to disease and directly affect health by strengthening the immune sys-
tem (Borgetto 2010). Many studies, predominantly using a retrospective assessment 
by group participants, confirm that participation in SHGs relieves and strengthens 
partnerships for most participants, improves relationships with family members 
and friends, activates social involvement, and increases the person’s social network 
(Trojan 1986; Braun et al. 1997; Borgetto 2004).

Direct evidence of salutogenic and tertiary preventive effects of SHGs has also 
been found, including better coping with and reduction of addictions and other 
health-impairing behaviors, alleviation of depression and depressive symptoms, 
improvement of subjective well-being, self-confidence, and quality of life, as well 
as better coping with diseases and disabilities. Several studies provide indirect evi-
dence of the alleviation of mental disorders through the directly measured, distinct-
ly reduced utilization of inpatient services by participants of SHGs for the mentally 
ill (Edmunson et al. 1982; Kurtz 1988).
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Self-Help in Rheumatic Disorders

People with rheumatic disorders experience their disease as a comprehensive, ho-
listic problem that is continuously present throughout their daily lives. In contrast, 
medical services—including rheumatology care—are characterized by division of 
labor and increasing specialization. Simultaneously, the health-care system suffers 
from growing financing problems that hamper further development of the offered 
services and even restrict services that are currently available.

In this context, services have been developed for people suffering from a  variety 
of disorders, including rheumatism (see Borgetto 2004); these services pick up on 
the above deficits and are organized largely in self-help settings by volunteers- 
affected individuals, dedicated laypeople, and health-care professionals. For rheu-
matic disorders, the majority of these services are provided by the German League 
against Rheumatism and its state and member associations.

The German League Against Rheumatism

The German League against Rheumatism is a complex organization that includes a 
multitude of collective and individual stakeholders. Today’s structure of one federal 
association and several state associations as well as member associations, some of 
which in turn have their own state associations, did not result from the merger of 
smaller collective stakeholders such as SHGs on a national level. On the contrary, 
in 1970, the federal association of the German League against Rheumatism was 
founded as a nonprofit association, the first association of professionals, patients, 
and dedicated citizens.

The individual state associations then formed as members of the federal asso-
ciation. Furthermore, three member associations have joined the German League 
against Rheumatism: the German Bechterew’s Disease Association [Deutsche 
Vereinigung Morbus Bechterew], the Lupus Erythematosus Self-Help Associa-
tion [Lupus Erythematodes Selbsthilfegemeinschaft], and Scleroderma Self-Help 
[Sklerodermie Selbsthilfe].

The federal association of the German League against Rheumatism is it-
self a member of the Federal Association of SHOs [Bundesarbeitsgemein-
schaft  Selbsthilfe e.V.], the Association of Non-affiliated Charities [Deutscher 
 Paritätischer Wohlfahrtsverband], and the German Disability Council [Deutscher 
Behindertenrat].

Its operational level consists of the Bonn office with exclusively salaried staff. 
These staff members are hired without regard to whether they suffer from a rheu-
matic disorder. In the German League against Rheumatism, the federal association 
has no authority over the state and member associations; it is one association among 
many in the League against Rheumatism, albeit with coordinating functions on the 
federal level.
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Baden-Württemberg League Against Rheumatism

Since most of the study participants whose data were used for the secondary data 
analysis live in Baden-Württemberg, the available range of self-help activities and 
programs will be presented using the example of the Baden-Württemberg state as-
sociation of the German League against Rheumatism.

With some 50,000 members, the Baden-Württemberg state association is one of 
the larger state associations within the German League against Rheumatism (Bor-
getto et al. 2008). There are some regional coalitions that conduct joint training 
events, but like other state associations, its true basis are local working groups made 
up of volunteers. With 80 regional and district-level working groups, we can as-
sume statewide coverage with a network of working groups.

The work of the state office is supported by four full-time social workers who 
support the volunteers in the working groups using the “help for self-help” principle 
(Zartmann 1996). Each of the four social workers is responsible for one region 
(North Baden, South Baden, North Württemberg, and South Württemberg) and spe-
cific topic areas (parents of rheumatic children, children and youth, professional 
support of group leaders, support of most severely affected patients, and seminars). 
The social workers are in constant contact with the working groups and support 
them as needed, for instance, in the areas of organization, financing, professional 
and personal support, conflicts between volunteers, and in case of vacant positions 
and necessary restructuring.

In 2004, the Baden-Württemberg League against Rheumatism had more than 
1,700 volunteers involved in the working groups, and more than 80 % of them are 
estimated to suffer from rheumatic disorders themselves (Borgetto et al. 2008). 
Hence, the majority of the work on the ground is performed by rheumatism pa-
tients who are members of the Baden-Württemberg League against Rheumatism. 
The work primarily consists of organizing professional help, lay help, social events, 
and the discussion groups, which are typically completely independent. In addition 
to the volunteers, a total of about 500 therapists provide the professional services 
offered by the Baden-Württemberg League against Rheumatism.

The help offered by the Baden-Württemberg League against Rheumatism in-
cludes (help for) self-help, lay help, professional help, information and education, 
individual counseling, and counseling on social law. Self-help is primarily rooted 
in the discussion groups and task forces of the local and regional working groups. 
Some of them are tailored to age-specific and diagnosis-specific target groups, 
such as discussion groups for parents of children with rheumatic disorders, for 
young people with rheumatism, or for people who suffer from fibromyalgia (FM), 
rheumatoid arthritis, lupus erythematosus, or other rheumatic disorders, while 
other discussion groups are open to all members. Self-help programs also include 
dance and crafts groups as well as social and information events. Lay help is pri-
marily provided by volunteer staff members of the Baden-Württemberg League 
against Rheumatism who are themselves affected by rheumatic disorders. It pri-
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marily includes phone counseling, personal counseling, visiting services, neigh-
borhood assistance, etc.

Professional help, which is largely organized by affected patients themselves, is 
an important part of the work of the Baden-Württemberg League against Rheuma-
tism. Functional training (nonaquatic and warm-water exercise), psychological pain 
management training, and occupational therapy are conducted in professional-led 
groups. Furthermore, an extensive seminar and training program is offered. In 2002, 
the Baden-Württemberg League against Rheumatism centrally offered nine semi-
nars for volunteers and 13 seminars for affected patients. The seminars for patients 
range from basic seminars on specific diseases for patient education to psychosocial 
services, seminars on relaxation techniques, and leisure seminars.

Table 14.1 provides an overview of the services and activities of working groups 
of the Baden-Württemberg League against Rheumatism on the basis of survey re-
sults from 2000 and 2001 (Borgetto et al. 2008).

The work of the Baden-Württemberg League against Rheumatism is guided by 
the so-called guidepost, a written guideline in the form of a loose-leaf collection 
(see Borgetto et al. 2008). It serves as a central steering instrument for the associa-
tion’s management to guide volunteer work and implement the programs within 
the working groups. It also offers practical tips and assistance for the organization 
and the implementation of functional training offered in the form of warm-water 
and nonaquatic exercises. In addition to information on exercise therapy, a catalog 

Table 14.1  Programs and activities of the working groups of the Baden-Württemberg League 
against Rheumatism in 1997–2000
Programs and activities of the Baden-Württemberg League 
against rheumatism

Percentage of working groups 
offering the program in the years:
1997–1999a 2000b

Direct assistance
Self-help Discussion groups 55.9 56.5

Social events 92.5 91.3
Lay help Counseling 88.2 81.2

Support of severely affected individuals 29.4 26.1
Professional help Warm-water exercise 98.5 98.6

Nonaquatic exercise 98.5 98.6
Psychological pain management 29.4 13.0
Occupational therapy  8.8  5.8

Indirect help
Public relations No information 

availablec
74.7

Information events 89.6 76.8
Rheumatism meetings (lectures, trips, etc.) 75.9 85.5
a A retrospective survey in 2000 asked about 1997–1999. The results are based on the responses 
from 68 working groups
b A prospective survey in 2001 asked about the year 2000. The results are based on the responses 
of 69 working groups
c Questions on public relations were only included in the prospective survey in 2001
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of guidelines applies to the preparation, organization, and conduct of discussion 
groups and consultation services, and the so-called indirect help, such as public re-
lations activities and social and information events, should be organized following 
this guide as well.

Effects of Self-Help in Patients with Rheumatic Disorders

A study on the psychosocial and health effects of functional training for rheumatism 
and discussion groups offered by the Baden-Württemberg League against Rheuma-
tism empirically verified the following findings (Borgetto et al. 2008):

• The self-help programs “functional training” and “discussion groups” are among 
the three most popular programs offered by the Baden-Württemberg League 
against Rheumatism.

• FM patients who are self-help users more commonly receive most care from 
their primary care physicians, in compliance with guidelines, than nonusers.

• In contrast, FM patients who are nonusers more frequently receive pain therapy 
in compliance with guidelines.

• Chronic polyarthritis (CP) patients who are self-help users receive better rheu-
matologist care than nonusers.

• CP patients who are self-help users more frequently take substances to protect 
the gastric lining in conjunction with nonsteroidal anti-inflammatory drugs 
(NSAIDs).

• FM patients who are self-help users exhibit a slower decrease in functional abili-
ties than nonusers.

The data support the conclusion that under everyday conditions, the activities and 
programs of the Baden-Württemberg League against Rheumatism positively influ-
ence the functional abilities of FM patients, the utilization of specialist rheuma-
tologists by CP patients, and predominant care provision by primary care physi-
cians in FM patients, while they do not promote the utilization of pain therapists by 
FM patients. Thumboo and Strand (2007) also report that participation in self-help 
classes improves the health-related quality of life of patients with systemic lupus 
erythematosus.

Secondary Analysis of Predictors of Participation  
in Rheumatology Self-Help Activities and Programs

The overview of self-help research in general and specifically in the area of rheu-
matic disorders shows that self-help activities and programs are available through-
out Germany and that their psychosocial, health, and health services-related benefits 
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outweigh their disadvantages. However, the determinants of passive and active par-
ticipation in self-help activities for patients with rheumatism and their relatives are 
unknown: A national systematic literature search found no relevant data (Thieme & 
Borgetto 2012).

In this context, a secondary analysis of the RheumaDat Panel (Borgetto et al. 
2008) was conducted to supply data on the predictors of participation in self-help 
activities.

Methods

The data set used in this analysis is the same as in Chap. 13, and it is only briefly 
presented here.

The RheumaDat Panel is based on a written survey of a cohort of patients with 
rheumatism over the time period of 2 years, with standardized questionnaires col-
lected semiannually at four time points (t1–t4). The panel surveyed a wide spectrum 
of rheumatological diagnosis groups. Study participants were assigned to the diag-
nosis groups on the basis of their self-reported information. Therefore, the survey 
used the terminology commonly used by the lay public: CP, Bechterew’s disease, 
FM, osteoarthritis, scleroderma, lupus erythematosus, vasculitis, and osteoporosis. 
This secondary data analysis only included data sets from patients who reported CP 
or FM as their main diagnosis. Additional inclusion criteria were (a) age 18+ and 
(b) consent to participate in the study. Exclusion criteria were (aa) difficulty in writ-
ing and (bb) severe comorbidities or multimorbidity masking the rheumatic illness.

Questionnaire

The study participants were presented with questionnaires consisting of single ques-
tions and standardized survey instruments. Utilization of medical services was re-
corded at all four time points using the survey instrument V-RHEUMA, which was 
developed for this study. The investigation of predictors for participation in SHGs 
was based on the variable “participation in SH activities (functional training and/or 
discussion group): yes/no” at the time points t2 and t4. The time point t2 was used for 
the first surveyed participation in the study period (hereafter: direct participation). 
For calculating predictors of further utilization within the study period, we included 
the respondents who reported having participated in SHG activities within the pre-
vious 6 months for time points t2 and t4.

Independent variables were selected on the basis of Andersen’s model (Andersen 
and Davidson 2007). We differentiated between need factors, predisposing factors, 
and enabling factors. The majority of the independent variables are presented in 
more detail in Chap. 13.
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Need Factors

• Time of diagnosis
• Functional ability (Hannover functional ability questionnaire (FFbH-X))
• Depression/depressive symptoms (CES-D)

Predisposing Factors

• Age
• Sex
• Locus of control (questionnaire on the health locus of control (Lohaus and 

Schmitt 1989))
• Coping: The Freiburg Questionnaire of Coping with Illness (Freiburger Frage-

bogen zur Krankheitsverarbeitung, FKV) surveys coping with disease at various 
levels, such as cognition, emotion, and behavior (Muthny 1989). The brief ver-
sion of the FKV for self-assessment (FKV-LIS-FE) consists of 35 items and five 
scales. The five scales are: depressive coping, active problem-focused coping, 
distraction and self-encouragement, religious faith and search for meaning, as 
well as minimization and wishful thinking.

Enabling Factors

• Level of education.
• Occupational training.
• Income.
• Social support (F-Sozu) (Sommer and Fydrich 1991).
• Marriage status: The participants were asked whether they were married or not. 

The variable is therefore dichotomous.

Study Sample

The secondary data analysis included the data sets of CP and FM patients that were 
available for the times t1, t2, and t4 ( n = 426). Subgroup analyses were conducted 
separately for patients of the two diagnosis groups. We examined predictors of di-
rect and repeat participation in self-help programs at the time t1.

Statistical Analysis

For the sociodemographic data, descriptive statistics and frequency distributions 
were calculated. Group differences were tested for significance using the t-test for 
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interval-scaled data, the Mann–Whitney U test for ordinal scaled data, and the chi- 
squared test for dichotomous data. The predictor analysis was conducted using bi-
nary logistic regression. All independent variables were incrementally included in 
the model. The reference category for categorical variables was determined using 
content considerations. Significant predictors of utilization were determined based 
on a p-value of 0.05. The statistical analysis was conducted using the software 
PASW 18 for Windows.

Results

Sample Description

A total of 901 participants were recruited for the survey; 610 participants reported 
the diagnosis CP or FM at the time t1. Among them, 426 completed the question-
naire at time points t1, t2, and t4 and were therefore, in general, suitable for inclu-
sion in the secondary data analysis. Table 14.2 provides an overview of the most 
important sociodemographic and disease-related characteristics of this subsample.

Among the analyzed respondents, 60.3 % had participated in self-help activities 
(functional training and/or discussion group) within the preceding 6 months at time 
point t2 (6 months after inclusion). At the time t4, the information from 165 partici-
pants was incomplete for calculating the frequency distribution of continued par-
ticipation. Among the remaining 261 participants, slightly more than half (54.0 %) 
reported having participated in self-help activities within the preceding 6 months 

Table 14.2  Sociodemographic, disease-related, and care-related variables
Variable Number of partici-

pants n ( n = 426)
Age, in categories (missing: n = 1) 20–39  33

40–59 217
60+ 175

Sex Male/female 38/388
Main diagnosis (missing: n = 3) Chronic polyarthritis 179

Fibromyalgia 247
Year diagnosed, in categories (missing: n = 3) 1951–1989  77

1990 or later 346
FFbH with categories (missing: n = 1) Up to 49 points  74

50–74 points 174
75–100 points 177

SHA participation within the preceding 6 months 
(t2)

Yes/no 257/169

SHA participation within the preceding 6 months 
(t2 and t4) (missing: n = 165)

Yes/no 141/120

FFbH Hannover Functional Ability Questionnaire, SHA self-help activities
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at time points t2 and t4 (18 months after inclusion). This was classified as “repeat” 
utilization.

A total of 184 respondents had to be excluded from the analysis because data 
relevant to the problem asked by the secondary analysis were missing. We ana-
lyzed the data of participants who were generally suitable and those who were 
excluded because of incomplete data sets for differences in important characteris-
tics (Table 14.3).

Predictors of Direct Participation in Self-Help Programs

Total Sample

We were able to include 367 of the 426 data sets into the analysis. The remaining 
data sets were missing answers in one or more variables of the analysis. No sig-
nificant differences in selected prognostic variables (age, sex, time since diagnosis, 
functional ability, quality of life, and depressive moods) were found between ana-
lyzed and incomplete data sets.

The identified predictors explained a substantial proportion of variance (Nagelk-
erne R2 = 0.19). Significant predictors were sex, the FKV subscale “active problem-
focused coping,” the F-Sozu subscales “emotional support” and “satisfaction with 
emotional support,” and participant marriage status. Men were less likely to par-
ticipate in self-help activities than women were. Participants with a higher score in 
active problem-focused coping more frequently participated in self-help activities, 

Table 14.3  Differences between the total group of generally suitable cases and the subgroup of 
those excluded from the analysis
Variable Generally suitable 

( n = 426)
Cases with incomplete 
data ( n = 184)

p-value

Age in years (mean ± SD) 55.73 ± 11.44 58.86 ± 12.46 < 0.01
Sex (w(%)/m(%)) 388/38 160/26 0.06
Duration of illness in years (mean ± SD) 7.02 ± 7.42 9.25 ± 9.85 < 0.01
Main diagnosis
Chronic polyarthritis 179 108 < 0.01
Fibromyalgia 248  79 0.001
Somatic functional ability (FFbH) 

(mean ± SD)
69.51 ± 18.88 65.90 ± 22.25 < 0.05

Depressive symptoms (CES-D) 
(mean ± SD)

19.92 ± 10.81 19.55 ± 10.75 0.69

LQ: Somatic component summary 
score (SF-36) (mean ± SD)

29.60 ± 23.25 27.93 ± 21.62 0.43

LQ: Mental component summary score 
(SF-36) (mean ± SD)

55.04 ± 29.67 53.47 ± 31.17 0.57

FFbH Hannover Functional Abilities Questionnaire, CES-D Center for Epidemiological Studies 
Depression Scale, LQ quality of life, SF-36 short form-36
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and so did participants with lower scores in social support and satisfaction with 
social support. Married participants were more than twice as likely to participate in 
self-help activities (Table 14.4).

Chronic Polyarthritis

Among 179 respondents with CP, 150 were included in the analysis. However, 
the predictor model only explained a small proportion of variance (Nagelkerne 
R2 = 0.10). The following predictors were included in the model: sex and the “prac-
tical support” subscale of F-Sozu. Men were less likely than women were to partici-
pate in self-help activities, as were participants with low scores in practical support 
(Table 14.4).

Fibromyalgia

Among 247 respondents with FM, 217 were included in the analysis. The model ex-
plained a substantial proportion of variance (Nagelkerne R2 = 0.21). Significant pre-
dictors in the model were the FKV subscales “distraction and self-encouragement” 
and “minimization and wishful thinking,” marriage status, and somatic functional 
ability (FFbH). Patients with high scores in coping, “distraction and self-encourage-
ment,” and “minimization and wishful thinking” were more likely to participate in 
self-help activities, and so were married patients. In contrast, patients with higher 
scores in somatic functional ability were less likely to participate (Table 14.4).

Predictors of Continued Participation in Self-Help Programs

Total Sample

Among 426 data sets, 230 were included in the analysis on repeat participation in 
self-help services. Respondents whose information could be included in the analy-
sis were significantly older (53.45 vs. 51.88 years; p < 0.001) and had been more 
recently diagnosed (5.5 vs. 6.76 years; p < 0.05). In addition, they had significantly 
lower scores in the FFbH (67.65 vs. 71.72; p < 0.05) and in the somatic component 
summary score (25.79 vs. 34.07; p < 0.001) of the SF-36. Differences in sex, depres-
sive symptoms, and the mental component summary score of the SF-36 were not 
significant.

In the total sample, the following predictors explained a substantial proportion 
of variance (Nagelkerke R2 = 0.18): age, coping (FKV: active problem-focused cop-
ing), social support (F-Sozu: trusted person), and somatic functional ability (FFbH). 
Patients up to age 39 were less likely and patients aged 40–59 were more likely to 
participate in SHGs than those of age 60+. Higher scores in active problem-focused 
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coping were associated with greater participation in self-help activities. In contrast, 
high scores in social support were associated with a lower likelihood of participa-
tion. Patients with high functional ability according to the FFbH were more likely to 
participate in SHGs than those with low functional ability (Table 14.5).

Chronic Polyarthritis

Among the 179 participants with CP, 59 data sets were included in the analysis. The 
model explained a high proportion of variance (Nagelkerke R2 = 0.40). Age, coping 
(FKV: active problem-focused coping), and marriage status were significant predic-
tors in the model. Participants aged 40–59 were much more likely to participate in 
self-help activities than those of age 60+, as were participants with a high score in 
active problem-focused coping. Married patients, in contrast, were less likely to 
participate.

Fibromyalgia

Among the 247 participants with FM, 171 were included in the analysis. The mod-
el explained a substantial proportion of variance (Nagelkerke R2 = 0.19). Sex and 
somatic functional ability (FFbH) were significant predictors in the model. Being 
male as well as a high score in the FFbH were identified as negative predictors.

Discussion

Summary of Results

In summary, the study identified predictors in all areas described by the Ander-
sen model. For direct participation in self-help programs, being female and higher 
scores in active problem-focused coping were positive predisposing factors, and 
being married was a positive enabling factor. However, it remains unclear if patients 
who are unmarried but living with their partners participate in self-help activities 
more than those living alone do. Higher scores in experienced social support, in 
contrast, were negatively associated with SHG participation. Positive coping pro-
moted participation, but fewer functional limitations were negatively associated 
with repeat participation in SHGs in the overall sample. The latter result under-
scores the influence of need factors in this predictive model.

In addition to the duration of utilization, differences were found between diag-
nostic groups as well. For instance, in CP patients, males and those with high social 
support scores (practical support subscale) were less likely to participate in SHGs. 
In contrast, repeat participation is promoted by younger age. Being married was a 
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negative predictor. However, this analysis included only 59 patients, which reduces 
the reliability of the findings.

In patients with FM, high coping scores and lower functional limitations were 
negative predictors of participation, while being married was positively associated. 
The only negative predictors of repeat participation in SHGs were higher functional 
ability and male sex.

Need Factors

The analysis shows that severe functional disability is positively associated with 
SHG participation, particularly in patients with FM. This seems plausible since 
patients with physically impairing disorders expect self-help programs to improve 
their functional abilities, and this effect has been described in the literature (Borgetto 
et al. 2008). Studies on other disorders, such as stroke patients, also show that greater 
perceived somatic limitations are positive predictors of SHG participation (Kimmel 
2007). Particularly functional training within SHGs is presumably utilized as an ad-
ditional therapeutic program if the therapeutic services available through the profes-
sional health-care system are perceived as insufficient or too limited.

Participation was not influenced by time of diagnosis or severity of depressive 
symptoms. The latter is surprising, particularly in light of the fact that psychological 
well-being influences SHG utilization in mourning persons (Levy & Derby 1992), 
Alzheimer family caregivers (Martichuski et al. 1997), and stroke patients (Kim-
mel 2007). Although depression is two to four times more common in patients with 
rheumatoid arthritis than in the healthy population (Margaretten et al. 2011), and 
up to 90 % of FM patients have symptoms of depression (Graceley et al. 2012), our 
study found no association with SHG participation. Since SHGs have a positive 
effect on symptoms of depression and anxiety in patients with rheumatic disorders 
(Garnefski et al. 2012), strategies are needed to motivate patients with symptoms of 
depression to participate in SHGs.

Predisposing Factors

Remarkably, age was a predictor only in CP patients, where younger people were 
far more likely to participate repeatedly. In stroke patients (Kimmel 2007), age was 
not a significant predictor. It is unclear why this study shows such a high predictive 
influence particularly for this subgroup; however, the early onset of disease may be 
a decisive factor. In patients with CP, peak morbidity is around 55 years. Patients 
who are diagnosed very young (< 40 years of age) may perceive a greater need for 
self-help.

Sex is a much more striking predisposing factor. Men were often far less likely 
to participate in SHGs, which was not the case in the stroke patients studied by 
Kimmel (2007). In another study, however, the authors showed that a much higher 
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percentage of women participated in SHGs on coping with mental disorders, par-
ticularly SHGs on the psychological coping with physical disorders (Hartmann & 
Zepf 2005).

In this study, higher coping scores in various dimensions were often associated 
with a higher likelihood of SHG participation. This can be interpreted as a positive 
sign since patients with positive coping apparently consider and use self-help pro-
grams as part of their coping strategy. Volle et al. (1990) found that among patients 
with rheumatism, self-help users dealt with disorders more actively and deliber-
ately than nonusers. This is an important starting point for motivating patients to 
participate in SHGs since coping may be positively influenced and participation in 
SHGs thereby promoted. Volle et al. (1990) also found that the locus of control sig-
nificantly differed between SHG participants and nonparticipants: SHG participants 
had stronger internal locus of control and less pronounced external locus of control. 
We could not confirm this finding in this study, although it is very plausible and can 
be related to the stronger coping strategies we found.

Enabling Factors

In this study, perceived social support was often a significant predictor. However, 
results were sometimes heterogeneous. While higher perceived social support was 
often negatively associated with SHG participation, this was only true for direct 
participation in CP patients. Social support actually promoted repeat participation 
in this group. A similar situation was found for the variable “marriage status.” While 
being married was typically a positive predictor of participation, it negatively pre-
dicted repeat participation in CP patients. In stroke patients and those with heart dis-
ease, higher perceived social support was a positive predictor of SHG participation 
as well (Hildingh & Fridlund 2001; Kimmel 2007), but in patients with psychoso-
matic disorders, SHG participants reported lower perceived social support (Höflich 
et al. 2007). It is unclear what causes these heterogeneous results. In principle, 
both phenomena can be logically explained: SHG participation can at least partially 
compensate for lower perceived social support. On the other hand, patients with 
greater social support may be encouraged to participate in SHGs by their posi-
tive experiences with social relationships. In stroke patients, the level of actually 
received social support by the closest friend or family member was very closely 
associated with SHG utilization. This may correspond to our finding that spouses 
frequently represented a positive promoting factor. Patients’ primary social contacts 
could act as gatekeepers for community self-help programs and also provide very 
practical help, for instance, transport to the SHG meeting point.

It is unclear to what extent the timing of the survey influences results. In those 
who have participated in an SHG for an extended period of time, results may be 
significantly influenced since the positive social effect of SHGs has been described 
as particularly important. Social status was not found to be a relevant influencing 
factor for the utilization of self-help programs.
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Limitations of the Study

This study is primarily limited by the underlying type of data analysis. Our results 
stem from a secondary data analysis, which is associated with a series of problems, 
such as difficulty in checking of erroneous or lost data post hoc. Another major dis-
advantage of secondary data analyses involves the theory-based a priori selection 
of indicators. An associated significant limitation of our study is the unclear causal 
direction of the identified associations. For some of the associations we found, re-
ciprocal relationships are likely. Nevertheless, this research is very important for 
the exploration of potential predictors of SHG participation. This is particularly 
true in light of the very limited available data on SHG participation of patients with 
rheumatic disorders in Germany.

The participant recruitment process is a further limiting factor. The majority of 
the respondents were recruited through the Baden-Württemberg League against 
Rheumatism. Since this League is involved in organizing self-help programs, selec-
tion bias cannot be ruled out.

In addition, the study is limited by small sample sizes, particularly for the sub-
groups. For instance, missing or incomplete data meant that only about half of the 
data sets that were included in the primary analysis could be included in the second-
ary data analysis on utilization.

Outlook

The available data give rise to various implications for research and practice. Fur-
ther efforts must be made to collect additional data on predictors of SHG utilization 
by patients with rheumatic disorders in Germany. In particular, longitudinal studies 
should be conducted with theory-based a priori specification of predictor variables. 
These studies can be particularly helpful for identifying a clear causal relationship 
between the variables and SHG utilization.

In addition, our research has shown that Andersen’s model can be used as a heu-
ristic for predictors of SHG utilization. With the aid of this model and the research 
results, we successfully conducted a theory-guided identification of potential pre-
dictor variables.

Our data offer initial implications for promoting SHG participation. For instance, 
patients should be supported in developing active coping strategies, which, in con-
junction with information about self-help associations, can promote participation in 
SHGs. Further, all stakeholders in the health-care system should increase their ef-
forts to involve more men in SHGs. Barriers to the utilization of male patients must 
be further studied and focused on in practice. In addition, potential gatekeepers to 
SHGs must focus on social environment and perceived social support. Since the di-
rection of results is highly heterogeneous in this regard, either high or low perceived 
social support can be viewed as an access barrier. Stakeholders must be sensitized 
to this issue, and the social environment of the affected patients must be involved. 
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In addition, the self-help concept should be further promoted among health profes-
sionals, particularly physicians and therapists, in an effort to gain their support in 
disseminating constructive information about self-help activities and programs.
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Introduction

Mental Illness in German Society

Mental illness (psychological or behavioral disorder) affects an estimated one-
fourth of the European population at least once in their lifetime (Sonntag 2007; 
Wittchen and Jacobi 2005, 2006; Wittchen et al. 2011). A shift from somatic to men-
tal illnesses has recently been observed in Germany as well (Klingberg et al. 2011). 
This is the result of a variety of societal changes and the associated strains, such as 
growing poverty, middle-class social uncertainty, new occupational demands, fears 
about the future, higher stress due to tighter deadlines, faster work pace, greater 
complexity, disputes over competence, fear of losing jobs, and lack of future pros-
pects, among other things (Klingberg et al. 2011; Wieland 2009). The 1998/1999 
German National Health Survey determined a 12-month prevalence of 31 % for 
mental disorders in the general adult population (age 18–65) of Germany (Jacobi 
et al. 2004a). Mental disorders are more common in women than in men (Harfst 
and Marstedt 2009) and are more frequently found in people of lower social status 
(Wittchen and Jacobi 2001). Busch et al. (2011), for instance, report that the prob-
ability of experiencing depression is twice as high for people of low social status as 
it is for people of average or high social status.

More than half of all mental illnesses begin before the 14th year of life 
(Margraf 2012). They become chronic in 40 % of cases, in part due to the con-
siderable latency period between the onset of the mental disorder and the start 
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of professionally indicated psychotherapy (more than 5 years, chronification pe-
riod; Potreck-Rose and Koch 1994; Zielke et al. 2004). Depression, anxiety, and 
eating disorders are even chronic in 50–80 % of cases (Margraf 2012). Women 
are more commonly affected than men, and older employed people age 45 and 
above more commonly than younger workers. Particularly high rates of mental 
disorders are found in people in social and educational occupations, health oc-
cupations, and in the paper production and print industry (The Parliament of the 
Federal Republic of Germany 2012). Unemployed people more commonly suffer 
from mental and behavioral disorders than the employed. This is confirmed by 
international meta-analyses as well as by analyses of health insurance data sur-
veys in Germany (Hollederer 2008).

Mental and behavioral disorders negatively affect workplace productivity, fulfill-
ment of duties, and quality of life and are associated with high direct and indirect costs 
of illness. In 2010, these disorders were the third most common diagnoses in incapacity 
to work days, at 13.1 % (Federal Chamber of Psychotherapists 2012). Across health in-
surance funds, the percentage of incapacity to work cases caused by mental illness has 
increased by 1 % since 2000, which is a considerable rise as they initially made up only 
3–3.5 % of all incapacity to work cases (Federal Chamber of Psychotherapists 2010).

Mental and psychosomatic disorders are the most common causes of early retire-
ment on medical grounds. Nearly one-third (31 %) of early retirement cases are ap-
proved as a result of a reduction in earnings for psychological reasons. On average, 
mentally ill patients leave the labor force 20 years before the legal retirement age or 
almost 13 years before the actual average retirement age (currently age 60.4; Fed-
eration of German Pension Insurance Institutes 2004; Weber et al. 2006). In 2008, 
18 % of all lost working years were due to mental and behavioral disorders, which 
corresponds to a productivity loss of EUR 26 billion and a loss in gross value added 
of EUR 45 billion—equaling 1.8 % of the gross domestic product (The Parliament 
of the Federal Republic of Germany 2012). In Germany, the cost of mental and be-
havioral disorders was EUR 28.6 billion in 2008, representing a rise of EUR 5.2 bil-
lion compared to 2002. This is the highest increase when compared with other types 
of disease. In 2008, the costs of mental illness equaled 11.3 % of total costs, making 
them some of the most cost-intensive disorders in Germany (The Parliament of the 
Federal Republic of Germany 2012).

Psychotherapeutic Care in Germany

Psychotherapeutic care is continuously growing in importance in the German 
health-care system because of the rising percentage of incapacity to work cases 
(Wieland 2009) and early retirement cases (Weber et al. 2006) that are caused by 
mental disorders. The German mental health-care system is highly complex. Psy-
chotherapeutic care can be provided on an inpatient basis (e.g., psychiatry depart-
ment, psychosomatic hospital, rehabilitation facility), semi-inpatient basis (day 
clinic), or outpatient basis (e.g., psychotherapist in private practice, psychosocial 
counseling center, basic psychosomatic care provided by primary care physicians).
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Since the Psychotherapist Act [Psychotherapeutengesetz] has come into ef-
fect, outpatient psychotherapeutic care has been provided primarily by medical and 
psychological psychotherapists in private practice (statutory health insurance (SHI)-
accredited physician services). The treatment procedures recognized by social law 
(the so-called guideline therapies) are psychoanalytic and depth psychology services 
as well as behavioral therapy. Self-pay patients can also choose treatment by psycho-
logical psychotherapists using other therapies (e.g., person-centered psychotherapy, 
systemic therapy) and by alternative medical practitioners who are licensed in psycho-
therapy. In addition, outpatient care is offered at psychotherapeutic outpatient clinics, 
semi-inpatient facilities, and psychotherapeutic and psychosocial counseling facilities. 
Low-threshold therapies for the mentally ill are also offered in the context of primary 
care through basic psychosomatic care provided by primary care physicians (Schulz 
et al. 2008).

Inpatient care in psychiatric and psychosomatic hospitals is characterized by a 
multimodal treatment strategy. The patient receives care from a team of physicians, 
psychological psychotherapists, “special therapists” (non-psychologist, nonphysician 
therapists), nursing staff, occupational therapists, physical therapists, etc. Treatment 
focuses on verbal interventions in group and individual therapy sessions. Inpatient 
facilities include hospitals (psychiatry, psychosomatic medicine, and psychotherapy 
departments or hospitals) and rehabilitation facilities specializing in mental health 
and psychosomatic medicine. While hospitals primarily treat patients insured through 
the SHI system (§ 39 SGB V [SGB = Sozialgesetzbuch, Code of Social Law]), reha-
bilitation facilities chiefly treat patients insured through the statutory pension insur-
ance (§ 15 SGB VI) as well as a smaller percentage of SHI patients (§ 40 SGB V).

Semi-inpatient facilities or day clinics are typically affiliated with hospitals that 
provide inpatient treatment; only 11 % of them are independent (Schulz et al. 2008). 
Therapy is provided in the daytime during the workweek, and the patients spend 
the night at home. The offered treatments vary widely and range from supportive 
services to intensive, multimodal treatment strategies. Their advantage is that stress 
situations encountered in everyday life (e.g., relationship conflicts) can be directly 
discussed in therapy.

The question when inpatient or semi-inpatient treatment is indicated has not yet 
been definitively answered. Numerous patient variables and the social environment 
must be taken into consideration. The concept of the German Federal Rehabilitation 
Council (2003) suggests that this type of treatment is indicated in the case of “exten-
sive psychological and/or somatic comorbidity, severely reduced psychophysical resil-
ience that requires continuous support and structure, very pronounced symptoms that 
require close monitoring and continuous availability of crisis intervention options, and 
need for external control of harmful behaviors” (quote according to Schulz et al. 2008).

Utilization of Psychotherapy

The 1998/1999 German National Health Survey (supplementary survey mental 
disorders) reveals that nationwide, only 36.4 % of need is met on the basis of the 
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per capita existing number of therapists (Wittchen and Jacobi 2001), despite the 
favorable overall cost-benefit ratio of psychotherapy and the associated significant 
cost reduction (Margraf 2009). Among the affected patients, 42 % received care 
from their primary care physician, 27 % from psychological psychotherapists, 
17 % from medical psychotherapists, 32 % from psychiatrists or neurologists, and 
23 % at inpatient psychiatric or psychotherapeutic hospitals (multiple answers pos-
sible) (Jacobi et al. 2004b). In their international comparison, Jacobi et al. (2004b) 
highlighted a relatively high percentage of inpatient treatment and treatment by 
psychological psychotherapists. Patients with mental illnesses remain untreated in 
35–50 % of cases (Demyttenaere et al. 2004; Alonso et al. 2007).

The cost of psychotherapeutic services is estimated to equal much less than 1 % 
of the overall costs of mental illness (Wittchen and Jacobi 2005). Therefore, it is 
important to examine how mentally ill people can receive adequate help in a timely 
manner (Klingberg et al. 2011).

In primary care, only about half of all mental illnesses are detected, and most of 
them are treated by the primary care physician (Wittchen and Jacobi 2001). The uti-
lization rate of professional psychotherapeutic services is 45 % in women, a higher 
rate than in men (34 %) (Jacobi et al. 2004b). In part, this is the result of greater fear 
of stigmatization in men (Eisenberg et al. 2009). In addition, people with a higher 
level of education are more likely to be treated (ten Have et al. 2005). Apparently, 
numerous individual-based barriers (age, gender, education, income, fear of stig-
matization, denial of need for help, information deficits, etc.) as well as structural 
barriers (regional undersupply of services, long waiting times, refusal by therapists, 
failure to recognize the disorder in primary care, service interface problems, etc.) 
can complicate the utilization of psychotherapy (Eisenberg et al. 2009; Grohn 2008; 
Körner 2009; Maercker et al. 2005; Oelsner 2000; Schulz et al. 2008; Zepf et al. 
2001). Löcherbach et al. (2000) showed that patients who visit a psychotherapist 
are in poorer psychosocial health and complain of more health problems than those 
who do not take advantage of psychotherapy, so a large percentage of them should 
be considered as requiring treatment and willing to receive it. However, only half 
of all requests for an initial consultation lead to probationary sessions, and after 
the probationary sessions, 35 % of patients are not accepted into outpatient therapy 
(Zepf et al. 2003). It is likely that patients of higher social status, who may be 
better informed and have superior communication skills, can more easily access 
psychotherapeutic treatment than patients of lower social status, for instance, due 
to migration background and/or language barriers. People with a migration back-
ground are likely to suffer from at least equal or even higher rates of illness than 
people without a migration background but simultaneously exhibit lower utilization 
(Bermejo 2010). The available data on the utilization of psychotherapy by people 
with migration background suggest inappropriate utilization or an undersupply of 
services (Baschin et al. 2012).

On behalf of the Federal Ministry of Health and the National Association of 
SHI Physicians, Löcherbach et al. (2000) developed an indicator-supported model 
for requirements planning that takes into account the levels of mental disorder, pa-
tient, treatment provider, and health-care system. They determined the current situ-
ation in terms of treatment providers and patients for individual German regions. 

M. Körner et al.
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Key patient-related predictors of the utilization of psychotherapy were gender, age, 
concepts of illness, level of suffering, existential problems, social stressors, attitude 
toward psychotherapy, awareness, financial and time resources, and “fit” (Löcher-
bach et al. 2000). Patients in inpatient psychotherapeutic care were in poorer health 
than those in outpatient psychotherapy. On the provider side, demand-modulating 
factors included the primary care physician’s awareness as well as referral practice, 
which in turn depends on the offered services and their transparency. The economic 
situation, state interventions, waiting times, health services structures, and spatial 
proximity are indicators related to the health-care system (Löcherbach et al. 2000).

Andersen’s model of health services utilization (Andersen 1995; Andersen & 
Davidson 2007) contains the following three categories: health-care system (poli-
tics, resources, and organization), patient or population characteristics (predispos-
ing, enabling, and need), and provider characteristics. However, no model-based 
systematic analysis of the individual characteristics and contextual characteristics 
applicable to psychotherapeutic care in Germany has been conducted so far.

The available data on the utilization of psychotherapy in Germany are unsat-
isfactory (Nübling 2009; Kordy 2008; Schulz et al. 2006, 2008). Outpatient psy-
chotherapy is considered a particularly “great challenge for psychosocial health 
services research” (Kordy 2008, p. 249). This research is necessary to meet the pa-
tients’ need for information, create transparency, offer choices between the various 
alternatives, and develop new models of care (Richter 2009). The development of 
steering mechanisms and models of care for groups who have not yet found access 
to outpatient psychotherapy would enormously improve care (Richter 2009).

On the basis of the sociological question to what extent social inequality influ-
ences the utilization of psychotherapy, we will focus on the individual predispos-
ing factor “social structure,” which according to the Andersen model encompasses 
education, occupation, and ethnicity, and examine the influence of social status on 
the utilization of outpatient psychotherapy in Germany.

Methods

For this purpose, we conducted systematic literature searches in the Medline and 
PsycINFO databases using the following terms: utilization, social inequality, so-
cioeconomic factors, sociodemographic factors. The specific search strategy was 
structured as follows: “utilization” OR “utilization” OR “access” AND “psycho-
therapy” AND “social inequalities” OR “social inequality” OR “social disparities” 
OR “social disparity” OR “socio-economic” OR “socioeconomic” OR “socio-de-
mographic” OR “socio-demographic.” We limited the search to Germany and the 
time period from 2002 through 2012.

Additional literature searches were then conducted for 2002 through 2012 in the 
databases Leibniz Institute for the Social Sciences (GESIS), the virtual  technical 
library medicine (MEDPILOT), and Springer using the terms “social inequality 
and psychotherapy” [“Soziale Ungleichheit und Psychotherapie”], “health inequal-
ity and psychotherapy” [“gesundheitliche Ungleichheit und Psychotherapie”], 
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“education and psychotherapy” [“Bildung und Psychotherapie”], “occupational 
status and psychotherapy” [“Beruflicher Status und Psychotherapie”], “income and 
psychotherapy” [“Einkommen und Psychotherapie”]. Finally, we conducted a man-
ual search for scripts, dissertations, research reports, etc., as well as for literature 
cited in the articles selected for the chapter.

Results

In the Medline database, the above search strategy brought up 17 publications, of 
which the majority was found to be unsuitable upon closer examination. The 17 search 
results only included one relevant paper (Gallas et al. 2008). The second search used 
an identical search strategy in the PsycINFO database and resulted in 12 hits. Again, 
only one paper (Albani et al. 2010) was found to be relevant to our research question.

No additional relevant publications resulted from the search in the GESIS and 
MEDPILOT databases. Through the manual search, we found two additional publi-
cations on the topic: (1) a dissertation by Bembenneck (2006) on the characteristics 
of patients that utilize outpatient psychotherapy and (2) a brochure on the 2010 
survey of outpatient psychotherapeutic care, published by the German Association 
of Psychotherapists (Walendzik et al. 2011; Fig. 15.1).

Overall, we analyzed four empirical papers on the utilization of psychotherapy 
in view of social status (Albani et al. 2010; Gallas et al. 2008; Walendzik et al. 
2011, Bembenneck 2006). These studies measured social status in various ways. 
While Walendzik et al. (2011) surveyed the level of education, extent of occupa-
tional activity, and occupational position, Albani et al. (2010) use level of educa-
tion, occupation, and net household income per capita to measure social status. 
Gallas et al. (2008) and Bembenneck (2006) recorded the level of schooling and 
professional training. With the exception of Bembenneck, all studies investigated 
the guideline therapies (psychoanalytic psychotherapy, depth psychotherapy, and 
behavioral therapy). The most current survey by Walendzik et al. (2011) included 
the greatest number of patients, with 29,594 members of statutory or private health 
insurance funds as well as self-payers. The study by Gallas et al. (2008) focuses on 
717 privately insured patients. The study of Albani et al. (2010) analyzed 1,212 pa-
tients using a standardized telephone interview; Bembenneck (2006) analyzed 997 
applications for psychotherapy. Table 15.1 provides an overview of the variables 
used for measuring social status, the survey methods, the study populations, the 
included therapy types, and the insurance type of treated patients.

The 2010 survey of outpatient psychotherapy conducted by the German Associa-
tion of Psychotherapists used questionnaires to ask psychological psychotherapists 
about their current patients. The research question was “to what extent indications 
of undersupply of services, and possibly (partial) oversupply and inappropriate 
services can be identified” (Walendzik et al. 2011, p. 10). Among other things, 
they researchers examined the care situation in various sociodemographic groups. 
The representative population survey by Albani et al. (2010) used a standardized 
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telephone interview to survey 1,212 people who were in outpatient psychotherapy 
at the time or within the previous 6 years. The data from Gallas et al. (2008) were 
collected using a written survey in the context of the larger study Transparency and 
Outcome Orientation in Outpatient Psychotherapy (TRANS-OP) (“Optimizing psy-
chotherapy service provision via transparency and outcome orientation: evaluating 
outpatient psychotherapy”). Bembenneck (2006) used 997 initial applications (time 
period 1998–2001) for analytical or depth psychotherapy. Comparing only the high-
est school degrees earned by the patients receiving outpatient psychotherapy, there 
are no significant differences between patients with a university entrance qualifi-
cation [Abitur] (24.5 %) and the lowest secondary school degree [Hauptschulab-
schluss] (19.8 %). However, when comparing these results with the distribution of 
degrees in the overall German population age 15 and above (2007 Microcensus by 
the Federal Statistical Office), it becomes clear that 40.4 % of the working German 
population hold the lowest secondary school degree, but they represent only about 
one-fifth of patients in outpatient psychotherapy. In contrast, while 11.5 % of the 
population holds a university entrance qualification, this group makes up a consider-
able 24.5 % of patients (Walendzik et al. 2011). Albani et al. (2008) arrive at a similar 
result in their study on outpatient psychotherapy in Germany. This study confirms a 
higher representation of better-educated people among psychotherapy patients. Like 
the study by the German Association of Psychotherapists, this analysis showed that 
people with lowest secondary school degrees made up 20 % of the group of psycho-
therapy patients but represent 40 % of the overall population. Among the surveyed 
individuals, almost 17 % indicated that they held a university entrance qualification, 
which is very close to the 25 % of the overall population with this qualification. 
The representation of people with a middle-level secondary school degree [Mittlere 
Reife] is nearly 6 % higher in psychotherapy patients than in the overall popula-
tion. More than half of the surveyed individuals reported a monthly per capita net 

Fig. 15.1  Results of the literature search
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income of less than EUR 1,000, slightly more than one-fourth up to EUR 1,499, and 
almost 13 % up to EUR 1,999. Only 5 % of psychotherapy patients dispose of a per 
capita net income of more than EUR 2,000 per month. Gallas et al. (2008) collected 
data of privately insured individuals. In this study, only 6.9 % of participants hold 
a lower secondary school degree, 17 % a middle-level secondary school degree, 
and a high 73 % hold a university entrance qualification. However, this study is 
not representative of the total population of psychotherapy patients since private 
insurance is only available to people with a certain minimum gross annual income 
(2012: EUR 50,850). Therefore, it can be safely assumed that few people of low 
socioeconomic status (SES) are privately insured.

Bembenneck (2006) also revealed socioeconomic differences in applicants for 
psychotherapy when compared to the general population. Some 20 % of applicants 
held a lower secondary school degree, while this population made up 47 % of the 
general population in 2002. The relationship is reversed in people with university 
entrance qualification: 40 % of the applicants held a university entrance qualifica-

Table 15.1  Overview of studies on social status and the utilization of outpatient psychotherapy
Author Survey method Study population Social status 

indicators
Treatment 
type

Insurance 
type

Albani et al. 
(2010)

Standardized 
telephone 
interview

1,212 patients 
(response rate: 
74 %)

Level of 
education, 
occupation, 
household 
net income 
per capita

PA, DPP, bT Statutory, 
private, 
self-pay

Bembenneck 
(2006)

Analysis of 
applications 
for psycho-
therapy using 
a data collec-
tion sheet

997 applications Completed 
school-
ing and 
occupational 
position

PA, DPP Statutory, 
private, 
self-pay

Gallas et al. 
(2008)

Written survey of 
members of a 
private health 
insurance

714 of 939 
members

Level of school-
ing and 
occupational 
training

PA, DPP, bT Private

Walendzik 
et al. 
(2011)

Written survey 
of members 
of the German 
Association of 
Psychothera-
pists (psy-
chological 
psychothera-
pists) about 
their patients 
(data analysis 
of the last  
10 patients)

7,508 psychologi-
cal psychothera-
pists, response 
rate of 33 %

N = 2,497 thera-
pists, documen-
tation of 29,594 
patients

Level of 
education, 
extent of 
occupational 
activity, 
occupational 
position 
(Winkler 
Index)

PA, DPP, bT Statutory, 
private, 
self-pay

PA psychoanalysis, DPP depth psychology-based psychotherapy, bT behavior therapy
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tion, although this group makes up only 20 % of the general population. This study 
again showed that the percentages for those with middle-level secondary school 
degree are nearly equal (25 % versus 27 %). Differences can also be observed in the 
highest level of occupational training, which was surveyed by Bembenneck (2006). 
At nearly 67 %, most applicants reported a completed apprenticeship as their high-
est occupational training, followed by academics at nearly 23 %. These percentages 
differ only slightly from those in the general population, where 53 % have complet-
ed an apprenticeship and 11 % hold a university degree. More distinct differences 
can be observed in people without any completed occupational training. They make 
up only 8.7 % of outpatient psychotherapy patients although they make up 28.4 % of 
the general population. Nearly 2 % of the patient sample reported holding a trade or 
technical school degree or master craftsman qualification—although they represent 
8.3 % of the general population.

A direct comparison of the studies (see Table 15.2) is limited by differences 
in study design and in operationalization of social status. In all four publications, 
level of education was surveyed as a key variable of social status and was analyzed 
as it relates to the utilization of psychotherapy. The studies by Walendzik et al. 
(2011), Albani et al. (2010), and Bembenneck (2006) all find that some 20 % of 
patients hold a lower secondary degree. In the study by Gallas et al. (2008), this 
percentage is only about 7 %, probably because the study surveyed only privately 
insured individuals. In contrast, 40 % of the general German population holds a 
lower secondary school degree. The Microcensus shows that an average of 28 % 
holds a middle-level secondary school degree. This relationship is approximately 
reflected by the study results by Bembenneck (2006; 25 %), Albani et al. (2010; 
35 %), and Walendzik et al. (2011; 32 %). Gallas et al. (2008) diverge from these 
results, at 17 %, for the reasons discussed above. Albani et al. (2010) found that 
some 17 % of their study participants held a university entrance qualification. This 
was the lowest percentage among the included studies. As people with this qualifi-
cation make up only 11 % of the general population, however, it becomes clear that 
people with a higher education level take greater advantage of outpatient psycho-
therapy. The studies by Gallas et al. (2008), Bembenneck (2006), and Walendzik 
et al. (2011) report a higher percentage of participants with university entrance 
qualification, resulting in an even greater difference to the Microcensus numbers. 
In the study of privately insured individuals, the percentage is as high as 70 %, but 
this value is not representative due to the private insurance status. The results of 
the four studies demonstrate that the utilization of outpatient psychotherapy is in 
fact influenced by social status.

Table 15.2 summarizes these results. The selected categories were lowest sec-
ondary school degree, middle-level secondary school degree, university entrance 
qualification, and university degree. The study combined special education and 
lower-level secondary school as well as technical college entrance qualification 
[Fachhochschulreife] and university entrance qualification [Abitur] into one cat-
egory each, and students and those without degree, who provided no information, 
or held another degree were excluded from the analysis. Next to the results of the 
four studies, the last column shows the Microcensus results, that is, data from the 
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Federal Statistical Office about the level of education of people 15 years and older 
in Germany, for comparison purposes. This information is from 2007.

Discussion and Conclusion

We found four studies that investigated the influence of social status on the utiliza-
tion of outpatient psychotherapy in Germany. The results consistently show that 
mentally ill people with a higher level of education are more commonly in therapy 
than those with a lower level of education. This is the case despite the fact that people 
with a lower level of education more commonly suffer from mental and behavioral 
disorders than people with a higher educational level. The combined analysis of the 
epidemiological findings and the utilization data indicate severe undertreatment of 
people with low levels of education (Walendzik et al. 2011). On the individual level, 
causes conceivably include higher strains (financial concerns, fear of losing job, 
unemployment, etc.) as well as various barriers to utilization (lack of information, 
absence of contact persons, fear of stigmatization, etc.). On the structural level, ob-
stacles include health services bottlenecks, particularly for low-threshold services, 
regional differences (e.g., undersupply of services in former East Germany), and 
long waiting times for therapists in private practice. These obstacles to the utilization 
of outpatient psychotherapy have not yet been extensively researched.

Limitations of the included studies result from the study populations (e.g., only 
privately insured individuals, only psychological psychotherapists, only members 
of the German Association of Psychotherapists), survey designs, and the exclusion 
of non-guideline therapies. This limits the representativeness of general health-care 
practices. The study designs, survey methods, and operationalization of social status 
also vary widely in the included studies, which limits their comparability. The stud-
ies aimed to characterize the patients that utilize outpatient psychotherapy. Albani 
et al. (2010) surveyed social status as well as the reason for visit, access paths, insur-
ance or other payers, and contact persons for mental illness. The results confirm a 
great need for improving access to outpatient psychotherapy. Walendzik et al. (2011) 
supplied comprehensive insights into psychotherapeutic care in Germany. They call 
for a precise analysis of the barriers to access for lower SES patients. Psychosocial 
services research could make an important contribution to generating meaningful 
data on the utilization of psychotherapy in the various health services sectors and, 
thereby, provide important evidence for needs-appropriate psychotherapeutic care 
that follows the principles of “quality, humanity, and economic efficiency” (SGB 
[Sozialgesetzbuch, Code of Social Law] V § 70) by determining the individual and 
contextual characteristics of utilization nationwide, both representatively and sys-
tematically.

The investigation of the outpatient sector only supplies part of the picture and 
should be expanded to include the inpatient and semi-inpatient sectors to determine 
whether less-educated people are treated at higher rates in the inpatient sector (e.g., in 
psychiatric hospitals). In the German health-care system, patients often still receive 
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inpatient treatment far too late rather than undergoing early outpatient treatment 
(Margraf 2009; Nübling 2009). This practice results in high treatment costs, which 
could be distinctly reduced by early outpatient treatment, as the effectiveness and 
efficiency of outpatient therapy have been demonstrated (Margraf 2009). Direct and 
indirect costs can be reduced by improving access to outpatient therapy, for instance, 
by reducing barriers, creating incentives for (early) treatment, and developing new 
models of care and steering mechanisms. Knowledge of access paths and service 
interfaces can improve the integration of outpatient psychotherapeutic care into 
primary care and reduce undertreatment and inappropriate treatment. On the basis 
of the Andersen model of utilization (1995; Andersen & Davidson 2007), supply 
bottlenecks, coordination problems at service interfaces, and barriers to access could 
be identified for psychotherapeutic care as well so that further actions can be taken.
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Introduction

In the early 1970s, Marmot identified a social gradient in health, meaning that 
the higher the social position, the better the health of a person (Marmot et al. 
1978). This gradient, which he termed a “status syndrome,” means that not 
only is the lowest social class at a disadvantage or that the poorest of the poor 
are affected, but that this gradient runs through society as a whole (Marmot 
and Wilkinson 2006;Marmot 2006;Siegrist and Marmot 2006) as well. Simi-
lar results were found for many other countries, e.g., the USA (Antonovsky  
1967; Hinkle et al. 1968; Kitagawa and Hauser 1973), and the social gradient 
can now be seen as a typical phenomenon in Western industrialized countries, 
although it is not limited to them (Mackenbach and Backer 2002; Marmot and 
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Wilkinson 2006; Siegrist and Marmot 2006; Berkman and Kawachi 2000). In 
Germany, for example, the mean difference in life expectancy between mem-
bers of the highest and the lowest income group is 8.4 years for women and 10.8 
years for men (Lampert, Kroll, and Dunkelberg 2007). Those most impacted 
by social status-based health inequalities are young children and middle-aged 
adults, while fewer inequalities are observed during adolescence and old age 
(Kuh and Ben-Shlomo 2004). There are also differences between genders. 
Men’s health seems to be more impacted by individual social status—measured 
at least in terms of level of education, occupation, and income—than women’s 
health (Arber and Thomas 2001). For women, a relatively high impact was 
found for contextual social status (regional, neighborhood, as found by Leng-
erke and Mielck 2010; Breckenkamp, Mielck, and Razum 2007).

Among the many models that provide pathways to analyze the causes of the 
social gradient, Mielck’s model for explaining health inequality (Mielck 2006) 
is among the most comprehensive. According to this model, less knowledge/for-
mal education, less power, less occupational prestige, and less income lead to 
increased health burdens at one’s place of residence or work, to fewer coping 
resources, to poorer medical care, and to less healthy behavior. This increases the 
risk of illness and premature death. Other direct pathways described in the model 
are those linking social and health inequalities, for instance, illness potentially 
leading to a social “downgrade” as well as direct relationships between physical 
and social characteristics.

To determine whether differences in the use of prevention services in Ger-
many can be attributed to health inequalities between different social status 
groups, this chapter focuses on the associations between the individual factors 
gender, age, migration status, and socioeconomic status and their associations 
with health care in terms of the utilization of prevention services. We provide 
an overview of the health-care system with regard to health promotion and pre-
vention as well as a review of the literature. The following section will provide 
a brief description of the German health-care system with regard to prevention. 
This overview will focus on the legal framework for prevention services in 
Germany. Following the overview, the methods and results of the review will be 
presented. The review investigates the impact of the individual factors gender, 
age, migration status, and socioeconomic status (Andersen and Davidson 2001) 
on the use of prevention services in Germany. In doing so, it contributes to an-
swering the questions as to why there are such strong differences in morbidity 
and mortality based on individuals’ social status characteristics (e. g., educa-
tion, occupation, and income) and whether tackling inequalities in the utiliza-
tion of prevention services might help tackle health inequalities. The findings of 
the reviewed empirical studies on differences in utilization will be synopsized 
in a table and briefly analyzed in consideration of systematic criteria. The final 
section will discuss the review’s findings as well as the limitations and strengths 
of the review methods. 
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Responsibilities and Legal Bases for Disease  
Prevention and Health Promotion in Germany

In Germany, many private individuals, institutions, and companies engage in health 
promotion and disease prevention. Preventive services are offered by public, semi-
public, and nongovernmental actors. These services can be directly medical in 
nature (e.g., vaccinations or screening examinations) or involve health education 
or “settings projects” (e.g., at companies or in municipalities) that facilitate health-
promoting behaviors.

Public institutions Public institutions primarily include federal and state minis-
tries or senates for health, nutrition, social affairs, agriculture, consumer protection, 
etc. The Federal Centre for Health Education ( Bundeszentrale für gesundheitliche 
Aufklärung (BZgA)) is a lead government institution in disease prevention. The 
BZgA is a federal agency under the Federal Ministry of Health. It aims to reduce 
health risks and encourage health-promoting lifestyles in the German population. 
Key topics include acquired immunodeficiency syndrome (AIDS) prevention, sex 
education and family planning, addiction prevention, nutrition, exercise, stress 
management, and influenza protection. The BZgA is also involved in health equality.

In addition to these national and state institutions, public health offices, schools, 
and daycares are responsible for prevention and health promotion on a municipal level.

By law, the duties of municipal public health offices include identifying, re-
cording, preventing, and fighting transmissible diseases (legal basis: Infection 
Protection Act [Infektionsschutzgesetz]); providing consultation on issues of envi-
ronmental health and medicine (legal basis: Law on Public Health and Consumer 
Protection, [Gesundheitsdienst- und Verbraucherschutzgesetz (GDVG)]); and of-
fering medical examinations (legal basis: Education Law [Erziehungs- und Unter-
richtsgesetz], Civil Servant Act [Beamtengesetz], school regulations, etc.). A variety 
of disease prevention and health promotion programs and activities are conducted 
in schools (healthy school meals, addiction prevention programs, etc.), but there are 
no applicable national or state standards. As the highest education authorities, states 
are responsible for occupational safety, security, and health protection at schools. 
Occupational safety regulations apply at schools as well. The legal bases of health 
promotion in daycares are also not standardized in Germany.

In addition, numerous municipal tasks indirectly affect citizens’ health, such as 
urban development projects; residential, leisure area, and traffic planning; munici-
pal sports; youth, family, senior, and educational facilities; and business develop-
ment programs. Hence, health and health promotion are affected by decisions and 
planning in many municipal policy fields, and there is no common legal basis for 
municipal health promotion.

Semipublic Institutions Among the so-called semi-public institutions that are 
active in disease prevention and health promotion, the statutory health insurances 
(SHIs) play a particularly important role (see below). Additional semipublic institu-
tions include the federal and state dental and pharmacists associations.
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After multiple revisions, § 20 SGB (Code of Social Law [Sozialgesetzbuch]), 
which was originally intended to promote the general entry of SHIs into the realm 
of health promotion, has been limited to primary prevention (see below) and self-
help (§ 20 SGB V Prevention and self-help). In addition, SHIs can conduct activi-
ties for workplace health promotion and support self-help groups and organizations 
in their prevention or rehabilitation activities. Prevention within the meaning of 
§ 20 is therefore not limited to specific disease avoidance but also includes the 
general improvement of health. Since 2003 (SHI Modernization Act [GKV-Mod-
ernisierungsgesetz]), health insurances can offer a bonus to members who regularly 
utilize screening or primary prevention services. This also applies to employers 
and members who participate in workplace health promotion activities. The bonus 
can be offered in the form of reduced co-payments, lower contributions, or another 
reward, as independently determined by each SHI.

According to SGB V, the following prevention services are included in the SHI 
catalog of services: workplace health promotion, prevention of work-related health 
hazards, promotion of self-help (§ 20a–c); vaccinations according to the recommen-
dations of the German Standing Committee on Vaccination (Ständige Impfkom-
mission (STIKO)) (§ 20d); diagnosis and prevention of dental diseases in group or 
individual prevention programs for children and adolescents (§§ 21, 22); medical 
prevention services (including convalescence treatments) (§ 23); services for the 
early detection of diseases such as the “Health Check-up,” particularly for cardio-
vascular diseases, renal diseases, and diabetes, which the SHI covers every 2 years 
for members 35 years-of-age and above, and various cancer screenings (§ 25) (see 
Table 16.1) as well as services for the early detection of diseases that can negatively 
affect the physical or mental development of children (U1–U91) (§ 26).

There is no compulsory vaccination in the Federal Republic of Germany. The 
highest health authorities of the states “publicly recommend” vaccinations on the 
basis of the STIKO recommendations in accordance with § 20 paragraph 3 of the 
Protection against Infection Act (IfSG, Infektionsschutzgesetz). The federal states 
assure care in case of vaccination-induced injury from "publically recommended" 
vaccinations. Table 16.2 shows an overview of the currently recommended routine 
vaccinations beyond the first year of life. Other vaccinations may be indicated in 
particular epidemiological situations or in case of risks to children, adolescents, 
and adults (indicated vaccinations). Indicated vaccinations also include travel vac-
cinations, which may be required by international health regulations (yellow fever 
vaccination) or may be recommended for individual protection.

Screening examinations for children in the first 6 years of life include a total of 
ten examinations in accordance with the information in the examination booklet 
for children, the expanded newborn screening, and the newborn hearing screening 
program (Joint Federal Committee). In some federal states, laws that aim to ensure 
participation in preventive medical checkups by transmitting data from registry of-
fices and pediatricians have now come into effect.

1 Series of health checks for children starting directly after birth (U1) until age five (U9: 60th–64th 
month).
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Nongovernmental Institutions Nongovernmental actors that plan and imple-
ment prevention activities and services include individual health professionals, 
such as physicians and pharmacists; private health insurances; welfare associati-
ons, consumer advocacy centers; federal or state-wide associations as platforms 
for various actors within the health-care system, such as the Federal Associa-
tion for Prevention and Health Promotion [Bundesvereinigung für Prävention 
und Gesundheitsförderung], state associations for health, the German Centre for 
Addiction Issues [Deutsche Hauptstelle für Suchtfragen], or the Platform for 
Diet and Physical Activity [Plattform Ernährung und Bewegung (peb)]; asso-
ciations for specific diseases, such as the German Cancer Aid [Deutsche Krebs-
hilfe], German AIDS Service Organization [Deutsche AIDS-Hilfe], the Blue 
Cross addiction self-help association [Blaues Kreuz]; national networks such 
as the Healthy Cities Network, the German Network of Health Promoting Hos-
pitals or the working group Health Promoting Universities; medical working 
groups, such as the Association of Dermatological Prevention [Arbeitsgemein-

Table 16.1  SHI-financed cancer screening examinations (Loss and Eichhorn 2013)
Cancer type Entitled individuals Examination 

interval
Examination method

Cervical cancer Women from their 
20th year of life

Annually Specific history, cervical examina-
tion, pap smear, gynecological 
palpation, consultation

Breast cancer Women from their 
30th year of life

Annually Specific history, inspection and 
palpation of the breast and the 
regional lymph nodes, instruc-
tions for self-examination, 
consultation

Women between their 
50th and 70th year 
of life

Every 2 years Invitation to certified screening 
center, pamphlet, written his-
tory, mammography, second 
opinion, notification of findings

Prostate cancer Men from their 45th 
year of life

Annually Specific history, inspection and 
palpation of external genitalia, 
prostate palpation, palpation 
of the regional lymph nodes, 
consultation

Colon cancer Women/men aged 
50–54

Annually Consultation, rectal palpation, 
Guajak-based fecal occult blood 
testing (FOBT)

Women/men from the 
55th year of life

Two examina-
tions, 10 
years apart

Consultation, colonoscopy

or. every 2 
years

Guajak-based fecal occult blood 
testing

Skin cancer Women/men from 
their 35th year of 
life

Every 2 years Targeted history, standardized 
visual full-body inspection of 
skin, consultation
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Hemophilus 
influenza B

C

Poliomyelitis C Booster 1

Hepatitis B C

Meningococcal 
C

C

Measles
C

Standard
vaccination*

Mumps, rubella C

Varicella C

Influenza Standard
annual 

vaccination

Pneumococcal Standard
vaccination

Human 
papillomavirus

Standard
vaccination 

(girls)

Vaccination Age in years

2-4 5-6 9-11 12-17 18+ 60+

Tetanus C Booster 1 Booster 2

BoosterDiphtheria C Booster 1 Booster 2

Pertussis C Booster 1 Booster 2

Table 16.2  Vaccination schedule (routine vaccinations) for children 2 years and above, adole-
scents, and adults (source: Robert Koch-Institut 2012)
 

C Catch-up vaccination (primary vaccination for all individuals who have not yet been vaccinated 
or completion of an incomplete series)
*One-time vaccination, preferably using an Measles, mumps, and rubella (MMR) vaccine, of all 
persons born after 1970 and ≥ 18 years of age who have an unclear vaccination status, are unvac-
cinated, or received only one vaccination in childhood 

schaft Dermatologische Prävention]; private foundations that combat a specific 
disease, such as the Felix Burda Foundation (colon cancer prevention) and the 
Michael Stich Foundation (for HIV-infected children); self-help organizations and 
groups; and sports clubs, and information centers.

While the statutes, professional codes of conduct, or mission statements of these 
institutions often explicitly list prevention tasks, there is no federal or state-level legal 
basis specifying the responsibility for or implementation of prevention activities.

The legal framework and cost reimbursement by the health insurances strongly 
affect the utilization of preventative services. In the two following sections, we 
present the methods and results of the literature review and investigate to what 
extent utilization behavior is additionally influenced by socioeconomic status, age, 
migration status, and gender.
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Systematic Review

Methods

The search strategy employed here is an extension of the strategy used in two re-
cent papers, published in 2009 and 2012 (Janßen, Grosse Frie, and Ommen 2009; 
Janßen, Sauter, and Kowalski 2012). In 2009, a systematic literature review was 
conducted to determine the extent to which social status characteristics are associ-
ated with the utilization of services within the entire German health-care system 
(Janßen, Grosse Frie, and Ommen 2009). Thirty-two studies were identified that 
were published between 2000 and 2008. According to the results of these studies, 
the overall level of health care provided to all social status groups in Germany is rel-
atively high, and hardly any differences were found in the curative or rehabilitative 
care received across status groups. There were, however, marked differences with 
regard to the groups’ use of prevention and health promotion services, suggesting 
that prevention and health promotion programs aimed at influencing individuals’ 
use of such services, providing them with relevant health and disease information, 
and impacting the way this information is used must be tailored to less privileged 
social status groups.

In light of the findings of the 2009 review, the 2012 review only focused on 
the utilization of prevention and health promotion services using search terms only 
for the mentioned topics, while the first review and its search terms included the 
medical system in general. A new literature search was conducted using MedPilot to 
identify relevant articles published between 1998 and 2010; 23 papers were identi-
fied, of which 20 showed a clear association between socioeconomic status and the 
utilization of prevention and health promotion measures. However, no studies were 
retrieved that presented results on tertiary prevention services and measures.

The search strategy for this review was extended by including a number of ad-
ditional (medical subject headings (MeSH)) terms and by including the term “re-
habilitation,” which includes measures of tertiary prevention. On the other hand, 
the search was restricted to the PubMed database. The search strategy used on 8 
October 2012 was:

health AND german* AND (socioeconomic factors [MeSH] OR education* OR profes-
sion* OR occupational groups [MeSH] OR occupation* OR gender identity [MeSH] OR 
gender OR sex OR age* OR emigrants and immigrants [MeSH] OR migration*) AND 
(preventive health services [MeSH] OR preventive medicine [MeSH] OR prevent* OR 
early diagnosis [MeSH] OR rehabilitation [MeSH] OR rehabilitation* OR disability eval-
uation [MeSH] OR recovery of function [MeSH]) AND (utilization OR use OR usage) 
AND (german [Language] OR english [Language]) AND (“2002”[Date—Publication]: 
“3000”[Date—Publication])

Retrieved papers were considered for the review if they were published in English 
or German and reported empirical findings (original articles). Papers that otherwise 
fulfilled the inclusion criteria were not considered if relevant models were used 
in the analyses but not reported in the tables or results section, e.g., if they were 
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variables for which the authors “controlled” or “adjusted” in the analyses. If multi-
variate and bivariate results were reported for the same variables, only multivariate 
results are presented in the table. If no significance test was performed, differences 
were reported if they appeared to be substantial to the authors. Some studies report-
ed differences according to the health insurance status, which—although correlated 
with socioeconomic status—was not part of the search strategy and therefore not 
reported. In some studies, coefficients for some variables of interest were reported 
for the whole sample but not broken down by country; results of such studies were 
only reported if separate analyses were undertaken for Germany. Studies were ex-
cluded if they generally referred to utilization of health-care services without dif-
ferentiating for prevention. Studies were excluded if they referred to rehabilitation 
in general without providing information on concrete tertiary preventive measures. 
Studies were also excluded if the results only referred to the individuals’ utilization 
behavior with regard to preventive/health promoting measures outside the health-
care services. In addition, studies that reported on the utilization of health-related 
website or health-related information-seeking behavior were excluded. Titles and 
abstracts of the 438 references retrieved were screened by two independent re-
searchers (FK, CK) to see if they meet these criteria. A total of 71 full articles were 
assessed for eligibility, of which 23 were excluded, resulting in 48 articles that are 
presented in Table 16.3.

Results

Table 16.3 presents the results of the systematic review. Only study findings per-
taining to socioeconomic status, education, occupation, income, age, gender, and 
migration are listed. In many of the studies, additional factors were also investi-
gated for associations with the utilization of prevention services, but these are not 
presented in the table. In the “area of interest” column, we distinguish between 
primary, secondary, and tertiary prevention, knowing that these categories are not 
necessarily mutually exclusive. We omit the primordial prevention category that is 
used by the World Health Organization (WHO) (Bonita, Beaglehole, and Kjellström 
2006), which is still rarely used in the German literature.

For secondary prevention, results by and large demonstrate a substantial asso-
ciation between socioeconomic status, gender, and German citizenship/nonmigrant 
status on the one hand and the utilization of health care on the other. This is es-
pecially true for cancer screening programs. For primary and tertiary prevention, 
however, the findings are less conclusive with regard to socioeconomic status and 
gender. Vaccination rates, for example, tend to be higher for adults with higher so-
cioeconomic status. However, results show that children of higher socioeconomic 
status (SES) parents are less vaccinated. Overall, migrants/non-German citizens 
show the least utilization of primary, secondary, and tertiary prevention services. 
Age is positively or negatively associated with the utilization of a number of pre-
ventive measures, in many cases due to recommendations; for example, people over 
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age 60 are a target group for influenza vaccination. Most articles that are included in 
this review focus on primary or secondary prevention, with few articles investigat-
ing the utilization of rehabilitative care or tertiary prevention. None of the identified 
studies used qualitative methods to explore their research questions.

Discussion

The aim of this study was to examine differences in the utilization of prevention 
services in Germany with regard to socioeconomic status, age, gender, and migrant 
status by means of a systematic review of the recent literature. As evidenced by the 
findings presented in Table 16.3, many of the 48 reviewed studies provided relative-
ly clear evidence of a significant association between higher social status, female 
gender, as well as a nonmigrant status on the one hand and greater use of preven-
tive services on the other. Evidence of this association was provided for almost 
the whole of Germany. Our review built on two previous articles (Janßen, Grosse 
Frie, and Ommen 2009;Janßen, Sauter, and Kowalski 2012) and used a search strat-
egy that was carefully refined after reviewing the results of those two articles. The 
choice of search terms played a major role in the review process: The search strat-
egy was restricted to articles published in journals listed in the Pubmed database 
to ensure high quality of the studies and to avoid the identification of too many 
irrelevant papers. Of course, this strategy might lead to overlooking relevant results 
from studies published in journals not listed in Pubmed as well as results not pub-
lished in peer-reviewed journals. When interpreting the review’s results, this should 
be taken into account as well as the fact that significant results tend to be published 
more often. This may mean that studies finding no differences by social status were 
not published and therefore not identified during this review. As another form of 
publication bias, many publishers tend to prefer quantitative methods over qualita-
tive methods. As a result, only quantitative studies were identified in this review.

The search strategy used in this review yielded 48 studies that were considered 
relevant, compared to 23 in the paper published in 2012. Two studies (Schultze-
Lutter et al. 2008;Schultze-Lutter, Ruhrmann, and Klosterkötter 2009) investigated 
different questions but used the same data set and therefore provided identical de-
scriptive results; they were included as one study in the results table. The higher 
number of retrieved studies is in part due to the inclusion of studies that investigate 
the utilization of rehabilitation services. Rehabilitation is considered tertiary pre-
vention and was not included in the first paper. A number of additional search terms 
were used, resulting in a more elaborate search strategy. However, 13 of the studies 
that were included in the previous review either were not included in this review 
because of their focus on individual behavior outside the health services system or 
were not retrieved by this search strategy—several of them because of the different 
publication period chosen.

Overall, the review shows that depending on the specific service, there are strong 
relationships between indicators of socioeconomic status, gender, age, and migra-
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tion background and the utilization of prevention services. Especially with regard to 
secondary prevention, utilization increases with higher general socioeconomic sta-
tus as well as in cases where income and education are investigated as separate in-
dicators. Albert et al. point out that although in their own analyses, nonparticipation 
in cancer screening was associated with higher social status, a relevant proportion 
of women in the higher status group use cancer early detection services outside of 
the established screening programs. This assumption is in accordance with findings 
from a review by Scheffer et al. (Scheffer, Dauven, and Sieverding 2006), which 
shows that utilization of cancer early detection services is associated with higher 
social status.

In some studies, vaccination coverage in children decreases with higher social 
status, most likely due to parents preferring to not have their children vaccinat-
ed rather than a lack of opportunities. Migrant/non-German citizenship status is 
strongly associated with lower utilization of primary and secondary (and tertiary) 
prevention. Female gender is associated with higher utilization of secondary, and, 
to a smaller extent, primary prevention services. The results are less conclusive 
with regard to age, largely due to different recommendations, for example, with 
regard to vaccinations. Gender tends to have a greater effect on the use of preven-
tion services than characteristics of vertical social inequality. This is in part due to 
the greater public awareness of specific preventive measures for women and does 
not take into consideration the degree to which the offered measures are necessary 
and under which circumstances they were used. Notably, one study (Geyer and Mi-
cheelis 2012) did not regress the utilization/frequency of preventive consultations 
to SES, age, and the like, but to the ratio of preventive versus problem-based dentist 
visits. Correlations of lifetime events, e.g., screening and age (like those presented 
by Siverding et al. 2010), are not listed in the table since it is obvious that older 
patients have had more time to ever utilize specific measures.

There are still some “blind spots” in the research on this topic, for example, the 
lack of studies on tertiary prevention. By including search terms related to rehabili-
tation, we tried to address this shortcoming of the before-mentioned review from 
2012 (Janßen, Sauter, and Kowalski 2012), but using this general term does not 
allow investigating the utilization of specific tertiary prevention measures. Instead, 
larger sets of services, such as those provided during inpatient rehabilitation, are 
investigated; as a result, the studies cannot present results on single, clearly preven-
tive measures. The exclusion of papers investigating health-related behavior (such 
as toothbrushing, sunscreen use, and bicycle helmet use) only led to an exclusion 
of articles aiming at health promotion measures that are not based on health-care 
services, such as cancer screening or vaccination. Depending on the outcome mea-
sure, it is difficult to distinguish between preventive and problem-oriented care in 
a number of settings; this is especially true in dental health (Geyer and Micheelis 
2012). Although concerted efforts to better reach the socially disadvantaged have 
been recently undertaken (e.g., by the German Federal Ministry of Education and 
Research), there is a lack of published intervention studies in this area.

Although the search strategy identified a number of studies reporting associa-
tions between rehabilitation participation and the individual factors investigated 
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here, only two of them reported associations with these factors for specific ter-
tiary prevention measures within rehabilitation. Studies not reporting on specific 
measures are not presented in the table. The interpretation of participation rates 
in tertiary prevention measures during inpatient rehabilitation is always difficult. 
As Grande et al. point out, the utilization of specific services cannot be interpreted 
independently of an individual’s needs. This is true for the utilization of all preven-
tive services and especially for tertiary prevention within rehabilitation. Although 
we generally support the distinction between four dimensions of prevention, the 
rare use of the category “primordial prevention” in the German literature led to its 
omission in this review.

All of the determinants of service utilization that were examined in this review 
(i.e., education, occupation, income, gender, age, and migration status) may be 
categorized either as predisposing or as enabling (i.e., income) individual factors 
(Andersen and Davidson 2001;Andersen 2008). Finding causal explanations of the 
findings is challenging. Both education and migration status might be considered 
proxies for difficulties in understanding and navigating through the health services 
system, i.e., of limited health literacy, a concept with high potential of being inte-
grated more strongly in the behavioral model. For a number of measures, variations 
in utilization by age and gender are explained by health insurance coverage. Some 
studies, for instance, by Rückinger and colleagues, use data on average income in 
individual regions rather than individual or household income, not in an effort to in-
clude these as contextual factors but because individual-level data are not available 
(Rückinger et al. 2008). This particular type of ecological analysis makes it difficult 
to derive causal inferences, particularly since the individual characteristic is not 
(and cannot be) controlled for. Multilevel approaches are needed, and besides rep-
resentative surveys, claims data are key to identify individual and contextual factors 
for certain preventative measures, particularly those covered by health insurance.

Many of the indicators used in the studies are operationalized very heteroge-
nously, which makes cross-study comparisons difficult. This is true for both the uti-
lization of different thresholds/cutpoints, for example, with regard to income, age, 
or educational groups, as well as for the grouping of occupational groups and the 
definition of migrant status (citizenship, mother tongue, etc.). The data that were an-
alyzed in the selected studies differed in various respects, for example, with regard 
to study design, sampling method, or sample size, which must be considered when 
interpreting the results. Some studies investigated samples of service users, with-
out “controls” (Jung 2011;Schultze-Lutter et al. 2008;Schultze-Lutter, Ruhrmann, 
and Klosterkötter 2009). Differences between participants and nonparticipants were 
therefore made by comparisons with the general population. However, no studies 
were excluded because of a weak study design or small/unrepresentative sample. As 
mentioned by several authors (for example Schenk & Knopf 2007), self-reports of 
respondents/patients often overestimate actual utilization. More reliable data, how-
ever, are often scarce, not generalizable, or do not allow for correlation with indica-
tors of socioeconomic status. We did not discuss the effectiveness of the different 
preventive measures presented here. This has been done elsewhere, for example, 
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with regard to general routine health checks in a recent publication (Krogsbøll et 
al.2012; Boulware et al. 2007).

In the long term, it seems imperative to more strongly fight the causes of health 
inequality on a prevention level instead of merely focusing on curative and rehabili-
tative activities. In our view, there are essentially three strategies to tackle differ-
ences in utilization of prevention services and the general problem of differences in 
morbidities and mortalities between population groups. Firstly, we must strengthen 
target group-specific prevention programs and increase the number of program 
participants, for instance, through a stronger emphasis on the settings approach. 
Programs in the school setting, for example, are promising since they reach all 
members of a school grade, who can also take these activities to the family setting. 
Target group-specific prevention programs can therefore compensate for health in-
equalities resulting from differences in social status in an effort to optimize care.

Secondly, we must examine the causes of differences in health services provision 
and the distribution of disease to build a dual strategy. The results of socio-epidemi-
ological studies that show a significant connection between socioeconomic inequal-
ity and health principally suggest the following: The best prevention is reducing 
socioeconomic inequality while adapting activities to meet the particular needs of 
those most affected. Specifically, this can mean that schools and companies play a 
dual role in reducing health inequalities: By acting as short-term, medium-term, and 
long-term settings for prevention and health promotion programs, reaching people 
where they already spend time, as well as by combating inequalities in (continued) 
education, which represent a cause of health inequalities, in the medium and long 
term.

The third approach focuses on each individual’s responsibility to take specific 
action. It requires stronger appeals to personal responsibility and freedom of choice. 
No one is forced to smoke, consume harmful amounts of alcohol, lead a sedentary 
lifestyle, or eat unhealthy foods.
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Background: Population-Based Integrated  
Care in Germany

One feature of Germany’s health service system is its organizational fragmentation: 
primary and secondary outpatient care, inpatient (hospital) care, and public health 
services are organized largely independently from each other and are financed 
according to different reimbursement principles and by strictly separate budgets 
(Schlette et al. 2009, Hildebrandt et al. 2010).

This fragmentation is considered a source of ineffectiveness and inefficiency, 
particularly in those health services which constitute an “interface” between dif-
ferent sectors of care. A prominent example is the often insufficient follow-up care 
after patients have been discharged from a hospital: Very often, patients’ medica-
tion regimens differ before, during, and after hospitalization. This is not only a 
constant object of dispute between hospitals and primary care providers but also 
confuses—and sometimes even harms—the concerned patients (Hildebrandt et al. 
2009, 2010). Commonly, it takes two or more weeks for German primary care phy-
sicians to “receive a full report from a hospital once their patient has been dis-
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charged” (Schlette et al. 2009). Insufficient communication between providers is a 
problem not only at sector interfaces, but also within sectors, for instance, leading 
providers to perform redundant services (e.g., repeat X-rays). Poor communication 
between providers is also regarded a main reason for (non-coordinated) polyphar-
macy, which is risky for the concerned patients as well as unnecessarily costly 
(Hamilton et al. 2011).

Starting in 2000 and—more intensively—2004, German health care legislation 
has attempted to solve these problems by creating incentives for health insurers 
and care providers to introduce more integration: From 2004 to 2008, for instance, 
the so-called Statutory Health Modernization Act (“GKV-Modernisierungsgesetz”) 
incentivized Germany’s statutory health insurers to spend 1 % of their total expen-
ditures on integrated care programs (Schlette et al. 2009, Hildebrandt et al. 2010). 
From July 2009, statutory health insurers were even obliged to offer ‘family-doctor 
centered-care’ (in German: ‘Hausarzt-zentrierte Versorgung’ or simply ‘HzV’) op-
tions to their insurants because ‘family-doctor-centered care’ was thought to create 
a higher degree of patient-centered integration than usual care (Schlette et al. 2009, 
Sachverständigenrat 2009).

From 2004 through 2008, more than 6000 integrated care projects were launched 
in Germany (Bundesgeschäftsstelle Qualitätssicherung 2009). The bulk of these 
projects, however, target only one or a few indications—such as knee or hip sur-
gery—and encompass only one or two sectors of care, such as inpatient care and 
post-surgery outpatient care. The so-called population-based integrated care sys-
tems are more ambitious: ‘Population-based integration’ means that health care is 
organized for a defined resident population by one management center across all (or 
nearly all) indications, encompassing all sectors of health care. To date, only a few 
population-based integrated care systems operate in Germany.

These population-based integrated care models were inspired by managed care 
models in the USA and in Switzerland (Preuß et al. 2002, Berchtold and Hess 2006, 
Jakobs and Schulze 2006, Amelung 2007). As a rule, those ‘classic’ managed care 
models relied on a fairly simple form of capitation which led to relative cost sav-
ings but also had some problematic effects: First, health insurers and/or health care 
providers preferably enrolled the so-called good risks, i.e., comparatively healthy 
people, at least as long as there was no effective morbidity-based risk structure 
compensation between health insurers. Thus, the comparative cost savings realized 
by managed care models were in part due to risk selection (Reich et al. 2012, Beck 
et al. 2011). Second, capitation incentivized a tendency toward under-use of some 
necessary health services (such as diagnostic procedures, drug prescriptions, etc.). 
These two side effects—risk selection and at least a trend toward under-utilization 
of health care resources—are considered characteristic drawbacks of classic man-
aged care models.

One of the few population-based integrated care systems in Germany is locat-
ed in the Kinzigtal region in Baden-Württemberg (the southwestern-most federal 
state of Germany) and is called Gesundes Kinzigtal Integrated Care (in German: 
‘Integrierte Versorgung Gesundes Kinzigtal’). While following some basic ideas 
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of managed care, the founders of Gesundes Kinzigtal Integrated Care (hereafter 
called ‘GKIC’) deliberately attempted to avoid the two above-mentioned tenden-
cies of classic managed care models through a series of contractual and economic 
regulations. GKIC was founded in late 2005 and has been operating since the be-
ginning of 2006. The system is run by a regional health management company 
(Gesundes Kinzigtal GmbH) in cooperation with the physicians’ network in the 
region (Medizinisches Qualitätsnetz—Ärzteinitiative Kinzigtal e.V.— MQNK), 
a German health care management company (OptiMedis AG), and two statutory 
health insurers (Allgemeine Ortskrankenkasse—AOK— and Landwirtschaftliche 
Krankenkasse—LKK—Baden-Württemberg).

In this chapter, we analyze whether GKIC succeeded in enrolling first and 
foremost patients with above-average morbidity, i.e., in avoiding the traditional 
selection of ‘good risks’. Before explaining GKIC’s economic and contractual 
regulations designed to avoid such risk selection (Sect. 3), we will outline the main 
characteristics of the GKIC system (Sect. 2). In Sect. 4, we will analyze in detail 
whether GKIC has reached its aim to avoid the above-mentioned risk selection. 
In this analysis, we rely on insurants’ claims data (Schubert et al. 2008, Swart & 
Ihle 2005, cf. also Swart in this issue), supplied by the involved health insurers. 
In Sect. 5, we discuss our findings and paraphrase them in terms of Andersen’s 
behavioral model of health services use, one of the seminal models of health care 
utilization (Andersen 1995, Andersen 1998).

Characteristics and Aims of GKIC

The total population in the western and central Kinzigtal region—the service area 
of GKIC—amounts to about 69,000 inhabitants. Slightly less than half of them 
(31,000) are insured by either AOK Baden-Württemberg (about 29,300 insurants) 
or LKK Baden-Württemberg (about 1,700 insurants). Both are statutory health in-
surers: AOK is open to anyone, whereas LKK is open only to farmers and their 
dependents. All 31,000 AOK and LKK insurants are entitled to enroll as members 
of GKIC. The enrollment is both voluntary and free for these 31,000 insurants, 
meaning that GKIC membership does not cost any additional membership fee. As 
of February 5, 2013, there were 9,047 GKIC members. GKIC members are entitled 
and invited to use special health programs and services which are, with a few excep-
tions, reserved for enrolled insurants. These programs are listed in Table 17.1. As 
a rule, participation in these programs is free. Those AOK and LKK insurants who 
do not wish to enroll receive at least usual care according to statutory health care 
regulations.

As of February 5, 2013, there were 92 health care providers (‘Leistungspartner’) 
working with GKIC on the basis of a formal cooperation contract. The contract 
specifies principles and details of the cooperation, special reimbursement regula-
tions, patients’ rights etc. Among these 92 partner providers, there are
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• 26 family doctors (thereof one with the additional title ‘psychotherapist’),
• 24 practice-based specialists (thereof one with the additional title ‘psychotherapist’),
• 7 pediatricians,
• 5 psychotherapists,
• 8 physiotherapists,
• 6 hospitals,
• 11 nursing homes,
• 4 outpatient nursing services, and
• 1 outpatient social-therapeutic service.

Table 17.1  Specific care management and preventive programs offered by GKIC or in coopera-
tion with either AOK specialists or third parties, as of February 5, 2013
Subject and name of program Year of implementation No. of participants in 

the program
Prevention/treatment of congestive heart 

failure (‘Starkes Herz’)
2006 84

Smoking cessation (‘Rauchfreies Kinzigtal’) 2007 199
Lifestyle intervention for patients with meta-

bolic syndrome (‘Gesundes Gewicht’)
2007 180

Early intervention by psychiatrists or psycho-
therapists in case of acute personal crises 
(‘Psychotherapie akut’)

2007 320

Diet counselinga 2007 71
Sponsored membership vouchers in sports 

clubsa
2008 281

Social case management (by social work-
ers according to general practitioner’s 
recommendation)a

2008 210

Prevention of osteoporosis and osteopo-
rotic fractures (‘Starke Muskeln—Feste 
Knochen’)

2008 770

Ophthalmological checkup for children 
(amblyopia, U10 & U11)

2008 755

Aqua fitnessa 2008 529
Patient university (lectures on health issues)a 2009 2,713
Medical care for the elderly in nursing homes 

(‘Ärzte plus Pflege’)
2009 119

Prevention of falls for the elderlya 2009 144
Special intervention for patients with depres-

sion (‘Besser gestimmt’)
2010 23

Back pain prevention program (‘Starker 
Rückhalt—Mein gesunder Rücken’)

2011 42

Prevention of secondary diseases for patients 
with hypertension (‘Im Gleichgewicht—
Mein Blutdruck im Griff’)

2011 22

Early intervention for patients with rheu-
matism (‘Beweglich bleiben—Rheuma 
frühzeitig behandeln’)

2011 6

a Third parties

A. Siegel et al.
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Furthermore, 16 pharmacies, 30 sports clubs, and 6 fitness centers continuously 
cooperate with GKIC, but not on the basis of formal provider contracts.

The aim of GKIC is to make the regional health services system more efficient 
without reducing the quality of health services, neither in absolute terms nor in 
comparison with the surrounding usual care system.

To realize this aim, the GKIC management pursues two strategies: On the 
one hand, GKIC attempts to advance and foster the cooperation of the different 
health care providers across professions and sectors of care so as to overcome—or at 
least alleviate—the fragmentation of health services and the resulting inefficiencies. 
This is done by common treatment guidelines, by enabling a cross-linking of provid-
ers’ means of communication and information, and the like (Hildebrandt et al. 2010). 
This strategy is thought to be effective and efficient even in the short and medium 
term (Hildebrandt et al. 2010, Siegel et al. 2012). On the other hand, GKIC focuses 
on prevention: through carefully targeted preventive programs, GKIC attempts to 
prevent—or at least delay—the onset of chronic diseases and their associated sec-
ondary diseases. This strategy is thought to be effective and efficient in the medium 
and long term. Both strategies are to bring about improved population health as well 
as relative cost savings, i.e., a smaller increase of risk-adjusted health care costs 
in the intervention region than in regions where usual care dominates (Hildebrandt 
et al. 2010, Siegel et al. 2012). This strategy is based on the assumption that carefully 
targeted preventive programs may reduce total health care costs for a given popula-
tion ( ceteris paribus) at least in the medium and long term. GKIC strives to realize 
its aim without any risk selection (Hermann et al. 2006, Hildebrandt et al. 2010).

Three years after starting to operate, GKIC seems to be well on the way to 
achieving its financial objective: During the years 2006 through 2008, GKIC real-
ized a successively growing contribution margin for the insurants of AOK and LKK 
in the intervention region—a growing contribution margin over time means that 
standardized health care costs of the Kinzigtal insurants increase at a smaller rate 
than those of the average German insurant (Hildebrandt 2010, Siegel et al. 2012).

GKIC’s Attempt to Avoid Risk Selection: the Concept

GKIC’s operative activities are based on provision contracts, which were concluded 
in 2006 by the two statutory health insurers AOK and LKK Baden-Württemberg 
on the one hand and the management company ‘Gesundes Kinzigtal GmbH’ on 
the other. The management company acts as an ‘integrated care management com-
pany’ according to §§ 140 a–d of the German Social Code Book V (Fünftes Buch 
Sozialgesetzbuch—SGB V) which is the statutory basis of organizing integrated 
care in Germany. The provision contract runs until December 31, 2014, and may be 
renewed thereafter.

When designing the details of the provision contracts, the contracting parties 
wanted to block any incentives that could stimulate a selection of ‘good risks’ by 
GKIC and its partner providers or a strategy of postponing necessary medical ser-

17 Utilization Dynamics of an Integrated Care System in Germany
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vices or even withhold necessary services from patients (Hermann et al. 2006). The 
following regulations are to serve this aim:

1. Enrollment into the GKIC’s integrated care system and becoming a member of 
GKIC is completely voluntary for the insurants. If an insurant chooses not to 
enroll, she or he will continue to be served according to statutory health care 
regulations (usual care). If an enrolled insurant wants to opt out of GKIC, she or 
he may quit at the end of each quarter and without giving reasons.

2. Insurants’ enrollment into GKIC is not incentivized through direct financial 
means (such as a reduced insurance premium). Nonetheless, enrolled insurants 
are invited to participate in special health programs (cf. Table 17.1) largely free 
of charge.

3. Enrolled insurants’ free choice of physician and/or hospital is not restricted.

These three regulations ensure that health care providers and the management com-
pany can convince insurants to enroll simply by using the argument that GKIC 
provides a higher ‘health utility’ or ‘health benefit’ than usual care. Moreover, in a 
system characterized by those three regulations, it would make no sense to achieve 
relative cost savings by withholding or postponing necessary health services, i.e., 
by under-utilization: In that case, insurants would opt out of GKIC or claim such 
services later (the contract period is at least 9 years). The ‘exit option’ may be exer-
cised in two different ways: First, the insurant may cancel only GKIC membership 
without changing the current primary care physician (who might have convinced 
him or her to enroll). Second, the insurant might wish to cancel GKIC membership 
and switch to a primary care physician who is in no way associated with GKIC. 
This latter option is actually available as about 45 % of all registered physicians in 
the region are not associated with GKIC. In other words: in a competitive environ-
ment, in which GKIC has to prove itself, those three regulations will probably foil 
any hypothetical attempt of GKIC to achieve relative cost savings by under-use of 
health services.

The probably most effective regulation with which a selection of ‘good risks’ is 
to be prevented is the following:

4. The financial result of GKIC is calculated using the contribution margins of all 
AOK resp. LKK insurants residing in the Kinzigtal region regardless of whet-
her they are enrolled or not. This means that the costs of all potential enrollees 
are the decisive variable, rather than the costs of a subgroup of enrollees which 
might be more or less arbitrarily selected by GKIC.

This means that it makes no economic sense for GKIC and its partner providers 
to preferably enroll only a subgroup consisting of those insurants who are ‘good 
risks’ in the traditional sense of the term. Instead, the fourth stipulation  incentivizes 
a different enrollment policy: By first and foremost enrolling those insurants with 
above-average health care costs or a high morbidity risk (and presumably fast-
growing health care costs in the future), the potential for relative cost savings and 
thus a growing total contribution margin is obviously the greatest. In contrast, if the 
traditional ‘good risks’ were preferably enrolled, the contribution margin’s growth 
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potential would be comparatively small because if actual health care costs are low 
(and the morbidity risk is low, too), potential cost savings in the future will be 
low, too. This means that the comparatively healthy insurants—that is, those who 
are traditionally regarded as ‘good risks’—do not constitute GKIC’s primary target 
group. On the contrary, if GKIC and its partnering providers act rationally, they will 
first and foremost convince insurants with exceptionally high health care costs and/
or an above-average morbidity risk to enroll so that these insurants can be treated 
more effectively and more efficiently by exploiting GKIC’s extended preventive 
and treatment potential.

Structural Characteristics of GKIC’s Membership:  
an ‘Inverted Risk Selection’ in Action

If GKIC’s factual enrollment process works in accordance with this theoretical con-
cept, we should be able to find, e.g., higher morbidity among enrolled insurants than 
in non-enrolled ones—at least during the first years of GKIC’s existence. The fol-
lowing analysis is based on insurants’ claims data gathered in 2006 through 2008, 
i.e., the first 3 years of GKIC’s existence. As the absolute number of enrolled LKK 
insurants is very low during that time period—only 120 LKK insurants had enrolled 
by December 31, 2007—we refer hereafter to AOK insurants only.

Insurant Characteristics Among Enrolled  
vs. Non-Enrolled Insurants

The distribution of AOK insurants according to year and insurant group is found 
in Table 17.2. The dimension ‘year’ contains each of the first 3 years of GKIC’s 
existence, with December 31 as the effective date of a given year. The dimension 
‘insurant group’ consists of the three categories ‘continually insured throughout 
a given year’, ‘deceased during the year’, and ‘change to or from another health 
insurer during the year’. Table 17.2 and all following analyses refer to a cohort of 
AOK insurants who resided in the Kinzigtal region as of July 2006. This means 
AOK insurants who were born later than July 2006 or who moved into the region 
after July 2006 are not considered here.

Table 17.2 shows a continually growing number of enrolled insurants (‘IC’), 
with 3997 insurants being enrolled on December 31, 2008. On that date, 24,056 
AOK insurants residing in the Kinzigtal region were not (yet) enrolled. Further-
more, the second half of Table 17.2 shows that the number and proportion of those 
insurants who joined or quit AOK during the year is lower among the enrolled 
(2.2 % in 2008) than among the non-enrolled insurants (3.9 % in 2008).

Table 17.3 contains the distribution of enrolled vs. non-enrolled insurants ac-
cording to sex and age group as of December 31, 2008. To simplify the description, 
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Table 17.3 contains only those insurants who were continually insured by AOK 
throughout the year 2008.

It can be seen from Table 17.3 that women are overrepresented among the en-
rolled insurants: Among all (continually insured) insurants residing in the Kinzigtal 
region, women make up 52.3 %, whereas their proportion among the enrolled insur-
ants is 56 %. Furthermore, the older age groups of continually insured AOK insur-
ants—i.e., insurants who are 50 years or older—are clearly overrepresented among 
GKIC members (enrolled insurants): 62 % of the enrolled insurants are 50 years 
or older, whereas among all (continually insured) AOK insurants, only 44 % are 
50 years or older. The mean age among the enrolled insurants (continually insured 
throughout 2008 by AOK) is 54.5 years, in contrast to 45.4 years among all AOK 
insurants in 2008 (continually insured 2008 by AOK).

These differences are a first hint that insurants with above-average morbidity 
might have been enrolled into GKIC as a primary target group. To confirm this 
suspicion, one needs to analyze morbidity data.

Morbidity Characteristics Among Enrolled  
vs. Non-Enrolled Insurants

Table 17.4 contains the multi-morbidity prevalence among enrolled vs. non-en-
rolled insurants residing in the Kinzigtal region. An insurant with ‘multi-morbid-
ity’ has been defined as follows: An insurant is ‘multi-morbid’ if her or his claims 
data contain at least three International Classification of Diseases (ICD)-10 codes 
from different ICD-10 subgroups according to the DIMDI classification scheme 
(cf. Deutsches Institut für Medizinische Dokumentation und Information—DIMDI 
2013), documented in at least three quarters of the year in question. Thus, an insur-

Table 17.3  Distribution of enrolled vs. non-enrolled AOK insurants according to sex and 
age group as of December 31, 2008 (only insurants who were continually insured by AOK 
throughout 2008)

IC/enrolled NIC/non-enrolled Total
Count % Count % Count %

Women 2,174 56.0 11,798 51.7 13,972 52.3
Men 1,710 44.0 11,025 48.3 12,735 47.7
< 18 years 346 8.9 4,050 17.7 4,396 16.5
18–29 years 278 7.2 3,141 13.8 3,419 12.8
30–39 years 258 6.6 2,523 11.1 2,781 10.4
40–49 years 579 14.9 3,713 16.3 4,292 16.1
50–59 years 564 14.5 2,925 12.8 3,489 13.1
60–69 years 631 16.2 2,336 10.2 2,967 11.1
70–79 years 813 20.9 2,583 11.3 3,396 12.7
80–89 years 389 10.0 1,367 6.0 1,756 6.6
> 89 years 26 0.7 185 0.8 211 0.8
Total 3,884 100.0 22,823 100.0 26,707 100.0

17 Utilization Dynamics of an Integrated Care System in Germany
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ant is classified as multi-morbid in a given year if her or his claims data contain, 
e.g., (1) one code from the subgroup ‘affective disorders’ (ICD-10: F30-F39), (2) 
another code from the subgroup ‘hypertension’ (I10-I15), and still another code 
from the subgroup ‘ischemic heart diseases’ (I20-I25), with each code documented 
in at least three quarters of the year in question. As the number of quarters (3 out 
of 4) is crucial for the prevalence calculation, only those insurants were considered 
who were continually insured by AOK throughout a given year—all other insurants 
were excluded from the analysis.

Table 17.4 shows that in each year, multi-morbidity is more than twice as preva-
lent among the enrolled as among non-enrolled insurants: In 2006, the first year of 
GKIC’s operation, the multi-morbidity prevalence among the enrolled was 2.5 times 
higher, and in 2008, it was still 2.1 times higher. The differences between enrolled 
and non-enrolled insurants are statistically significant for all 3 years ( p < 0.001).

A similar pattern of results is found when considering another variable quantify-
ing the morbidity of a population: the Charlson comorbidity index (Charlson et al. 
1987, Quan et al. 2005). The Charlson index contains 19 comorbidity categories, 
ranging from myocardial infarction and congestive heart failure to metastatic solid 
tumor and acquired immunodeficiency syndrome (AIDS). Each category has a spe-
cific weight (with, e.g., ‘1’ for a myocardial infarction and ‘6’ for AIDS). The sum 
of all 19 weighted categories for a given person makes up her or his overall Charl-
son comorbidity score. The overall score reflects the person’s cumulative increased 
likelihood of 1-year mortality: The higher the score, the more severe is the person’s 
burden of comorbidity.

Table 17.5 presents the mean total Charlson score of enrolled vs. non-enrolled 
insurants. Like Table 17.4, 17.5 includes only those insurants who were continually 
insured by AOK throughout a given year.

Table 17.5 shows that the morbidity in 2006—as measured by the mean Charlson 
index score—is about 2.4 times higher for the enrolled than for the non-enrolled 
insurants. The differences between enrolled and non-enrolled insurants are statisti-
cally significant for all 3 years ( p < 0.001). This ratio decreased a bit by 2008, but as 
of December 31, 2008, it was still twice as high as among non-enrolled insurants.

As the enrolled insurants are considerably older than the non-enrolled, the higher 
morbidity is not surprising at all. To check if GKIC has realized an ‘inverted risk 
selection’ in the sense explained above, the morbidity figures for the two subpopu-
lations have to be adjusted for age and sex.

Table 17.4  Proportion of insurants with multi-morbidity according to year and enrollment status 
(enrollment status as of December 31 of a given year)

Number and proportion of insurants with multi-morbidity
IC/enrolled insurants NIC/non-enrolled insurants Total

Year Count Proportion 
in %

Count Proportion 
in %

Proportion 
in %

2006 543 58.1 6,326 23.2 24.4
2007 1,146 58.1 6,157 24.1 26.5
2008 2,027 52.2 5,672 24.9 28.8

A. Siegel et al.
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Age- and Sex-Standardized Morbidity Among  
Enrolled vs. Non-Enrolled Insurants

Tables 17.6 and 17.7 present results analogous to those in Tables 17.4 and 17.5, 
but standardized with respect to age and sex. In both cases, the reference group for 
this standardization is the age and sex distribution of all (continually insured) AOK 
insurants residing in the Kinzigtal region in a given year.

Tables 17.6 and 17.7 show that the age- and sex-standardized morbidity is 
considerably higher for enrolled insurants than for the non-enrolled ones. These 
differences are statistically significant for each given year ( p < 0.001). Thus, the 
standardized prevalence of multi-morbidity in 2008 amounts to 39.6 % among the 
enrolled compared with 26.6 % among the non-enrolled insurants (ratio: 1.49). Both 
prevalence figures rose somewhat over the years: in 2006, e.g., the corresponding 
figures amounted to 37.8 % (enrolled) versus 23.7 % (non-enrolled), resulting in a 
prevalence ratio of 1.59. These results are rather similar to those using the Charlson 
comorbidity index: for 2006, the mean score was 0.72 for the enrolled and 0.50 for 
the non-enrolled (ratio: 1.44). For 2008, the mean score was slightly higher in both 
groups: 0.77 for the enrolled and 0.55 for the non-enrolled insurants (ratio: 1.40).

Conclusion and Outlook

Having considered morbidity figures that have been standardized by age and sex, 
we may conclude that average morbidity is considerably higher among the enrolled 
AOK insurants, i.e., among the members of GKIC, than among the non-enrolled 
AOK insurants living in the Kinzigtal region. The ratio indicating the ‘surplus mor-
bidity’ among the enrolled ranges between 1.4 and 1.6, depending on which indi-
cator and which year we use: When we consider multi-morbidity prevalence as of 
December 31, 2006, we get a ratio of 1.59 (prevalence among the enrolled 37.9 vs. 
23.7 % among the non-enrolled). The Charlson comorbidity index score as of De-
cember 31, 2008 shows a morbidity ratio of 1.40 (0.77 among the enrolled vs. 0.55 
among the non-enrolled). Whatever indicator we use: GKIC has obviously enrolled 
first and foremost insurants with above-average morbidity to treat them with the full 
potential of integrated care and special preventive programs.

17 Utilization Dynamics of an Integrated Care System in Germany

Charlson comorbidity index (mean)
Year IC/enrolled 

insurants
NIC/non-enrolled 
insurants

Total

2006 1.16 0.48 0.51
2007 1.12 0.50 0.54
2008 1.04 0.51 0.59

Table 17.5  Mean value of 
the Charlson comorbidity 
index according to year and 
enrollment status (enrollment 
status as of December 31 of a 
given year)
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These results confirm that GKIC’s recruitment policy has indeed worked in ac-
cordance with the plan of the GKIC founders: GKIC has avoided the selection of 
the traditional ‘good risks’. The results mean that there is even a kind of ‘inverted 
risk selection’ in the sense that those insurants with above-average morbidity have 
been preferably enrolled.

Thus, GKIC has demonstrated that managed care systems do not necessarily 
produce the kind of risk selection known from the history of managed care systems 
in the USA and Switzerland. By carefully designing the rules of provision contracts, 
risk selection may not only be avoided but even reversed in a managed care system: 
The founders of GKIC have obviously created a managed care system in which 
insurants with above-average morbidity are the preferred target group.

These results are even more noteworthy if we consider that a morbidity-oriented 
risk compensation scheme among Germany’s statutory health insurers—which in 
part compensates those health insurers whose insurants’ morbidity is above the av-
erage—was not introduced in Germany until 2009 (Göpffarth et al. 2009, Göpffarth 
et al. 2010, Göpffarth 2010, Drösler et al. 2011).

Nonetheless, one important limitation of our analysis must be mentioned: The 
foregoing arguments and conclusions are based on the assumption that the health 
conditions of enrolled and non-enrolled insurants are coded in the same way, i.e., 
that the fact of enrollment does not lead to a specific kind of ‘disease-coding’ by 
the concerning physicians. A critic may argue that enrolled insurants might receive 
more attention by their physicians, which could lead in effect to a more ‘ambitious’ 
disease coding in enrolled insurants compared with non-enrolled insurants. If this 
was the case, higher documented morbidity among enrolled insurants, derived from 
ICD-10 codes, would not necessarily reflect an objectively higher morbidity but 
rather—to an unknown degree—physicians’ higher attention vis-à-vis the enrolled 
insurants. On the basis of our present data, we admittedly cannot completely rule 
out this possibility. On the other hand, however, it seems rather implausible that the 
above-mentioned ‘surplus morbidity’ among the enrolled insurants can be attributed 

Proportion with multi-morbidity in %
Year IC/enrolled NIC/non-enrolled Total
2006 37.8 23.7 24.4
2007 38.3 25.3 26.5
2008 39.6 26.6 28.8

Table 17.6  Proportion of insurants with 
multi-morbidity according to year and 
enrollment status (enrollment status 
as of December 31 of a given year), 
standardized for age and sex (reference 
group: all insurants residing in the 
Kinzigtal region in a given year)

Charlson comorbidity index (mean)
Year IC/enrolled NIC/non-enrolled Total
2006 0.72 0.50 0.51
2007 0.72 0.52 0.54
2008 0.77 0.55 0.59

Table 17.7  Mean value of the Charlson 
comorbidity index according to year 
and enrollment status (enrollment status 
as of December 31 of a given year), 
standardized for age and sex (reference 
group: all insurants residing in the 
Kinzigtal region in a given year)
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largely (or even solely) to such a coding effect, given the sheer size of that surplus 
morbidity. Hence, we stand by our conclusions.

Finally, what do these results mean from the perspective of Andersen’s behav-
ioral model of health services use (Andersen 1995, Andersen 2008)? As is wide-
ly known, Andersen conceived three categories of factors to predict the use of 
health care services: predisposing factors, enabling factors, and need factors, with 
the latter category containing factors that reflect either ‘subjective’ or ‘evaluated’ 
need (Andersen 2008). Our finding that GKIC has indeed enrolled first and fore-
most insurants with above-average morbidity may be paraphrased in Andersen’s 
terms as follows: Among AOK insurants residing in the Kinzigtal region, there 
is a positive correlation between evaluated need, i.e., morbidity, and use of the 
GKIC system. Evaluated need is, then, a positive predictor of the use of GKIC: The 
higher the need for more intensive, i.e., integrated, care, the higher is the insurants’ 
likelihood to enroll in GKIC. If GKIC were just another cream-skimming model, 
we would have found a negative correlation between evaluated need (morbidity) 
and enrollment status. Thus, insurants’ evaluated need, i.e., their morbidity, seems 
to be a substantive factor that predicts their use of GKIC, independently of some 
predisposing factors such as age or gender (as the association between insurants’ 
enrollment status and their morbidity still remained significant after adjusting for 
the influence of age and sex). At the moment, however, we cannot compare the 
relative importance of need factors with the relative importance of relevant pre-
disposing and enabling factors simply because we currently have no valid data on 
enabling factors such as patients’ knowledge or educational level. This is certainly 
an interesting question, but it can only be answered when additional (primary) data 
have become available.

A potentially even more interesting question regarding utilization dynamics 
within the GKIC system is whether GKIC has successfully avoided the under-use 
of health services, both in absolute figures and in comparison with usual care. As 
mentioned above, the tendency toward an under-use of health services is another 
potential drawback of managed care systems. In this chapter, we did not focus on 
this question in detail but point to some interim analyses that have been published 
elsewhere (Köster et al. 2011, Siegel & Stössel 2011, Siegel & Stössel 2012, Siegel 
et al. 2012). These interim analyses show that the GKIC system is not subject to a 
trend toward a comparative under-use of necessary health services. Detailed results 
of the latter study will be published after its completion.
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This volume set out to provide a coherent, albeit selective, account of the social 
determinants of health care utilization in Germany. To this end, theoretical, meth-
odological, and empirical perspectives have been presented. Within each of these 
perspectives, different issues were taken up. Finally, the behavioral model (BM) 
[1] has been used as the recurrent model of health care utilization throughout the 
volume. On this basis, a variety of findings and conclusions have been presented. 
However, some of them raised more questions than they answered. For instance, 
while in Chap. 7 Babitsch et al. have stated that there is ample evidence of differ-
ences in utilization between women and men, including in Germany, empirical 
explanations for these differences are largely lacking. This may be due to scarce re-
search on the interconnectedness of sex/gender and psychosocial variables, such as 
health beliefs and socioeconomic status (SES). Even more indicative of a research 
void, in Chap. 9 Ciupitu-Plath et al. found no utilization studies in adult migrant 
populations in Germany at all. For SES, clear results are available: Higher status 
groups prefer specialists, while those with lower status tend to visit primary care 
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physicians, but the strongest inequalities exist in prevention, to the disadvantage 
of lower status groups, as Klein et al. have reported in Chap. 8. Taking a more 
specific look at this developing “fourth pillar of health care” Kowalski et al. found 
inequalities to be largely due to differences in the utilization of early detection 
programs, i.e., secondary prevention (Chap. 16). Other services are interesting in 
the SES context as well. For instance, according to Körner et al. (Chap. 15), use 
of psychotherapeutic care (while being under-researched) is higher in groups with 
higher levels of education even though they are less affected by mental disorders. 
According to Lüdecke et al. (Chap. 10), services for caregivers—a field of increas-
ing significance due to the demographic transition—are also utilized more often 
by educated caregivers of elderly dependents, which agrees with the findings of 
Donath et al. regarding caregivers of dementia patients (Chap. 11). At the same 
time, some differences emerge: e.g., highly educated caregivers tended to use ser-
vices even in case of low perceived burden of care in the former analysis, but this 
was not the case for all services in the latter. Another form of differentiation has 
been pursued by von Lengerke et al. in Chap. 12. By deliberately restricting their 
analysis of general practitioner (GP) utilization by obese adults to a small number 
of variables and a predefined interaction term, they found excess GP use in men 
with severe obesity only, but in women already at the pre-obese stage. Among 
other things, this raises the question whether sex/gender may (also) represent an 
enabling factor. A similar relationship is suggested by Thieme and Borgetto in their 
analyses of physical therapy and utilization of self-help activities among patients 
with rheumatic diseases (Chaps. 13 and 14), in which they discuss education (a 
predisposing factor in the BM) as an enabling factor. In terms of key findings, need 
factors played a major utilization-triggering role in both fields of services. Also, 
factors from both the predisposing and enabling clusters were important, e.g., ac-
tive problem-oriented coping and being married (with social support, however, 
negatively impacting utilization). Finally, Siegel et al. highlight the option of an 
integrated care system as a viable contextual factor that can reduce risk selection 
and bring care to the groups most in need (Chap. 17).

As for these empirical results, not all theoretical and methodological questions 
could be answered in the present volume, and new questions even emerged in our 
discussions within the NWIn research network (Netzwerk Inanspruchnahme). To 
begin with, however, Bormann and Swart (Chap. 3) have provided an up-to-date 
outline of the German statutory health insurance system for English-language au-
diences, describing its expenses, remuneration principles, outpatient, inpatient, as 
well as nursing sectors as contextual enabling factors that strongly modulate the 
health services utilization of roughly 85 % of the German population (i.e., those 
with statutory insurance). Also, those interested in the possibilities and challenges 
of operationalizing health care utilization in Germany are provided with abundant 
information on secondary data by Swart (Chap. 5) and on primary data by Swart and 
Griehl (Chap. 4). In this context, they provide a challenging but at the same time 
most promising perspective of linking both types of data, which is possible despite 
a series of legal, technical, and organizational difficulties. Another multi-method 
research option is raised by Babitsch et al. (Chap. 6), who discuss mixing qualita-

T. von Lengerke et al.



341

tive and quantitative analyses, the latter being an infrequently used and possibly 
underused approach in German health care utilization research.

But how can researchers link these data while at the same time accounting for 
the interconnectedness of different variables in a theoretical and empirically con-
sistent manner? In this regard, two main strands of analytical tools look promising 
for research, as suggested by von Lengerke et al. in Chap. 1. On the one hand, the 
mediator vs. moderator distinction from social psychology [2, 3] might disentangle 
some conceptual ambiguities, especially of predisposing and enabling factors. As 
a reminder, Andersen [4] had originally defined predisposing factors as predictors 
of families’ propensity to use services “which exist prior to the onset of specific 
episodes of illness” (p. 25) even though they “are not directly responsible for health 
service use” (ibid.), and enabling factors as conditions which “permit a family to 
act upon a value or satisfy a need regarding health service use” (p. 27). These defi-
nitions have remained essentially unchanged in the latest version of the BM [1]. 
Applying the mediator vs. moderator distinction, where a mediator is a variable 
intervening between predictor or a causal variable and an outcome, and a moderator 
is a variable that alters the strength of the causal relationship, this would mean that 
processes depicted by the BM, in which need is the “most immediate cause of health 
service use” ([1], p. 28), should always be modeled as follows given a four-variable 
situation (Fig. 18.1).

The relationships depicted by arrows 1, 2, and 3 represent equitable access, if 
they are the only ones found. If direct associations emerge between predisposing 
and/or enabling factors and utilization as shown by arrows 4 and 5, access is in-
equitable. In any case, the actual analysis would involve both a test of mediation 
(in terms of “Are effects of predisposing factor on utilization mediated by need 
factors?” [2, 3, 5]) and moderation (“Are effects of need factors on utilization mod-
erated by enabling factors?” [2, 3, 6]). For didactic reasons, one can consider a sim-
plistic example: assuming that the prevalence of breast cancer is higher in women 
than in men, women should use more cancer care services because they experience 
symptoms of illness or worry about their condition (i.e., perceived need) or seek 
help in terms of professional evaluations (e.g., in early detection programs; evalu-
ated need), and not because they are women (and despite the low subjective health 
in male breast cancer patients [7]). At the same time, the probability of utilization 
should be higher if, e.g., the density of the relevant services in one’s own residential 
area is high, one’s partner supports the decision to use the services (social support), 
or one’s spending power is high (provided co-payments are involved). Each of these 
hypotheses would require statistically testing interactions defined by at least one 
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need factor and one enabling factor. Finally, predisposing factors should not moder-
ate associations between need factors and utilization behavior (a counterexample 
is reported by von Lengerke et al. in Chap. 12, where women and men showed dif-
ferent and practically relevant differences in the association between body weight 
status and utilization of primary care physicians), and enabling factors should not 
be indirectly responsible for use (which is contradicted, e.g., by the finding that 
poverty is an important predictor of adverse health outcomes [8]). Tying these argu-
ments together, the problem is that in reality, research oftentimes is not conducted 
this way (and surely not flawlessly in the primary data analyses in the present vol-
ume), probably due to the “traditional” and sometimes practically ubiquitous use 
of cross-sectional nonhierarchical regression modeling in social epidemiology and 
medical sociology. Here, methods such as stepwise regression (as used by Thieme 
and Borgetto in Chaps. 13 and 14) and hierarchical regression analysis, models for 
different degrees of disease severity (e.g., Donath et al., Chap. 11), path analysis 
and structural equation modeling, tests of predefined interaction terms (as in von 
Lengerke et al., Chap. 12) or tree-based models (e.g., Lüdecke et al., Chap. 10), 
and ultimately examinations of moderated mediation, mediated moderation, and 
conditional process analysis as outlined in contemporary methodological texts will 
be essential [3].

Finally, the picture tends to become even more complicated in light of the most 
appropriate and consistent description of predisposing, enabling, and need factors 
on both the contextual and individual levels of the BM, starting with its fifth re-
vision [9]. Multilevel modeling approaches that account for both mediation and 
moderation effects as described above are required for the theoretical and empirical 
analysis of health services utilization (and, frankly, have probably been neglected 
to some extent in the empirical parts of the present volume). As von Lengerke et al. 
have argued in the introductory theoretical chapter of this volume (Chap. 2), inte-
grating biopsychosocial perspectives as described by Engel [10] and the taxonomy 
of individual and collective properties developed by Lazarsfeld and Menzel [11] 
may further promote this endeavor (including links to the natural sciences [12]). In 
addition, there is precedent work by the originators of the BM, especially regard-
ing the assessment of environmental and provider-related variables [13] and low-
income populations in general [14, 15] and concerning dental care in particular [16, 
17]. Taking social ecological reasoning into account, which depicts environmental 
factors as enablers [18], contextual variables may be most likely to function as 
moderators when the criterion to be predicted or explained is individual utilization 
behavior. If the BM eventually develops into a model that intends to explain preva-
lences and incidences of utilization behavior as well, as von Lengerke et al. have 
argued to be both possible and useful in terms of health services epidemiology and 
policy (Chap. 2), the issue of which aggregate biopsychosocial variables predispose 
and enable, or mediate or moderate, utilization behavior on the level of groups will 
probably arise anew. Also, it will be exciting to see whether ecological associations 
will have practical added value in their own right (as argued by some authors, e.g., 
[19]). In sum, we hope that these prospects in particular, and the volume in your 
hands in general, will make a contribution in terms of the closing words of David 
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Mechanic in his 1979 paper on the correlates of physician utilization over 30 years 
ago: “Examining the role of cultural and social-psychological processes with the 
constraining influences of economic and organizational factors will result in better 
theory and, it is to be hoped, more adequate prediction” ([20], p. 395). Not least 
with its adoption of present-day health-related issues, such as genetic susceptibility 
and quality of life, the sixth revision of the BM [1] will, in our opinion, be both a 
guiding and thought-provoking theory for the current generation of health services 
researchers (like ourselves) as well as future generations—and hence will be of 
extraordinary importance in this field.
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