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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



102 B. Babitsch et al.

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 
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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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