
1.	 Introduction

Healthcare and prevention are important tasks of the healthcare system and are 
essential for maintaining and improving the health of the population [1]. Ensuring 
access to needs-orientated and evidence-based medical care is a central concern 
of national and European health policy. European countries and their different 
healthcare systems face similar challenges. These include, above all, demograph-
ic change and the associated increase in non-communicable chronic diseases such 
as diabetes, cardiovascular diseases and cancer [2]. Against this background, it is 
important to compare indicators of healthcare provision and the utilisation of med-
ical services in a European context in order to assess the national data and, if nec-
essary, derive the need for action.

A general distinction is made in healthcare between the outpatient and inpa-
tient sectors. In Germany, outpatient care is mainly provided by registered doctors, 
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psychotherapists and dentists. They are usually the first place 
to go in the professional medical care system. In the case of 
health complaints, they determine the need for treatment, 
carry out examinations and treatments and, if necessary, ar-
range for further health and social services [3]. Around 90 % 
of adults in Germany receive outpatient medical or psycho-
therapeutic services every year [4], and just over 80 % receive 
dental examinations and treatment [5]. 

Inpatient hospital care is utilised by around 16 % of the 
population in Germany within a year; utilisation is strongly 
age-dependent [6]. Compared to other European countries, 
Germany has one of the highest densities of hospital beds [7]. 

Medical care also includes check-ups for blood pressure, 
cholesterol and blood sugar. These play an important role in 
the prevention, diagnosis and management of diabetes and 
cardiovascular disease and are important aspects of the qual-
ity of care. High blood pressure, hyperlipidaemia and diabe-
tes are generally regarded as chronic diseases and important 
modifiable risk factors for cardiovascular disease. However, 
they remain unrecognised in the early stages because they 
show no symptoms. The last national survey showed that in 
Germany almost one in five adults with high blood pres-
sure [8], more than half of those affected by hyperlipidae-
mia [9] and almost a quarter of all people with diabetes [10] 
had not yet received a diagnosis at the time of the survey. 
Meanwhile, undiagnosed hypertension [11] and undiagnosed 
diabetes [12] have decreased in the adult population, and 
blood pressure check-ups have increased significantly among 
people with known hypertension [13].

The supply of medication also plays an important role in 
the treatment of health impairments, disorders and illness-
es. In Germany, more than half of the population takes med-
ication prescribed by a doctor within two weeks [14].

Preventive healthcare services include vaccinations or 
cancer screening, for example. Since July 2019, colorectal 
cancer screening has been offered in Germany as an organ-
ised programme with an invitation and information system 
for the early detection of colorectal cancer. Until then, ac-
cording to data from the statutory health insurance around 
15 % of those eligible had a colonoscopy (2009 – 2018) [15]. 
In addition to the early detection of colorectal cancer, colo-
noscopy is also used to clarify symptoms, so that the utilisa-
tion of this examination is higher overall [16].

This article contains key data on the utilisation of medical 
care among adults in Germany and Europe from the third 
wave of the European Health Interview Survey (EHIS 3), 
which was conducted between 2018 and 2020 [17]. Results 
on the utilisation of general and specialist medical care, den-
tal care, psychiatric and psychotherapeutic care, hospital care 
and selected outpatient services - colonoscopy, monitoring 
of blood pressure, blood lipids and blood sugar by health-
care professionals and the use of medication - are presented. 

Gender, age and education are examined as important fac-
tors influencing the utilisation of medical care [18–20] and 
differences between Germany and the European average are 
shown.

2.	 Methods
2.1	Sample design and study conduct

EHIS 3 was legally binding in all EU member states. The ba-
sis for this is the European Commission Regulation (EU) 
2018/255 of 19 February 2018 implementing Regulation (EC) 
No 1338/2008 of the European Parliament and of the Coun-
cil on Community statistics on public health and health and 
safety at work with respect to statistics based on the EHIS [21]. 
The aim of the EHIS survey is to regularly provide compara-
ble health data from the EU Member States and thus enable 
the development of health indicators in Europe to be ana-
lysed. The target population is the population aged 15 years 
or older living in private households and residing in the coun-
try’s territory. EHIS 3 was conducted in 2019 in all EU Mem-
ber States as well as Iceland, Norway, Albania, Serbia and 
Turkey. Some countries were granted an exemption regarding 
the data collection period, so that data is available from 2018 
to 2020. A quality report contains detailed information on 
the methodological approach of the individual countries [22]. 
The aggregated data can be found on the website of the Sta-
tistical Office of the European Union [23]. Albania, France, 
Turkey and the United Kingdom have not yet made any data 
publicly available [24]. For research purposes, anonymised 
data at participant level (microdata) for the EU Member 
States can be requested from Eurostat [25]. The dataset used 
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for the present analyses contains data from 29 European 
countries (Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech 
Republic, Denmark, Estonia, Finland, Germany, Greece, Hun-
gary, Iceland, Ireland, Italy, Latvia, Lithuania, Luxembourg, 
Malta, Netherlands, Norway, Poland, Portugal, Romania, Ser-
bia, Slovakia, Slovenia, Spain and Sweden). In the national 
EHIS implementation, countries can choose different types 
of data collection and combinations thereof. Personal inter-
views and telephone surveys are used. In addition, self-com-
pletion questionnaires are used for data collection by post 
and on the Internet [22].

2.2	Indicators

The regulation on the implementation of the EHIS specified 
the items to be surveyed, including their response categories 
and the codes to be transmitted to Eurostat. In addition, the 
wording of the questions and their response categories as 
well as the order in which they are asked were explained in a 
methodological manual and made available in the form of a 
sample questionnaire [17]. Compliance with the rules and 
recommendations designed as guidelines was essential to 
ensure harmonised and high-quality health data in the EU.

Utilisation of outpatient medical services
The utilisation of general practitioners (GP) was measured 
with the question: ‘When did you last consult a general prac-
titioner or family doctor for advice, examination or treatment?’ 
The term ‘family doctor’ includes services provided by intern-
ists working as family doctors. Respondents could choose 
between the answers ‘Less than 12 months ago’, ‘12 months 
ago or longer’ and ‘Never’. The same wording was used to 
ask about visits to other specialists. Two dichotomous vari-
ables were formed to distinguish respondents who had con-
sulted a family doctor or general practitioner (hereafter re-
ferred to as ‘consultation with a general practitioner’ or ‘GP’) 
and those who had consulted a specialist in the last twelve 
months from respondents who had not done so.

Utilisation of dental services
Participants were asked: ‘When was the last time you visited 
a dentist or orthodontist on your own behalf (that is, not 
while only accompanying a child, spouse, etc.)? Would you 
say – ‘Less than 6 months’, ‘6 to less than 12 months’, ‘12 
months or longer’ or ‘Never’.’ The first and the last two cat-
egories were combined for the analyses. In this way, the in-
dicator of the 12-month prevalence of dental utilization (yes/
no) is obtained [5].

Utilisation of psychiatric and psychotherapeutic services
For mental health complaints and disorders, the utilization 
of specialized care was ascertained specifically. The partici-

pants were asked: ‘In the past 12 months, have you seen a 
psychologist, psychotherapist, or psychiatrist for consulta-
tion, examination, or treatment?’ Response options were 
‘Yes,’ ‘No,’ ‘Don’t know,’ and ‘No answer’. In the following, 
the term ‘psychotherapeutic and psychiatric’ services is used 
in summary, whereby services provided by psychologists with-
out a license, for example in the context of outpatient addic-
tion counselling, are also included.

Utilisation of inpatient medical services 
Hospital stays were measured using the question: ‘Have you, 
as an inpatient, spent one night or more in hospital in the 
last 12 months? This does not include stays in accident and 
emergency departments or as an outpatient without an over-
night stay.’ The question could be answered ‚Yes’ or ‘No’.

Utilisation of colonoscopy 
Utilisation of colonoscopy was assessed with the question 
‘When was the last time you had a colonoscopy?’ The follow-
ing answer options were available: ‘Within the past 12 
months’, ‘Between 1 and less than 5 years ago’, ‘Between 5 
and less than 10 years ago’, ‘10 years ago or more’ and ‘Nev-
er’. Over the past two decades, comprehensive colorectal 
cancer screening programmes have been implemented in 
European countries, varying by time of introduction, pro-
gramme type, screening test used, and target age group [26]. 
For the analyses, the utilisation of the last colonoscopy with-
in the last ten years is presented for women and men aged 
50 to 74 years, as this population is the target group for the 
recommendation to introduce organised screening for the 
early detection of colon cancer at this interval [27], which has 
already been implemented by many countries.

Utilisation of medical examinations
Data on blood pressure measurement by healthcare profes-
sionals were collected using the question ‘When was the last 
time you had your blood pressure measured by a healthcare 
professional?’ Five response options were given for this ques-
tion: ‘Within the last 12 months’, ‘Between 1 and less than 3 
years ago’, ‘Between 3 and less than 5 years ago’, ‘5 years or 
more ago’ and ‘Never’. The response should refer to blood 
pressure measured by a healthcare professional and not by 
the respondent or a family member/relative. 

Using analogous wording, data on the measurement of 
blood lipids and blood sugar by healthcare professionals in 
the last twelve months were collected. Based on the respons-
es, a dichotomous variable for the measurement of blood 
pressure, blood lipids and blood sugar in the last twelve 
months was created (yes/no).
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Use of medication
The use of medication in the last two weeks prior to the sur-
vey reflects the prevalence of current use. A distinction is 
made between the use of medication prescribed by a doctor 
and the use of freely available preparations, and the follow-
ing questions are used: 1. ‘Have you taken medication pre-
scribed by a doctor in the last two weeks? This does not in-
clude the contraceptive pill or other hormonal contraceptives.’ 
2. ‘In the last 2 weeks, have you taken any medication, herb-
al remedies or vitamins that were not prescribed by a doctor? 
This does not include the contraceptive pill or other hormo-
nal contraceptives.’ Response options were ‘Yes,’ ‘No,’ ‘Don’t 
know,’ and ‘No answer’.

Sociodemographics
In addition to the sex of the respondents, age (in categories) 
was also considered as a determinant of utilisation. The fol-
lowing age group categorisation was used for most indicators: 
18 – 29 years, 30 – 44 years, 45 – 64 years and 65 years and older. 
For the utilisation of dental services, the oldest age group was 
divided into two groups, 65 – 74 years and 75 years and older. 
This categorisation is recommended by the World Health Or-
ganization (WHO) for oral health [28]. Colonoscopy utilisation 
is reported from the age of 50 years in 5-year age groups 
(50 – 54 years, 55 – 59 years, 60 – 64 years, 65 – 70 years and 
70 – 74 years). Education was also examined as a determinant 
of utilisation. The International Standard Classification of Ed-
ucation (ISCED) was used to categorise the respondents’ in-
formation on education [29]. ISCED considers both school and 
vocational educational qualifications and is particularly suita-
ble for international comparisons. For the analyses, the ISCED 
categories 0 to 2 were combined into a low, 3 to 4 into a me-
dium and 5 to 8 into a high education group.

2.3	Statistical methods

The analyses are based on data from a total of 256,202 par-
ticipants (136,882 women, 119,320 men) aged 18 and over 
who answered the EHIS survey themselves. For Malta and 
Iceland, data is available from the age of 20. Table 1 shows 
the case numbers for all utilisation indicators.

The analyses were calculated using a weighting factor in 
order to take each country into account in proportion to its 
population size. In order to compensate for potentially dis-
torting age differences between the countries, a direct age 
standardisation was carried out. The age structures of the 
country samples were adjusted to the European standard 
population for 2013 [30]. For each of the indicators analysed, 
the prevalence was calculated stratified by gender, age and 
education with 95 % confidence intervals (95 % CI). A statis-
tically significant difference between groups is assumed if 
the corresponding p-value is less than 0.05. Differences by 

age, gender or education are only discussed in the text if they 
are statistically significant. The group differences were cal-
culated using a chi-square test (adjusted according to Rao 
& Scott). The survey methods were used for this purpose. 
The household ID was considered as a cluster. All analyses 
were carried out using the program R version R 4.4.1 (pack-
ages: tidyverse 2.0.0, srvyr 1.3.0, readstata13 0.10.1) and STA-
TA version 17.0. Due to different statistical methods, there 
may be deviations in detail from previously published results 
on the utilisation of medical services for Germany.

Table 1: Case numbers for the indicators of the utilisation of medical 
services in Germany and Europe. Source: EHIS wave 3 (2018 – 2020)

Women Men Total

GP services

Germany 10,140 8,662 18,802

Europe 123,490 93,591 217,081

Specialist services

Germany 8,634 6,328 14,962

Europe 87,938 59,312 147,250

Dental services

Germany 10,619 8,873 19,492

Europe 92,932 71,539 164,471

Psychiatric/psychotherapeutic services

Germany 1,341 788 2,129

Europe 10,268 5,670 15,938

Hospital (inpatient)

Germany 2,048 1,867 3,915

Europe 16,021 13,130 29,151

Colonoscopy in the past 10 years

Germany 3,467 3,019 6,486

Europe 18,509 16,541 35,050

Cholesterol measurement  
in the past 12 months

Germany 7,844 6,720 14,564

Europe 91,870 72,405 164,275

Blood sugar measurement  
in the past 12 months

Germany 7,499 6,469 13,968

Europe 93,043 72,362 165,405

Blood pressure measurement  
in the past 12 months

Germany 9,794 7,885 17,679

Europe 110,097 85,004 195,101

Medication: Not prescribed by a doctor

Germany 5,454 3,453 8,907

Europe 65,372 39,644 105,016

Medication: Prescribed by a doctor

Germany 7,390 5,993 13,383

Europe 87,642 62,563 150,205
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3.	 Results
3.1	Utilisation of outpatient medical services

Overall, 81.4 % of respondents in Germany had used gener-
al practitioner services in the year prior to the survey. This 
applied significantly more often to women (83.6 %) than to 
men (79.1 %; Figure 1). The 12-month prevalence of GP ser-
vice use increased significantly across age groups in Germa-
ny, from 77.7 % among 18- to 29-year-olds to 88.1 % among 
those aged 65 and over (Annex Table 1). Furthermore, in Ger-
many, a significantly higher 12-month prevalence of utilisa-
tion of GP services was found among persons in the low ed-
ucation group compared to persons in the high education 
group (Figure 2). Compared to Germany, the utilisation of 
GP services in Europe was 75.7% on average and thus about 
6 percentage points lower, with a similarly higher utilisation 
among women and a similar age range (Figure 1, Annex Ta-
ble 1). On average, educational differences are only weakly 
pronounced on average on the European level, with around 
three quarters of people having used GP services in the last 
year, regardless of their education group (Figure 2).

Specialist services were utilised by 60.4 % of the respond-
ents in Germany in the year prior to the survey. As with the 
utilisation of general practitioners, a significantly higher uti-
lisation was found among women compared to men (67.8 % 
and 53.0 % respectively; Figure 1). The 12-month prevalence 
of specialist care utilisation increased significantly with age, 
from 52.6 % among 18- to 29-year-olds to 66.1 % among those 
aged 65 and over (Annex Table 1). In both Germany and on 
average in Europe, there was a significant educational gradi-
ent in the 12-month prevalence of specialist care (Figure 2). 
Overall, the utilisation of specialist services in Europe (52.1 %) 
is significantly lower than in Germany. Women also utilised 
specialist services more often than men in the last 12 months, 
and the age pattern was similar, although the difference be-
tween the youngest and oldest age groups was greater than 
in Germany (Annex Table 1).

3.2	Utilisation of dental services

Overall, 82.3 % of respondents in Germany had utilised den-
tal services in the year prior to the survey, women (86.1 %) 
significantly more often than men (78.6 %) (Figure 1). The 
12-month prevalence of dental care utilisation in Germany 
was over 80 % in almost all age groups; it was only signifi-
cantly lower among the very old aged 75 and over at 77.4 % 
(Annex Table 2). The results also indicate an educational gra-
dient in the 12-month prevalence of dental care utilisation in 
Germany (Figure 2): Utilisation was significantly lower among 
people in the low education group (75.6 %) than among peo-
ple in the high education group (87.0 %). Compared to Ger-
many, the European average utilisation of dental services was 

significantly lower by more than 20 percentage points (61.1 %). 
The observed sex difference in favour of women was reflect-
ed at a lower level in the European average (Figure 1). The 
age progression was similar in the European average, but a 
significant decline in the utilisation of dental services was 
already observed among 65- to 74-year-olds (Annex Table 2). 
An educational gradient was also observed in the European 
average, which was more pronounced than in Germany, with 
a difference of 20 percentage points between the low and the 
high education group (Figure 2).

3.3	Utilisation of psychiatric and psychotherapeutic services

The proportion of people in Germany who accessed psycho-
therapeutic and psychiatric services within a year was 11.1 %, 
with a significant difference between women (13.5 %) and 
men (8.7 %) (Figure 1). At 14.4 %, the use of psychiatric and 
psychotherapeutic services was highest among 18- to 29-year-
olds. Only 4.8 % of individuals aged 65 and older sought psy-
chiatric and psychotherapeutic help. The age gradient was 
more pronounced among women than among men (Annex 
Table 3). With respect to education, it was found that the pro-
portion of individuals in Germany accessing psychiatric and 
psychotherapeutic care was significantly higher by 5.5 per-
centage points in the lower education group than in the mid-
dle and high education groups. The European average for uti-
lization of psychiatric and psychotherapeutic services was 
considerably lower at 6.4 %, though there was also a signifi-
cant gender difference (women: 7.7 %, men: 5.1 %; Figure 1). 
The age pattern in utilization at the European level was sim-
ilar, though at a lower level (Annex Table 3). Differences in 
education were also evident in the European average, but at 
1.6 percentage points the difference was smaller than in Ger-
many (Figure 2).

3.4	Utilisation of inpatient medical services

Around one sixth (16.9 %) of adults in Germany spent at least 
one night as an inpatient in a hospital during the year. There 
were virtually no differences between women (17.0 %) and 
men (16.8 %) (Figure 1). The proportion of people with at 
least one inpatient stay per year increased with age: while 
11.4 % of 18- to 29-year-olds used inpatient care, the propor-
tion rose to 17.8 % of 45- to 64-year-olds and 26.3 % of those 
aged 75 and over (significant differences; Annex Table 1). The 
European average for the use of inpatient care was 10.8 % 
(women: 10.9 %, men: 10.8 %) and thus significantly lower 
than in Germany. In Germany, as at European level, there 
were significant differences in hospital use by education 
group. The proportion of people in the low education group 
who used inpatient services was 5.5 percentage points high-
er in Germany and 3.8 percentage points higher in the Euro-
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pean average than in the high education group (Figure 2). 
The European average also showed an increase with age, al-
though the figures were lower than in Germany (18 – 29 years: 
6.7 %, 75 years and older: 20.6 %; Annex Table 1).

3.5	Utilisation of colonoscopy

The percentage of persons who stated that they had had a 
colonoscopy in the last 10 years was 52.6 % in Germany, with 
hardly any differences between women (53.6 %) and men 
(51.6 %). The percentage of persons who have had a colonos-
copy increased significantly with age in both women and men, 
from 36.7 % among 50- to 54-year-olds to 66.8 % among 70- 
to 74-year-olds (Annex Table 3). Overall, Germany was clear-
ly above the European average of 29.3 % in the use of colo-
noscopies (Figure 1). Regarding education, there were no 
differences in Germany, whereas the European average 
showed a significant gradient to the disadvantage of the low-
er education group (Figure 2). However, the difference be-
tween the lower education group (27.2 %) and the higher ed-
ucation group (32.4 %) is relatively small at 5 percentage 
points.

3.6	Blood pressure, blood lipids and blood sugar measured 
by healthcare professionals 

The percentage of individuals who had their blood pressure, 
blood lipids and blood sugar measured by healthcare pro-
fessionals in the last twelve months was 75.1 %, 60.7 % and 
58.5 %, respectively. The percentage for women was signifi-
cantly higher than for men (Figure 1). The proportion of peo-
ple having their blood pressure, blood lipids and blood sug-
ar measured rose significantly with age, reaching 87.3 %, 
80.2 % and 78.4 %, respectively, among those aged 65 and 
over (Annex Table 1). In terms of educational attainment level, 
no educational gap was found in Germany with regard to the 
measurement of blood pressure and blood sugar (Figure 2). 
However, people in the high education group had a lower 
proportion of blood lipid measurement (57.4 %) than people 
with low (63.1 %) and medium (60.9 %) education. In rela-
tion to the European population, Germany was 8.4 percent-
age points, 4.6 percentage points and 2.4 percentage points 
above the EU average in terms of measurement of blood 
pressure, blood lipids and blood sugar levels, respectively 
(Figure 1). Standardised to the Europe population, Germany 

Figure 1: Age-standardised prevalence of the utilisation of medical services by gender for Germany and Europe. Source: EHIS wave 3 (2018 – 2020)
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was similar to the European average in terms of measure-
ment of blood pressure, blood lipids and blood sugar levels 
(Annex Table 1). On average in Europe, no educational dif-
ferences were found in the measurement of blood pressure, 
blood lipids and blood sugar (Figure 2).

3.7	Use of medication 

More than half of people in Germany (53.1 %) reported hav-
ing taken medication prescribed by a doctor in the last two 
weeks. The proportion was higher for women (56.2 %) than 
for men (50.0 %) (Figure 1). In Germany, the prevalence of 
medication use differed significantly between life stages and 
increased with age: the use prevalence among 65-year-olds 
and older was much higher than in younger age groups (An-
nex Table 1). In Germany, however, the prevalence use of 
women and men equalised from the age group of 65 years 

and older (Annex Table 1). Compared to Germany, the Euro-
pean average of prevalence use was lower (47.8 %). Gender 
differences in the use of prescribed medication were found 
in all age groups of the European average, with significantly 
higher prevalence of use among women than men (Annex 
Table 1). Also, in the European average, prevalence use dif-
fered significantly between life stages and increased with age 
(Annex Table 1). Both in Germany and in the European aver-
age, people in the low education group had significantly high-
er prevalence rates in the use of prescribed medication than 
people in the high education group (Figure 2).

Overall, 37.3 % of people in Germany reported that they 
had taken medication not prescribed by a doctor in the last 
two weeks. Women (43.5 %) were significantly more likely to 
report this than men (31.1 %) (Figure 1). The prevalence of 
taking medication not prescribed by a doctor tended to de-
crease with age: In Germany, 39.2 % of 18 to 29-year-olds had 

Figure 2: Age-standardised prevalence of utilisation of medical services by education for Germany and Europe. Source: EHIS wave 3 (2018 – 2020)
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taken medication not prescribed by a doctor in the last two 
weeks, while the prevalence use among 65-year-olds and old-
er was 31.2 % (Annex Table 1). Compared to Germany, the 
use of non-prescribed medication was lower than in the Eu-
ropean average (33.3 %), and there were also gender differ-
ences in the use of non-prescribed medication, with signifi-
cantly higher prevalence of use among women of all age 
groups (Figure 1, Annex Table 1). The age trend also showed 
a slight downward trend in the European average (Annex Ta-
ble 1). Both in Germany and in the European average, people 
in the high education group showed significantly higher prev-
alences in the use of medication not prescribed by a doctor 
(Figure 2).

4.	 Discussion

The main finding was that, without exception, the utilisation 
of the medical services examined was higher in Germany 
than the European average. However, demographic and so-
cial differences were similar in Germany and Europe. For 
most services, utilisation was higher among women and with 
increasing age. Social gradients did not follow a uniform pat-
tern. Services whose utilisation did not differ according to 
education (e.g. colonoscopy) were also found, as well as a 
higher utilisation with lower education (e.g. inpatient utilisa-
tion) as well as with higher education (e.g. specialist and 
dental services).

4.1	Utilisation of outpatient medical services

The utilisation of outpatient medical services in Germany was 
at a relatively high level compared to the European average. 
Both general practitioner and specialist services were used 
significantly more often on average than in other European 
countries. Furthermore, similar patterns were found in Ger-
many and Europe in regard of an increase in utilisation with 
age and more frequent use of outpatient medical services by 
women. In terms of education, the use of specialist services 
increased with higher education, but the use of general prac-
titioners decreased.

While the age-associated increase in utilisation can be 
explained by greater morbidity in old age, various explanato-
ry approaches can be used for gender differences. On the 
one hand, women seek professional help more quickly when 
they face health problems. On the other hand, women-spe-
cific gynaecological examinations or cancer screenings can 
influence utilisation, and women generally take advantage of 
preventive services more regularly than men [31].

There are various reasons for the higher level of utilisa-
tion in Germany compared to most other European coun-
tries. In Germany, free access to outpatient doctors can be 
emphasised as a specific factor in the utilisation of outpa-

tient medical services. The German healthcare system has 
hardly any distinct gatekeeper function that could regulate 
the use of specialist medical services. The only exceptions 
are the voluntary programmes of GP-centred care, which are 
only used by a small proportion of the population and ser-
vice providers [32]. In addition, the German healthcare sys-
tem has a comparatively very high level of coverage of health 
services in various areas [33]. This is accompanied by a rela-
tively low level of out-of-pocket payments and unmet care 
needs [33].

The differences shown according to education, in particu-
lar in favour of higher utilisation of specialist services, are 
known from the literature. They are explained, among other 
things, by a greater tendency among people in the lower ed-
ucation group to be more willing to be ‘guided’ through the 
care system by their GPs, partly due to communication bar-
riers, whereas many members of higher education groups 
seek direct access to specialists [18, 34]. Furthermore, the 
higher morbidity in low socioeconomic status groups should 
be considered [35]. The extent to which the education-specif-
ic mix of general and specialist medical care is suitable for 
ensuring needs-based care in the case of different morbidity 
should be the subject of further research in Germany and 
beyond. In doing so, it is also important to consider poten-
tial structural access barriers, such as longer distances and 
waiting times for those with statutory health insurance, which 
can influence utilisation behaviour.

4.2	Utilisation of dental services

The majority of adults in Germany (82.3 %) have utilised den-
tal services within one year. Compared to EHIS 2, which was 
conducted in 2014/2015, utilisation has thus remained stable 
at a high level (81.6 %) [5]. The European average utilisation 
rate was more than 20 percentage points lower (61.1 %). Den-
tistry is a discipline that also has a preventive focus, particu-
larly in Germany [36]. Here, people with statutory health in-
surance aged 18 and over are entitled to a dental check-up 
once every six months [37]. Utilisation is documented once 
a year in a bonus booklet in order to be entitled to a higher 
fixed subsidy for dentures if necessary [36]. In this respect, 
the higher utilisation of dental services in Germany compared 
to the European average should also be seen in the context 
of the bonus system for dentures [36].

In Germany, a higher utilisation rate of dental services 
was found among women, people of middle and older age 
and in the high education group. This is supported by earli-
er research [5, 38]. Overall, this is consistent with the results 
of studies showing that these groups of people are more 
prevention-orientated [39, 40]. These differences by sex, age 
and education were also found in the European average. De-
spite the preventive nature of dentistry, treatment still pre-
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dominates in dental care for adults in Germany [36, 41]. The 
decline in preventive dental check-ups during the COVID-19 
pandemic [42–44] further favours therapeutic-curative den-
tistry. In an international comparison, contract dental care 
in Germany offers those with statutory health insurance a 
wide range of services. For example, services such as fixed 
dentures are not covered by health insurance in many other 
countries [36], while in Germany the basic treatment for den-
tures is covered by statutory health insurance if the patient 
has kept a complete bonus booklet for more than ten years 
(standard care) [45]. The National Association of Statutory 
Health Insurance Dentists (Kassenzahnärztliche Bundes
vereinigung, KZBV) rates the overall availability of contracted 
dental care in Germany as good, despite regional variations 
and an urban-rural gap [44].

4.3	Utilisation of psychiatric and psychotherapeutic services

With a rate of 13.5 % among women and 8.7 % among men, 
the utilization of psychotherapeutic and psychiatric services in 
Germany has remained largely stable from EHIS 2 to EHIS 3 
(women: 12.8 %, men: 8.9 % [46]). The fact that individuals 
aged 65 and older report significantly fewer contacts with 
psychiatrists, psychotherapists, and psychologists than the 
18- to 29-year-olds may be related to stigmatising attitudes 
among older people towards mental disorders and seeking 
help, as well as negative assumptions about professional 
services [47]. In contrast, the higher utilization of psychiatric 
and psychotherapeutic services by women compared to men, 
and by people with a low level of education than by those 
with a higher level of education, corresponds to the known 
gender- and education-related gradients in disease bur-
den [48]. However, as demonstrated for psychotherapeutic 
care, for example [49], there is still potential for more needs-
based access. This also includes the very uneven regional 
distribution of psychotherapeutic and psychiatric practices, 
which poses a barrier to the use of these services and is par-
tially reflected in regionally varying utilization patterns [46].

Compared to the European average of 6.4 %, psychiatric 
and psychotherapeutic services are utilized far more frequent-
ly in Germany (11.1 %). This difference is likely explained 
largely by the coverage of these services through statutory 
(and often private) health insurance in Germany as well as 
the broad range of care services available for people with 
mental complaints and disorders, which allows many adults 
at least one-time contact with psychologists, psychothera-
pists, or psychiatrists as measured by the survey [50, 51]. Nev-
ertheless, given the prevalence of mental disorders in the 
population, the frequency of the use of specialized care might 
indicate a potential underprovision of professional help in 
Germany [52]. Assuming rather minor differences in the prev-
alence of mental disorders across Europe, this underprovi-

sion may be even more pronounced in many other EU coun-
tries.

4.4	Utilisation of inpatient services

At around 17 %, the proportion of adults in Germany who 
have spent at least one night in hospital as inpatients within 
a year has risen slightly compared to the EHIS 2 survey 
(16.2 %) [6]. This may be due, among other things, to the 
ageing population and the associated higher burden of dis-
ease; another reason cited is the increase in treatment op-
tions due to advances in medical technology [53]. The finding 
of higher utilisation of inpatient services among younger 
women [6] in EHIS 2 is hardly found in the current EHIS data. 
Whether this indicates a persistent trend, which could pos-
sibly be related to a higher proportion of outpatient hospital 
births, will be shown in follow-up surveys. The higher utili-
sation of hospital services among older people can be ex-
plained by a higher need for treatment due to increased mor-
bidity in old age. Educational differences in inpatient 
utilisation can also be found in earlier waves of the EHIS and 
can be attributed to a higher prevalence of chronic diseases, 
especially in the low education groups [54].

The high level of inpatient utilisation in Germany com-
pared to the rest of Europe – the European average is only 
just over 10 % – is also reflected in the official hospital sta-
tistics. According to these statistics, in 2020 Germany had 
the second highest number of hospital discharges per 
100,000 inhabitants in Europe [7]. The high level of inpatient 
utilisation is associated, among other things, with a high 
number of elective procedures such as hip and knee replace-
ments compared to the rest of Europe, as well as a high lev-
el of so-called outpatient-sensitive services (inpatient servic-
es that could also be provided in the outpatient sector) [55]. 
This is often seen in the context of healthcare structures: 
Germany has the highest number of hospital beds per 1,000 
inhabitants in Europe (2020: 7.8 compared to 5.0 in the 
EU23 [7]). However, the higher burden of disease in Germa-
ny due to the demographic structure of the population may 
also contribute to the higher inpatient utilisation. A report 
by the German Hospital Institute suggests that follow-up 
care and intersectoral cooperation are better organised in 
other countries, which reduces the burden on hospitals [56]. 
Furthermore, the system of lump-sum DRGs used for billing 
provides financial incentives not only for hospital services 
that generate higher profits, but also for increasing in the 
number of cases in general [53]. The fact that, in addition to 
public and not-for-profit providers, around 40 % of hospitals 
in Germany are privately owned [57] and therefore profit-driv-
en, may also have an additional effect [58]) Overall, there is 
a perceived need for political action in the area of hospital 
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care: a government commission was set up in May 2022 with 
the aim of reforming hospital care [59].

4.5	Utilisation of colonoscopy

Since 2002, colonoscopy has been offered in Germany as a 
cancer screening test (preventive colonoscopy). An organ-
ised and quality-assured screening programme has been es-
tablished since July 2019. Since then, people with statutory 
health insurance have been informed of this offer and invited 
to attend. Women aged 50 to 54 can choose to take an an-
nual test for faecal occult blood. Men aged 50 to 54 years can 
choose between an annual faecal occult blood test and a co-
lonoscopy (every ten years). Women and men aged 55 years 
and older can choose between a faecal occult blood test, 
which is performed every two years, and a maximum of two 
screening colonoscopies at ten-year interval. If the faecal oc-
cult blood tests are abnormal, there is always an entitlement 
to a colonoscopy [60]. However, it is also carried out to in-
vestigate symptoms or other diseases (curative colonosco-
py). Based on data from the statutory health insurance, it 
could be shown that the majority of examinations were car-
ried out for reasons other than early detection; the ratio be-
tween preventive and curative colonoscopies was about 
1:3 [61]. Both examinations are covered by statutory health 
insurance in Germany, and there is a well-developed range 
of gastroenterology services [62]. 

Over the past two decades, comprehensive colorectal 
cancer screening programmes have been implemented in 
European countries, but the services they offer differ consid-
erably [26]. However, EHIS 3 only asks about participation, 
not the reason for the examination, so it can be assumed 
that both options are reported here. The utilisation of colo-
noscopies in Germany has remained relatively constant com-
pared to EHIS 2 (2014/2015) [63]. The comparably high pro-
portion of colonoscopies in Germany has also been found 
in other studies based on self-reports [64]. Already in EHIS 
2 there were large differences in utilisation in Europe, with 
overall findings indicating that uptake was highest in coun-
tries with fully implemented screening programmes or in 
countries offering both faecal tests and colonoscopy for 
colorectal screening, and much lower or almost non-existent 
in countries without a screening programme [26]. The young-
est age group eligible for screening was also associated with 
lower uptake in EHIS 2, as was a low level of education [26, 65].

4.6	Blood pressure, blood lipids and blood sugar measured 
by healthcare professionals 

The majority of adults in Germany had their blood pressure, 
blood lipids and blood sugar measured at least once by 
healthcare professionals in the year prior to the survey. These 

results are above the European average. In both Germany 
and other European countries, women had their blood pres-
sure, blood lipids and blood sugar measured more often than 
men and older adults more often than younger adults. No 
educational differences were found in the proportions of 
blood pressure and blood lipid measurement in Germany 
and in the European average. However, women in the high 
education group in Germany had their blood lipids measured 
less often than women in the low and middle education 
groups.

Germany is one of the European countries with an 
above-average proportion of people who have had their blood 
pressure, blood lipids and blood sugar measured in the past 
12 months. This was consistently found in persons aged 15 
and over in EHIS 2 (2014/2015) [66] and EHIS wave 3 
(2018 – 2020) [67]. According to EHIS 2, 77.6 %, 56.1 % and 
58.1 % of people over 15 years of age in Germany had their 
blood pressure, blood lipids and blood sugar measured [66], 
which is comparable to the results of the present study in 
adults aged 18 and over. In EHIS 2, age and gender differ-
ences in the measurement of blood pressure, blood lipid and 
blood sugar were also found, both for Germany and for the 
other European countries [66]. 

The high proportion of preventive medical check-ups re-
flects, on the one hand, the health awareness of people with-
out known illnesses (i.e. hypertension, hyperlipidaemia and 
diabetes) and, on the other hand, the quality of care for peo-
ple with these known illnesses. People with known illnesses 
who are undergoing treatment contribute significantly to the 
high proportions found in this study. Regular measurements 
of blood pressure, blood lipid and blood sugar for people 
with these known illnesses are necessary, not only for drug 
therapy adjusting the dose of medication, but also for mon-
itoring the course of the disease. These measurements are 
required by clinical guidelines. For example, the DMP guide-
line for type 2 diabetes (DMP: disease management pro-
gramme) recommends that blood sugar and blood pressure 
levels in people with type 2 diabetes should be measured 
quarterly, but at least every six months [68]. The clinical guide-
lines also recommend treatment targets for blood pressure, 
blood lipids and blood sugar for people undergoing thera-
py [69]. As a result, almost all (95.7 %) people with type 2 di-
abetes over the age of 45 years have their blood sugar (HbA1c) 
determined in the past 12 months [70]. Since hyperten-
sion [71], hyperlipidaemia [9] and diabetes [72] are highly 
age-related chronic diseases, it is not unexpected that the 
proportion of people who have their blood pressure, blood 
lipids and blood glucose measured increases markedly with 
age, reaching high levels in adults aged 65 years and older. 

For people with undiagnosed hypertension [11], dyslipi-
daemia [9] and diabetes [12], regular measurement of blood 
pressure, blood lipids and blood glucose by healthcare pro-
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fessionals can detect these diseases at an earlier stage. In 
order to increase participation in preventive medical check-
ups, all health insurance funds in Germany offer their poli-
cyholders so-called bonus programmes. In addition, anyone 
over the age of 35 with statutory health insurance is entitled 
to a medical examination every three years, which includes 
a blood pressure measurement and a blood test to determine 
blood sugar and cholesterol levels [73]. Starting in April 2019, 
this health check-up was extended to include 18- to 34-year-
olds, but only once [74]. Data from statutory health insurance 
funds show that about three quarters of all insured persons 
aged 35 and older have ever taken part in a health check-
up [75] and almost half have done so in the last two years [76]. 
For example, 78.1 % of women and 62.5 % of men without 
known hypertension had their blood pressure measured by 
a healthcare professional within the last year [77]. The high 
rate of participation in preventive medical check-ups and the 
financial incentives for health care through bonus pro-
grammes offered by health insurance companies may have 
contributed to the high proportion of preventive medical 
check-ups in Germany. 

The education-stratified results show that the measure-
ment of blood lipid levels in adults in Germany varies con-
siderably between the different education groups. An earlier 
analysis of EHIS 2 for Germany showed that, in particular, 
women in the high education group had lower rates of blood 
lipid and blood sugar measurements than women in the me-
dium and low education groups [66]. This could be due to 
the fact that in Germany, the educational differences in the 
prevalence of cardiovascular diseases [71, 78] and diabe-
tes [72] are particularly pronounced in women. Women with 
a higher level of educational attainment have a significantly 
lower prevalence of cardiovascular diseases and diabetes 
than women with a lower level of educational attainment. In 
men, however, these differences were less pronounced. How-
ever, the educational gap in blood sugar measurement in 
women, which was weighted to the general adult population 
in Germany [19], disappeared in the present analysis when 
data were weighted to the European standard population. 

4.7	Use of medication

More than half of adults in Germany took prescribed medi-
cation in the two weeks prior to the survey. This prevalence 
has remained similar compared to EHIS 2 [79]. Significant 
gender-related differences in the use of medically prescribed 
drugs were observed in both EHIS 2 and EHIS 3, especially 
in the younger age groups (under 65 years), with higher prev-
alence use among women than among men. From the age 
of 65, the prevalence rates for women and men equalise. The 
use of prescribed medication increases with age, which can 
be attributed to the increasing prevalence of chronic diseas-

es over the course of age [14, 79]. The European average for 
the use of prescribed medicines has remained similar com-
pared to EHIS 2 (2014/2015) [80].

More than a third (37.3 %) of adults in Germany had tak-
en non-prescribed medication in the two weeks prior to the 
survey. This prevalence is lower than in EHIS 2 (42.1 %) [9]. 
Significant gender-related differences in the use of non-pre-
scribed medication were observed in both EHIS 2 and EHIS 3, 
with higher use prevalence among women than among men. 
Compared to Germany, the use of non-prescribed medica-
tion was lower than the European average at 33.3 %, but there 
were also gender differences, with significantly higher prev-
alence of use among women of all age groups.

The educational gradient both in Germany and in the Eu-
ropean average runs in opposite directions for the use of 
prescribed and non-prescribed medication. People in the 
higher education group tend to take non-prescribed medica-
tion more often, while people in the lower education group 
take prescribed medication more often. This could indicate 
financial barriers. People with lower levels of education and 
income may have difficulty purchasing over-the-counter 
(OTC) medications and are more reliant on prescribed med-
ications. In contrast, more educated people with higher in-
come are more likely to be able to afford non-prescribed 
medications [81–83].

4.8	Strengths and weaknesses

The EHIS makes it possible to compare national health data 
with that of other European countries. The aim of the EHIS 
is to measure, on a harmonised basis and with a high degree 
of comparability between Member States, the state of health, 
the determinants of health, the utilisation of medical servic-
es and possible access barriers. This also allows for the anal-
ysis of socioeconomic inequalities in health and how these 
vary across Europe. The EHIS is therefore an important in-
formation basis for European health policy and reporting. 
Another strength is that all countries must follow detailed 
rules and recommendations for data collection to ensure a 
high degree of comparability [17, 80].

However, it should be noted that survey modes and sam-
pling designs vary between countries, which must be con-
sidered when interpreting the results [81]. Furthermore, the 
data from EHIS are self-reported, which could have led to 
reporting and memory errors and thus to over- or underre-
porting. However, comparisons between countries should 
not be affected by this. When interpreting the results, it 
should also be noted that Germany is included in the calcu-
lations of the European average, so that the differences found 
between Germany and Europe tend to be conservative. It 
should be considered that the health systems of the coun-
tries and their financing vary. This includes, for example, the 



J Health Monit. 2024;9(4):e12921.  doi: 10.25646/12921 12

group of people entitled to benefits and the range of servic-
es that are offered or for which costs are covered. However, 
the comparative analyses at hand provide important insights. 
Even if the generalisability of the results is limited for the 
reasons mentioned, the European comparison based on 
EHIS 3 proves to be informative and meaningful.

4.9	Conclusion

What is particularly striking is the higher utilisation of all 
medical services considered in Germany compared to other 
European countries. However, a differentiated assessment 
must be made. For example, a comparison of utilisation does 
not readily allow statements to be made about the appropri-
ateness or quality of care. Overall, high utilisation indicates 
good access to the healthcare system and an extensive range 
of services in Germany, but it can also be associated with 
overuse in some cases. If evidence-based measures such as 
colonoscopies or preventive services such as dental check-
ups are used more frequently in Germany than in other coun-
tries, this can certainly be seen as positive. It seems that ac-
cess to these services in Germany is organised with a low 
threshold and that the target groups are reached compara-
tively well.

The high level of inpatient service use in Germany is dis-
cussed more critically. A very high density of hospital beds 
by international comparison can result in increased utilisa-
tion and higher costs. However, financial incentives inherent 
in the system can also contribute to the high number of in-
patient cases.

The criticism of the German healthcare system that a 
higher service density in Germany does not necessarily have 
a positive effect on the health of the population [55] points 
beyond the healthcare system. For example, life expectancy 
in Germany is developing less favourably than in other Eu-
ropean countries. This is attributed not least to higher mor-
tality from cardiovascular diseases [86], which is increasing-
ly shifting the focus to the prevention of classic risk factors 
such as smoking, lack of exercise and alcohol consump-
tion [55].

Data protection and ethics 
EHIS 3 is subject to strict compliance with the data protection provisions 
of the EU General Data Protection Regulation (GDPR) and the German 
sub-study GEDA 2019/2020-EHIS is also subject to the German Federal 
Data Protection Act (BDSG). The Ethics Committee of Charité - Universi-
tätsmedizin Berlin has reviewed GEDA 2019/2020-EHIS from an ethical 
point of view and approved the implementation of the study project 
(application number EA2/070/19). Participation in the study was volun-
tary. The participants were informed about the objectives and content of 
the study as well as about data protection and gave their verbal consent 
(informed consent) [87]. The procedure in the sub-studies of other coun-
tries may follow other national guidelines and procedures [88].

Data availability
The EHIS microdata are available to researchers who carry out statistical 
analyses for scientific purposes. The microdata do not contain any admin-

istrative information such as names or addresses that would allow direct 
identification. To ensure a high level of confidentiality, a number of anony-
misation rules have been applied, including the omission of some varia-
bles or the grouping of response categories. Further details on access to 
the microdata can be found in [24]: https://ec.europa.eu/eurostat/web/
microdata/

Funding information
The countries participating in EHIS are committed to carry out and 
finance the national sub-studies. GEDA 2019/2020-EHIS was funded by 
the Robert Koch Institute and the Federal Ministry of Health. Information 
on the funding of further sub-studies can be found in the documentation 
and publications of the participating countries. The present analysis was 
supported by funding from the Federal Ministry of Health as part of the 
project National Diabetes Surveillance with Extension to NCD Surveil-
lance (funding code: 2523DIA002).

Contributions by the authors
Substantial contributions to the conception of the work: LK, FP, AS, YD, 
GS, JT, AR; to the analysis of the data for the work: LK, RK, AS, YD; to the 
interpretation of the data for the work: LK, FP, AS, YD, GS, JT, AR. Draft-
ing the work: LK, FP, AS, GS, YD, JT, AR; revising the work critically for 
important intellectual content: LK, FP, AS, YD, GS, RK, JT, AR. Final ver-
sion of the manuscript read and approved for publication: LK, FP, AS, YD, 
GS, RK, JT, AR.

Conflict of interest
The authors declare that there is no conflict of interest.

References
1	 Weltgesundheitsorganisation (WHO). Die Charta von Tallinn:  

Gesundheitssysteme für Gesundheit und Wohlstand 2008. [cited 
23.10.2024]. Available from: https://iris.who.int/handle/10665/349649. 

2	 Robert Koch-Institut, editor. Gesundheit in Deutschland. Gesund-
heitsberichterstattung des Bundes. Gemeinsam getragen von RKI 
und Destatis. Berlin: RKI; 2015.

3	 Robert Koch-Institut, editor. Ambulante Versorgung. Berlin: RKI; 2015.

4	 Prütz F, Rommel A. Inanspruchnahme ambulanter ärztlicher Versor-
gung in Deutschland. Robert Koch-Institut, Epidemiologie und  
Gesundheitsberichterstattung; 2017.

5	 Krause L, Schmidt P, Seeling S, Prütz F. Inanspruchnahme zahnmedi-
zinischer Versorgung von Erwachsenen mit und ohne Beeinträchti-
gungen und Behinderungen – Ergebnisse der Studie GEDA 
2014/2015-EHIS. Bundesgesundheitsbl. 2023;66(12):1414-22. Epub 
20230714. doi: 10.1007/s00103-023-03748-7.

6	 Prütz F, Rommel A. Inanspruchnahme von Krankenhausbehandlun-
gen in Deutschland J Health Monit. 2017;2(4):95-100. doi: 10.17886/
RKI-GBE-2017-117.

7	 OECD/European Union. Hospital beds and discharges. Paris: OECD 
Publishing; 2022 [cited 24.06.2024]. Available from: https://doi.
org/10.1787/518727bb-en.

8	 Neuhauser H, Thamm M, Ellert U. Blutdruck in Deutschland 
2008 – 2011. Robert Koch-Institut, Epidemiologie und Gesundheits
berichterstattung; 2013. p. 795-801.

9	 Scheidt-Nave C, Du Y, Knopf H, Schienkiewitz A, Ziese T, Nowossa-
deck E, et al. Verbreitung von Fettstoffwechselstörungen bei Erwach-
senen in Deutschland. Robert Koch-Institut, Epidemiologie und  
Gesundheitsberichterstattung; 2013. p. 661-7.

10	 Du Y, Baumert J, Paprott R, Teti A, Heidemann C, Scheidt-Nave C. 
Factors associated with undiagnosed type 2 diabetes in Germany:  
results from German Health Interview and Examination Survey for 
Adults 2008–2011. BMJ Open Diabetes Research &amp; Care. 
2020;8(1):e001707. doi: 10.1136/bmjdrc-2020-001707.

11	 Neuhauser HK, Adler C, Rosario AS, Diederichs C, Ellert U. Hyperten-
sion prevalence, awareness, treatment and control in Germany 1998 
and 2008-11. J Hum Hypertens. 2015;29(4):247-53. doi: 10.1038/
jhh.2014.82.

https://ec.europa.eu/eurostat/web/microdata/
https://ec.europa.eu/eurostat/web/microdata/
https://iris.who.int/handle/10665/349649
https://doi.org/10.1787/518727bb-en
https://doi.org/10.1787/518727bb-en


J Health Monit. 2024;9(4):e12921.  doi: 10.25646/12921 13

12	 Heidemann C, Du Y, Paprott R, Haftenberger M, Rathmann W,  
Scheidt-Nave C. Temporal changes in the prevalence of diagnosed  
diabetes, undiagnosed diabetes and prediabetes: findings from the 
German Health Interview and Examination Surveys in 1997 – 1999 
and 2008 – 2011. Diabet Med. 2016;33(10):1406-14. doi: https://doi.
org/10.1111/dme.13008.

13	 Sarganas G, Knopf H, Grams D, Neuhauser HK. Trends in Antihyper-
tensive Medication Use and Blood Pressure Control Among Adults 
With Hypertension in Germany. Am J Hypertens. 2016;29(1):104-13. 
doi: 10.1093/ajh/hpv067.

14	 Knopf H, Prütz F, Du Y. Arzneimittelanwendung von Erwachsenen in 
Deutschland. J Health Monit. 2017; 2(4):109-116. [cited 23.10.2024]. 
Available from: https://edoc.rki.de/handle/176904/2908.

15	 Zentralinstitut für die kassenärztliche Versorgung in Deutschland. 
Teilnahme an gesetzlichen Früherkennungsuntersuchungen (fäkaler 
okkulter Bluttest (FOBT), Koloskopie) und an Beratungen zur Präven-
tion von Darmkrebs. 2020 [cited 19.02.2021]. Available from:  
www.gbe-bund.de.

16	 Starker A, Buttmann-Schweiger N, Krause L, Barnes B, Kraywinkel K, 
Holmberg C. Krebsfrüherkennungsuntersuchungen in Deutschland: 
Angebot und Inanspruchnahme. Bundesgesundheitsbl. 
2018;61(12):1491-9.

17	 European Commission, Eurostat. European Health Interview Survey 
(EHIS wave 3). Methodological manual. Luxembourg: European  
Commission; 2018.

18	 Hoebel J, Rattay P, Prütz F, Rommel A, Lampert T. Socioeconomic 
Status and Use of Outpatient Medical Care: The Case of Germany. 
PLoS One. 2016;11(5):e0155982. doi: 10.1371/journal.pone.0155982.

19	 Prütz F, Rommel A, Thom J, Du Y, Sarganas G, Starker A. Utilisation 
of outpatient medical services in Germany – Results from GEDA 
2019/2020-EHIS. J Health Monit. 2021;6(3):45-65. doi: 10.25646/8555.

20	 Rattay P, Butschalowsky H, Rommel A, Prütz F, Jordan S, Nowossa-
deck E, et al. Inanspruchnahme der ambulanten und stationären  
medizinischen Versorgung in Deutschland. Bundesgesundheitsbl. 
2013;56(5):832-44. doi: 10.1007/s00103-013-1665-x.

21	 Europäische Kommission. Verordnung (EU) 2018/255 der Kommis-
sion vom 19. Februar 2018 zur Durchführung der Verordnung (EG) 
Nr. 1338/2008 des Europäischen Parlaments und des Rates in Bezug 
auf Statistik auf der Grundlage der Europäischen Gesundheitsbefra-
gung (EHIS), (2018).

22	 Statistical Office of the European Union (Eurostat). Quality report of 
the third wave of the European health interview survey – 2022 edition 
Luxembourg 2022 [cited 17.04.2024]. Available from: https://ec.eu-
ropa.eu/eurostat/documents/7870049/14937972/KS-FT-22-002-EN-N.
pdf/40912c04-ac9d-012c-358e-111efe0a8976?t=1659613423879.

23	 Statistical Office of the European Union (Eurostat). Database. 2022 
[cited 18.04.2024]. Available from: https://ec.europa.eu/eurostat/
web/main/data/database.

24	 Eurostat. European Health Interview Survey (EHIS). Reference Meta-
data in Euro SDMX Metadata Structure (ESMS). [cited 25.09.2024]. 
Available from: https://ec.europa.eu/eurostat/web/metadata/ 
reference-metadata-reporting-standards.

25	 Statistical Office of the European Union (Eurostat). How to apply for 
micro data? 2023 [cited 25.09.2024]. Available from: https://ec.eu-
ropa.eu/eurostat/documents/203647/771732/How_to_apply_for_ 
microdata_access.pdf.

26	 Cardoso R, Guo F, Heisser T, Hoffmeister M, Brenner H. Utilisation 
of colorectal cancer screening tests in european countries by type of 
screening offer: Results from the european health interview survey. 
Cancers. 2020;12(6). doi: 10.3390/cancers12061409.

27	 The Council Of The European Union. Council Recommendations of  
2 December 2003 on cancer screening (2003/878/EC). Official Journal 
of the European Union. 2003;327:34-8.

28	 World Health Organization. Oral health surveys: basic methods, 5th 
ed 2013. [cited 23.10.2024]. Available from: https://www.who.int/pub-
lications/i/item/9789241548649.

29	 UNESCO Institute for Statistics. International Standard Classification 
of Education ISCED 2011. 2012 [cited 15.03.2021]. Available from: 
http://uis.unesco.org/sites/default/files/documents/internation-
al-standard-classification-of-education-isced-2011-en.pdf.

30	 Statistisches Amt der Europäischen Union (Eurostat). Revision of the 
European Standard Population Report of Eurostat’s task force – 2013 
edition. Luxembourg 2013 [cited 07.06.2024]. Available from: https://
ec.europa.eu/eurostat/de/web/products-manuals-and-guidelines/-/
KS-RA-13-028.

31	 Babitsch B, Bormann C, Gohl D. Gender and Utilization of Health 
Care. In: Janssen C, Swart E, von Lengerke T, editors. Health Care  
Utilization in Germany – Theory, Methodology, and Results. New 
York, Heidelberg, Dordrecht, London: Springer; 2014. p. 101–16 

32	 Grebe IG, Hector R. Hausarztzentrierte Versorgung – ein Modell mit 
Verbesserungspotenzial? Die Innere Medizin. 2022;63(9):939-46. doi: 
10.1007/s00108-022-01383-z.

33	 OECD. Health at a Glance Europe 2022. State of Health in the EU  
Cycle. Paris: OECD Publisher; 2022.

34	 Terraneo M. Inequities in health care utilization by people aged 50+: 
Evidence from 12 European countries. Social Science & Medicine. 
2015;126:154-63. [cited 23.10.2024]. doi: https://doi.org/10.1016/j.
socscimed.2014.12.028.

35	 Lampert T, Hoebel J, Kuntz B, Waldhauer J. Soziale Ungleichheit und 
Gesundheit. In: Haring R, editor. Gesundheitswissenschaften. Berlin, 
Heidelberg: Springer Berlin Heidelberg; 2022. p. 159-68.

36	 Rädel M, Priess H-W, Bohm S, Walter M. BARMER Zahnreport 2022. 
Entwicklung der vertragszahnärztlichen Versorgung über neun Jahre: 
Von der Kuration zur Prävention? 2022. [cited 20.06.2024]. https://
www.barmer.de/presse/infothek/studien-und-reporte/zahnreporte.

37	 Bundesministerium für Gesundheit. Zahnvorsorgeuntersuchungen. 
2022. [cited 03.12.2023]. Available from: https://www.bundesgesund-
heitsministerium.de/zahnvorsorgeuntersuchungen.

38	 Krause L, Frenzel Baudisch N, Bartig S, Kuntz B. Inanspruchnahme 
einer Zahnvorsorgeuntersuchung durch Erwachsene in Deutschland. 
Ergebnisse der GEDA-Studie 2009, 2010, 2012. Dtsch Zahnärztl Z. 
2020;75(6):353-66. doi: 10.3238/dzz.2020.5573.

39	 Enste P. Zwischen Ausgewogenheit und Verweigerung. Präventions-
verhalten im mittleren Lebensalter. Forschung Aktuell 07/2011, Insti-
tut Arbeit und Technik (IAT), Westfälische Hochschule, University 
2011.

40	 Starker A, Saß AC. Inanspruchnahme von Krebsfrüherkennungsunter-
suchungen: Ergebnisse der Studie zur Gesundheit Erwachsener in 
Deutschland (DEGS1). Bundesgesundheitsbl. 2013;56(5-6):858-67. 
doi: 10.1007/s00103-012-1655-4.

41	 Walter MH, Rädel M. Inanspruchnahme und Ausgaben in der zahn-
medizinischen Versorgung. Eine Übersicht auf Basis von Routine-
daten aus Deutschland. Bundesgesundheitsbl. 2021;64(8):993-1000. 
doi: 10.1007/s00103-021-03374-1.

42	 Krause L, Seeling S, Kuhnert R. Prävalenzen und Trends zur Inan-
spruchnahme zahnärztlicher Kontrolluntersuchungen bei Erwachse-
nen in Deutschland – Ergebnisse der GEDA-Studien zwischen 2009 
und 2023. DZZ. 2024;79(5):310-23.

43	 Kaufmännische Krankenkasse. Corona: Viele Menschen meiden die 
Zahnvorsorge. Pressemeldung vom 04.02.2021. KKH, Hannover. 2021.

44	 Kassenzahnärztliche Bundesvereinigung. Jahrbuch 2023. Statistische 
Basisdaten zur vertragszahnärztlichen Versorgung. 2023. [cited 
29.03.2024]. https://www.kzbv.de/jahrbuch-2023.768.de.html.

45	 Verbraucherzentrale. Zahnersatz zum Nulltarif: Das müssen Sie darü-
ber wissen. 2024 [cited 19.07.2024]. Available from: https://www.ver-
braucherzentrale.de/wissen/gesundheit-pflege/aerzte-und-kliniken/
zahnersatz-zum-nulltarif-das-muessen-sie-darueber-wissen-12896.

46	 Rommel A, Bretschneider J, Kroll LE, Prütz F, Thom J. Inanspruchnah-
me psychiatrischer und psychotherapeutischer Leistungen – Individu-
elle Determinanten und regionale Unterschiede. J Health Monit. 2017; 
2(4):3-23. [cited 23.10.2024]. Available from: https://edoc.rki.de/han-
dle/176904/2899.2.

https://doi.org/10.1111/dme.13008
https://doi.org/10.1111/dme.13008
https://edoc.rki.de/handle/176904/2908
http://www.gbe-bund.de
https://ec.europa.eu/eurostat/documents/7870049/14937972/KS-FT-22-002-EN-N.pdf/40912c04-ac9d-012c-358e-111efe0a8976?t=1659613423879
https://ec.europa.eu/eurostat/documents/7870049/14937972/KS-FT-22-002-EN-N.pdf/40912c04-ac9d-012c-358e-111efe0a8976?t=1659613423879
https://ec.europa.eu/eurostat/documents/7870049/14937972/KS-FT-22-002-EN-N.pdf/40912c04-ac9d-012c-358e-111efe0a8976?t=1659613423879
https://ec.europa.eu/eurostat/web/metadata/reference-metadata-reporting-standards
https://ec.europa.eu/eurostat/web/metadata/reference-metadata-reporting-standards
https://ec.europa.eu/eurostat/documents/203647/771732/How_to_apply_for_microdata_access.pdf
https://ec.europa.eu/eurostat/documents/203647/771732/How_to_apply_for_microdata_access.pdf
https://ec.europa.eu/eurostat/documents/203647/771732/How_to_apply_for_microdata_access.pdf
https://www.who.int/publications/i/item/9789241548649
https://www.who.int/publications/i/item/9789241548649
http://uis.unesco.org/sites/default/files/documents/international-standard-classification-of-education-isced-2011-en.pdf
http://uis.unesco.org/sites/default/files/documents/international-standard-classification-of-education-isced-2011-en.pdf
https://ec.europa.eu/eurostat/de/web/products-manuals-and-guidelines/-/KS-RA-13-028
https://ec.europa.eu/eurostat/de/web/products-manuals-and-guidelines/-/KS-RA-13-028
https://ec.europa.eu/eurostat/de/web/products-manuals-and-guidelines/-/KS-RA-13-028
https://doi.org/10.1016/j.socscimed.2014.12.028
https://doi.org/10.1016/j.socscimed.2014.12.028
https://www.barmer.de/presse/infothek/studien-und-reporte/zahnreporte
https://www.barmer.de/presse/infothek/studien-und-reporte/zahnreporte
https://www.bundesgesundheitsministerium.de/zahnvorsorgeuntersuchungen
https://www.bundesgesundheitsministerium.de/zahnvorsorgeuntersuchungen
https://www.kzbv.de/jahrbuch-2023.768.de.html
https://www.verbraucherzentrale.de/wissen/gesundheit-pflege/aerzte-und-kliniken/zahnersatz-zum-nulltarif-das-muessen-sie-darueber-wissen-12896
https://www.verbraucherzentrale.de/wissen/gesundheit-pflege/aerzte-und-kliniken/zahnersatz-zum-nulltarif-das-muessen-sie-darueber-wissen-12896
https://www.verbraucherzentrale.de/wissen/gesundheit-pflege/aerzte-und-kliniken/zahnersatz-zum-nulltarif-das-muessen-sie-darueber-wissen-12896
https://edoc.rki.de/handle/176904/2899.2
https://edoc.rki.de/handle/176904/2899.2


J Health Monit. 2024;9(4):e12921.  doi: 10.25646/12921 14

47	 Elshaikh U, Sheik R, Saeed RKM, Chivese T, Alsayed Hassan D.  
Barriers and facilitators of older adults for professional mental health 
help-seeking: a systematic review. BMC Geriatrics. 2023;23(1):516. 
doi: 10.1186/s12877-023-04229-x.

48	 Lund C, Brooke-Sumner C, Baingana F, Baron EC, Breuer E, Chandra 
P, et al. Social determinants of mental disorders and the Sustainable 
Development Goals: a systematic review of reviews. Lancet Psychiatry. 
2018;5(4):357-69. doi: 10.1016/S2215-0366(18)30060-9.

49	 Spahlholz J, Baumann E, Müller-Hilmer R, Hilmer R, Sander C, 
Schindler S, et al. Do values and political attitudes affect help-seek-
ing? Exploring reported help-seeking for mental health problems in a 
general population sample using a milieu framework. Epidemiol Psy-
chiatr Sci. 2023;32:e49. doi: 10.1017/S2045796023000641.

50	 Barbato A, Vallarino M, Rapisarda F, Lora A, Caldas de Almeida J. EU 
Compass for Action on Mental health and Well-being. Access to Men-
tal Health Care in Europe. Concensus paper. o. J. [cited 23.10.2024] 
Available from: https://health.ec.europa.eu/system/files/2016-12/
ev_20161006_co04_en_0.pdf.

51	 Palm W, Webb E, Hernandez-Quevedo C, Scarpetti G, Lessof S,  
Siciliani L, et al. Gaps in coverage and access in the European Union. 
Health Policy. 2021;125(3):341-50. doi: 10.1016/j.health-
pol.2020.12.011.

52	 Mack S, Jacobi F, Gerschler A, Strehle J, Hofler M, Busch MA, et al. 
Self-reported utilization of mental health services in the adult Ger-
man population – evidence for unmet needs? Results of the 
DEGS1-Mental Health Module (DEGS1-MH). Int J Methods Psychiatr 
Res. 2014;23(3):289-303. doi: 10.1002/mpr.1438.

53	 Gerlinger T. Krankenhäuser in Deutschland. Strukturen – Probleme – 
Reformen. Aus Politik und Zeitgeschichte. 2021(30-31):9-16.

54	 Robert Koch-Institut, editor. Gesundheitliche Ungleichheit in ver-
schiedenen Lebensphasen. Berlin: Gesundheitsberichterstattung des 
Bundes. RKI; 2017.

55	 OECD/European Observatory on Health Systems and Policies. 
Deutschland: Länderprofil Gesundheit 2023, State of Health in the 
EU. 2023. Paris: OECD Publishing. [cited 23.10.2024]. https://health.
ec.europa.eu/document/download/24d9c14d-ddc9-430d-9571-
2c1faf47b79b_en?filename=2023_chp_de_german.pdf.

56	 Deutsches Krankenhausinstitut. Aussagekraft von Krankenhausstruk-
tur- und Qualitätsvergleichen auf Basis von OECD-Daten 2021. [cited 
23.10.2024]. Available from: https://www.dkgev.de/fileadmin/default/
Mediapool/1_DKG/1.7_Presse/1.7.1_Pressemitteilungen/2021/ 
20210701_Endbericht_OECD-Daten_DKI.PDF.

57	 Statistisches Bundesamt. Krankenhäuser 2022 nach Trägern und Bun-
desländern. 2023 [cited 02.06.2024]. Available from: https://www.
destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Kranken-
haeuser/Tabellen/eckzahlen-krankenhaeuser.html.

58	 Heubel F, Kettner M, Manzeschke A, editors. Die Privatisierung von 
Krankenhäusern – ethische Perspektiven. Wiesbaden: VS Verlag für 
Sozialwissenschaften 2010.

59	 Bundesministerium für Gesundheit. Regierungskommission für eine 
moderne und bedarfsgerechte Krankenhausversorgung. 2024 [cited 
02.07.2024]. Available from: https://www.bundesgesundheitsministe-
rium.de/themen/krankenhaus/regierungskommission-kranken-
hausversorgung.

60	 Gemeinsamer Bundesausschuss. Richtlinie des Gemeinsamen Bun-
desausschusses für organisierte Krebsfrüherkennungsprogramme. 
2023 [cited 26.06.2024]. Available from: https://www.g-ba.de/down-
loads/62-492-3189/oKFE-RL-2023-05-12-iK-2023-07-07.pdf.

61	 Stock C, Ihle P, Sieg A, Schubert I, Hoffmeister M, Brenner H. Ad-
verse events requiring hospitalization within 30 days after outpatient 
screening and nonscreening colonoscopies. Gastrointest endosc. 
2013;77(3):419-29.

62	 Kassenärztliche Bundesvereinigung. Statistische Informationen aus 
dem Bundesarztregister. Bundesgebiet insgesamt, Stand: 31.12.2023. 
2023 [cited 26.06.2024]. Available from: https://www.kbv.de/media/
sp/2023-12-31_BAR_Statistik.pdf.

63	 Starker A, Buttmann-Schweiger N, Kraywinkel K, Kuhnert R. Inan-
spruchnahme der Darmspiegelung in Deutschland. J Health Monit. 
2017;2(4):81-7. doi: 10.17886/RKI-GBE-2017-11.

64	 Chen C, Laecke E, Stock C, Hoffmeister M, Brenner H. Colonoscopy 
and sigmoidoscopy use among older adults in different countries: a 
systematic review. Prev Med. 2017;103:33-42.

65	 Bozhar H, McKee M, Spadea T, Veerus P, Heinävaara S, Anttila A, et 
al. Socio-economic inequality of utilization of cancer testing in Eu-
rope: A cross-sectional study. Prev Med Rep. 2022;26:101733. doi: 
10.1016/j.pmedr.2022.101733.

66	 Eurostat. Self-reported screening of cardiovascular diseases and dia-
betes risks by sex, age and educational attainment level. 2014. [cited 
23.10.2024]. Available from: https://ec.europa.eu/eurostat/data-
browser/view/hlth_ehis_pa2e__custom_11730569/default/ta-
ble?lang=en&page=time:2014.

67	 Eurostat. Self-reported screening of cardiovascular diseases and dia-
betes risks by sex, age and educational attainment level. 2019. [cited 
23.10.2024]. Available from: https://ec.europa.eu/eurostat/data-
browser/view/hlth_ehis_pa2e__custom_11730782/default/ta-
ble?lang=en&page=time:2019.

68	 Gemeinsamer Bundesausschuss. Beschluss des Gemeinsamen Bun-
desausschusses über die 27. Änderung der DMP-Anforderungen-
Richtlinie (DMP-A-RL): Änderung der Anlage 1 (DMP Diabetes melli-
tus Typ 2), der Anlage 2 (Indikationsübergreifende Dokumentation 
(ausgenommen Brustkrebs)) und der Anlage 8 (Diabetes mellitus  
Typ 1 und Typ 2 –Dokumentation). [cited 23.10.2024]. Available from: 
https://www.g-ba.de/downloads/39-261-5503/2022-06-16_DMP-A-RL_
Aenderung-Anlage-1-2-8-Diabetes-mellitus_BAnz.pdf.

69	 Bundesärztekammer, Kassenärztliche Bundesvereinigung, Arbeitsge-
meinschaft der Wissenschaftlichen Medizinischen Fachgesellschaf-
ten. Nationale Versorgungsleitlinie Typ-2-Diabetes – Langfassung. 
Version 3.0. 2023. [cited 23.10.2024]. Available from: https://www.
leitlinien.de/themen/diabetes/langfassung/diabetes-vers3-0.pdf.

70	 Heidemann C, Du Y, Mauz E, Walther L, Peitz D, Müller A, et al. Ver-
sorgungs- und Gesundheitssituation von Erwachsenen mit Typ-2-Dia-
betes in Deutschland: Die Studie GEDA 2021/2022-Diabetes. J Health 
Monit. 2024;9(2). doi: 10.25646/12092.

71	 Neuhauser H, Kuhnert R, Born S. 12-Monats-Prävalenz von Bluthoch-
druck in Deutschland. J Health Monit. 2017;2(1):57-63. doi: 10.17886/
RKI-GBE-2017-016.

72	 Heidemann C, Kuhnert R, Born S, Scheidt-Nave C. 12-Monats-Präva-
lenz des bekannten Diabetes mellitus in Deutschland. J Health Monit. 
2017;2(1):48-56. doi: 10.17886/RKI-GBE-2017-017.

73	 Central Research Institute of Ambulatory Health Care in Germany.  
Ultilization of statutory measures for early detection (faecal occult 
blood test (FOBT), coloscopy) and of consultations for the preven-
tion of colorectal cancer. 2020. [cited 20.01.2020]. Available from: 
http://www.gbe-bund.de.

74	 Gemeinsamer Bundesausschuss. Gesundheitsuntersuchungen 
(„Check-up“). [cited 23.10.2024] Available from: https://www.g-ba.de/
themen/methodenbewertung/erwachsene/gesundheitsuntersuchun-
gen/.

75	 Verlagsgesellschaft WMW. Umfrage zur Teilnahme an Gesundheits-
Check-ups unter GKV-Versicherten nach Geschlecht im Jahr 2018. in 
Statista. [cited 21.06.2024]. Available from: https://de.statista.com/
statistik/daten/studie/1073434/umfrage/teilnahme-an-gesundheits-
check-ups-unter-gkv-versicherten-nach-geschlecht/.

76	 Zentralinstitut für die kassenärztliche Versorngung in Deutschland. 
Teilnahme am gesetzlichen Gesundheits-Check-up. 2020 [cited 
12.03.2021]. Available from: www.gbe-bund.de.

77	 Diederichs C, Neuhauser H. The frequency and determinants of 
blood pressure measurement by a health professional in Germany: A 
cross-sectional study. Medicine (Baltimore). 2019;98(16):e15093. doi: 
10.1097/MD.0000000000015093.

78	 Busch MA, Kuhnert R. 12-Monats-Prävalenz von Schlaganfall oder 
chronischen Beschwerden infolge eines Schlaganfalls in Deutschland. 
J Health Monit. 2017;2(1):64-9. doi: 10.17886/RKI-GBE-2017-019.



J Health Monit. 2024;9(4):e12921.  doi: 10.25646/12921 15

79	 Knopf H, Grams D. Arzneimittelanwendung von Erwachsenen in 
Deutschland: Ergebnisse der Studie zur Gesundheit Erwachsener in 
Deutschland (DEGS1). Bundesgesundheitsbl. 2013;56(5-6):868-77. 
doi: 10.1007/s00103-013-1667-8.

80	 Eurostat Statistics Explained. Medicine use statistics. 2020. [cited 
25.06.2021]. Available from: https://ec.europa.eu/eurostat/statis-
tics-explained/index.php?title=File:Self-reported_use_of_prescribed_
medicines_by_age,_2014_(%25).png.

81	 Van der Heyden JH, Demarest S, Tafforeau J, Van Oyen H. Socio- 
economic differences in the utilisation of health services in Belgium. 
Health Policy. 2003;65(2):153-65. doi: 10.1016/s0168-8510(02)00213-0.

82	 Nordin M, Dackehag M, Gerdtham UG. Socioeconomic inequalities 
in drug utilization for Sweden: evidence from linked survey and  
register data. Soc Sci Med. 2013;77:106-17. doi: 10.1016/j.
socscimed.2012.11.013.

83	 Mayer S, Osterle A. Socioeconomic determinants of prescribed and 
non-prescribed medicine consumption in Austria. Eur J Public Health. 
2015;25(4):597-603. doi: 10.1093/eurpub/cku179.

84	 European Union. European Health Interview Survey (EHIS wave 3). 
Methodological manual. Re-edition Luxembourg: Publications Office 
of the European Union; 2020.

85	 Hintzpeter B, Finger D. J, Allen J. European Health Interview Survey 
(EHIS) 2 – Hintergrund und Studienmethodik. J Health Monit. 
2019;4(4):71-85. doi: 10.25646/6222.

86	 Grigoriev P, Sauerberg M, Jasilionis D, van Raalte A, Klüsener S. 
Sterblichkeitsentwicklung in Deutschland im internationalen Kontext. 
Bundesgesundheitsbl. 2024;67(5):493-503. doi: 10.1007/s00103-024-
03867-9.

87	 Allen J, Born S, Damerow S, Kuhnert R, Lemcke J, Müller A, et al.  
Gesundheit in Deutschland aktuell (GEDA 2019/2020-EHIS) – Hinter-
grund und Methodik. J Health Monit. 2021 6(3):72-87. doi: 
10.25646/8558.

88	 European Union. Commission Regulation (EU) 2018/255 of 19 Febru-
ary 2018 implementing Regulation (EC) No 1338/2008 of the Europe-
an Parliament and of the Council as regards statistics based on the 
European Health Interview Survey (EHIS) (Text with EEA relevance. 
2018. [cited 23.10.2024]. Available from: https://eur-lex.europa.eu/ 
legal-content/EN/TXT/?uri=uriserv:OJ.L_.2018.048.01.0012.01.ENG.

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=File:Self-reported_use_of_prescribed_medicines_by_age,_2014_(%25).png
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=File:Self-reported_use_of_prescribed_medicines_by_age,_2014_(%25).png
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=File:Self-reported_use_of_prescribed_medicines_by_age,_2014_(%25).png
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv:OJ.L_.2018.048.01.0012.01.ENG
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv:OJ.L_.2018.048.01.0012.01.ENG


J H
ealth M

onit. 2024;9(4):e12921. doi: 10.25646/12921
16

Annex Table 1: Age-standardised prevalence of utilisation of medical services by gender and age for Germany and Europe. Source: European Health Interview Survey (EHIS wave 3, 2018 – 2020)

General practitioner services  
in the past 12 months

Specialist services  
in the past 12 months

Psychiatric/psychotherapeutic services  
in the past 12 months

Hospital (inpatient)  
in the past 12 months

Germany Europe Germany Europe Germany Europe Germany Europe

% (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI)

Women 83.6 (82.5 – 84.7) 79.3 (79.0 – 79.7) 67.8 (66.4 – 69.2) 58.4 (58.0 – 58.8) 13.5 (12.4 – 14.6) 7.7 (7.5 – 8.0) 17.0 (15.9 – 18.1) 10.9 (10.6 – 11.2)

18 – 29 years 79.2 (75.6 – 82.4) 72.0 (70.9 – 73.1) 62.8 (58.5 – 66.9) 50.6 (49.3 – 52.0) 20.0 (16.5 – 23.9) 10.1 (9.2 – 11.2) 13.6 (10.7 – 17.0) 7.9 (7.1 – 8.9)

30 – 44 years 80.6 (78.0 – 83.0) 74.1 (73.4 – 74.9) 68.0 (64.9 – 71.0) 56.5 (55.6 – 57.4) 15.2 (13.0 – 17.6) 9.1 (8.5 – 9.7) 9.1 (5.7 – 14.2) 8.8 (8.2 – 9.5)

45 – 64 years 85.1 (83.5 – 86.6) 80.2 (79.7 – 80.7) 72.3 (70.3 – 74.2) 60.6 (59.9 – 61.2) 14.3 (12.8 – 15.9) 8.0 (7.6 – 8.4) 16.6 (15.1 – 18.3) 10.0 (9.6 – 10.5)

65 years  
and older

88.1 (86.5 – 89.5) 88.8 (88.4 – 89.3) 65.1 (62.7 – 67.4) 63.1 (62.3 – 63.8) 5.7 (4.7 – 6.9) 4.2 (3.9 – 4.5) 23.6 (21.6 – 25.7) 16.7 (16.1 – 17.3)

Men 79.1 (77.9 – 80.3) 72.1 (71.7 – 72.5) 53.0 (51.6 – 54.5) 45.7 (45.3 – 46.2) 8.7 (7.9 – 9.6) 5.1 (4.8 – 5.3) 16.8 (15.7 – 17.9) 10.8 (10.4 – 11.1)

18 – 29 years 76.2 (72.8 – 79.2) 62.1 (60.9 – 63.2) 42.5 (38.9 – 46.3) 33.3 (32.1 – 34.5) 8.9 (6.9 – 11.5) 5.9 (5.3 – 6.6) 9.3 (7.3 – 11.8) 5.4 (4.8 – 6.1)

30 – 44 years 71.8 (68.7 – 74.7) 63.1 (62.2 – 64.0) 43.8 (40.6 – 47.0) 35.4 (34.5 – 36.4) 9.5 (7.8 – 11.7) 5.9 (5.4 – 6.4) 10.5 (8.6 – 12.8) 6.0 (5.5 – 6.6)

45 – 64 years 79.9 (78.0 – 81.8) 73.4 (72.8 – 74.0) 55.7 (53.3 – 58.1) 47.5 (46.8 – 48.3) 11.5 (9.9 – 13.3) 5.9 (5.4 – 6.3) 19.0 (17.1 – 21.0) 11.2 (10.6 – 11.7)

65 years  
and older

88.0 (86.0 – 89.8) 86.8 (86.2 – 87.3) 67.0 (64.4 – 69.5) 62.8 (62.0 – 63.6) 3.8 (3.0 – 4.8) 2.5 (2.3 – 2.8) 26.0 (23.6 – 28.4) 18.9 (18.2 – 19.6)

Total 81.4 (80.5 – 82.2) 75.7 (75.5 – 76.0) 60.4 (59.4 – 61.4) 52.1 (51.8 – 52.5) 11.1 (10.4 – 11.8) 6.4 (6.2 – 6.6) 16.9 (16.1 – 17.7) 10.8 (10.6 – 11.1)

18 – 29 years 77.7 (75.3 – 79.9) 67.1 (66.3 – 67.9) 52.6 (49.8 – 55.4) 42.0 (41.1 – 42.9) 14.4 (12.3 – 16.8) 8.0 (7.4 – 8.7) 11.4 (9.6 – 13.5) 6.7 (6.1 – 7.2)

30 – 44 years 76.2 (74.2 – 78.1) 68.7 (68.1 – 69.3) 55.9 (53.6 – 58.2) 46.1 (45.4 – 46.8) 12.4 (10.9 – 13.9) 7.5 (7.1 – 7.9) 12.1 (10.6 – 13.8) 7.4 (7.0 – 7.9)

45 – 64 years 82.5 (81.2 – 83.7) 76.9 (76.4 – 77.3) 64.0 (62.4 – 65.6) 54.1 (53.6 – 54.6) 12.9 (11.8 – 14.1) 6.9 (6.6 – 7.2) 17.8 (16.6 – 19.1) 10.6 (10.2 – 11.0)

65 years  
and older

88.1 (86.8 – 89.2) 87.8 (87.4 – 88.2) 66.1 (64.3 – 67.8) 62.9 (62.4 – 63.5) 4.8 (4.1 – 5.5) 3.4 (3.2 – 3.6) 24.8 (23.2 – 26.4) 17.8 (17.3 – 18.3)

% = percent; 95 % CI = 95 % confidence interval ▾ Continued on next page ▾
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Annex Table 1 (Continued): Age-standardised prevalence of utilisation of medical services by gender and age for Germany and Europe. Source: European Health Interview Survey (EHIS wave 3, 2018 – 2020)

Blood pressure measurement  
in the past 12 months

Cholesterol measurement  
in the past 12 months

Blood sugar measurement  
in the past 12 months

Use of medication prescribed  
by a doctor in the last 2 weeks

Use of medication not prescribed  
by a doctor in the last 2 weeks

Germany Europe Germany Europe Germany Europe Germany Europe Germany Europe

% (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI) % (95 % CI)

Women 80.1 (78.9 – 81.2) 69.4 (69.0 – 69.8) 62.7 (61.2 – 64.1) 57.5 (57.1 – 57.9) 60.0 (58.6 – 61.5) 57.8 (57.3 – 58.2) 56.2 (54.8 – 57.6) 51.2 (50.8 – 51.7) 43.5 (42.1 – 44.9) 38.6 (38.1 – 39.0)

18 – 29 years 73.2 (69.2 – 76.7) 55.6 (54.3 – 56.9) 46.3 (41.9 – 50.7) 38.6 (37.3 – 39.9) 42.2 (37.8 – 46.7) 40.0 (38.7 – 41.3) 36.7 (32.6 – 40.9) 27.9 (26.7 – 29.2) 42.2 (38.1 – 46.3) 35.0 (33.8 – 36.3)

30 – 44 years 76.4 (73.6 – 78.9) 61.7 (60.8 – 62.6) 50.6 (47.4 – 53.8) 46.9 (46.0 – 47.8) 48.2 (45.0 – 51.5) 48.3 (47.3 – 49.2) 38.2 (35.2 – 41.3) 33.2 (32.3 – 34.1) 49.2 (46.0 – 52.3) 40.7 (39.8 – 41.6)

45 – 64 years 81.0 (79.2 – 82.7) 71.3 (70.8 – 71.9) 67.7 (65.7 – 69.7) 61.6 (60.9 – 62.2) 65.1 (63.0 – 67.2) 61.0 (60.4 – 61.7) 61.4 (59.3 – 63.4) 55.6 (54.9 – 56.2) 45.1 (43.0 – 47.2) 40.2 (39.6 – 40.9)

65 years  
and older

87.8 (86.2 – 89.3) 84.7 (84.2 – 85.2) 79.9 (78.0 – 81.6) 76.3 (75.7 – 76.9) 77.8 (75.8 – 79.7) 75.8 (75.2 – 76.4) 82.6 (80.9 – 84.2) 81.3 (80.8 – 81.8) 36.4 (34.2 – 38.7) 36.4 (35.8 – 37.1)

Men 70.1 (68.7 – 71.5) 64.0 (63.5 – 64.4) 58.8 (57.3 – 60.3) 54.6 (54.1 – 55.1) 56.9 (55.4 – 58.4) 54.4 (53.9 – 54.8) 50.0 (48.5 – 51.4) 44.4 (43.9 – 44.8) 31.1 (29.8 – 32.5) 28.0 (27.6 – 28.4)

18 – 29 years 50.5 (46.7 – 54.3) 43.3 (42.1 – 44.5) 33.4 (29.8 – 37.1) 30.6 (29.4 – 31.8) 32.0 (28.4 – 35.8) 31.1 (30.0 – 32.3) 21.0 (18.1 – 24.3) 16.5 (15.5 – 17.5) 36.3 (32.7 – 39.9) 27.0 (25.9 – 28.1)

30 – 44 years 59.6 (56.4 – 62.8) 52.5 (51.5 – 53.5) 44.6 (41.3 – 48.0) 41.6 (40.6 – 42.5) 42.5 (39.2 – 45.9) 41.5 (40.5 – 42.4) 31.3 (28.3 – 34.5) 24.5 (23.6 – 25.4) 36.1 (33.1 – 39.2) 30.0 (29.2 – 31.0)

45 – 64 years 76.7 (74.6 – 78.6) 68.6 (67.9 – 69.3) 66.5 (64.1 – 68.7) 60.2 (59.5 – 60.9) 64.2 (61.8 – 66.5) 59.4 (58.7 – 60.1) 56.2 (53.8 – 58.6) 48.8 (48.1 – 49.5) 28.2 (26.2 – 30.4) 27.5 (26.8 – 28.1)

65 years  
and older

86.7 (84.6 – 88.5) 83.9 (83.3 – 84.5) 80.5 (78.1 – 82.7) 76.8 (76.1 – 77.5) 79.0 (76.5 – 81.2) 76.6 (75.9 – 77.3) 82.9 (80.7 – 84.9) 78.8 (78.1 – 79.5) 26.0 (23.8 – 28.3) 27.3 (26.6 – 28.0)

Total 75.1 (74.2 – 76.0) 66.7 (66.4 – 67.0) 60.7 (59.7 – 61.7) 56.1 (55.7 – 56.4) 58.5 (57.4 – 59.5) 56.1 (55.8 – 56.4) 53.1 (52.1 – 54.1) 47.8 (47.5 – 48.2) 37.3 (36.3 – 38.3) 33.3 (33.0 – 33.6)

18 – 29 years 61.8 (59.0 – 64.5) 49.5 (48.6 – 50.4) 39.8 (37.0 – 42.8) 34.6 (33.7 – 35.5) 37.0 (34.2 – 40.0) 35.6 (34.7 – 36.5) 28.8 (26.2 – 31.5) 22.2 (21.4 – 23.1) 39.2 (36.5 – 42.0) 31.0 (30.2 – 31.9)

30 – 44 years 68.0 (65.9 – 70.1) 57.2 (56.5 – 57.8) 47.7 (45.4 – 50.0) 44.3 (43.6 – 45.0) 45.4 (43.1 – 47.7) 44.9 (44.3 – 45.6) 34.8 (32.6 – 37.0) 28.9 (28.2 – 29.5) 42.6 (40.4 – 44.9) 35.4 (34.8 – 36.1)

45 – 64 years 78.8 (77.5 – 80.1) 70.0 (69.5 – 70.4) 67.1 (65.6 – 68.6) 60.9 (60.4 – 61.4) 64.7 (63.1 – 66.2) 60.2 (59.7 – 60.7) 58.8 (57.2 – 60.4) 52.2 (51.7 – 52.7) 36.7 (35.2 – 38.2) 33.9 (33.5 – 34.4)

65 years  
and older

87.3 (86.0 – 88.5) 84.3 (83.9 – 84.7) 80.2 (78.7 – 81.6) 76.6 (76.1 – 77.0) 78.4 (76.8 – 79.9) 76.2 (75.7 – 76.7) 82.8 (81.4 – 84.0) 80.1 (79.6 – 80.5) 31.2 (29.6 – 32.8) 31.9 (31.4 – 32.4)

% = percent; 95 % CI = 95 % confidence interval
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Annex Table 2: Age-standardised prevalence of utilisation of dental 
services by gender and age for Germany and Europe. Source: European 
Health Interview Survey (EHIS wave 3, 2018 – 2020)

Dental services in the past 12 months

Germany Europe

% (95 % CI) % (95 % CI)

Women 86.1 (84.9 – 87.1) 64.6 (64.2 – 65.0)

18 – 29 years 82.6 (78.9 – 85.7) 68.0 (66.8 – 69.2)

30 – 44 years 90.2 (87.9 – 92.1) 69.6 (68.9 – 70.4)

45 – 64 years 88.9 (87.3 – 90.4) 67.1 (66.5 – 67.7)

65 – 74 years 85.2 (82.5 – 87.6) 59.2 (58.3 – 60.2)

75 years and older 74.8 (71.3 – 78.0) 45.4 (44.3 – 46.5)

Men 78.6 (77.3 – 79.9) 57.6 (57.2 – 58.1)

18 – 29 years 76.2 (72.7 – 79.4) 59.8 (58.6 – 61.0)

30 – 44 years 78.0 (74.9 – 80.7) 60.4 (59.5 – 61.4)

45 – 64 years 79.6 (77.4 – 81.6) 59.0 (58.3 – 59.7)

65 – 74 years 79.7 (76.3 – 82.8) 54.6 (53.5 – 55.6)

75 years and older 79.9 (76.5 – 82.9) 47.3 (46.1 – 48.6)

Total 82.3 (81.5 – 83.2) 61.1 (60.8 – 61.5)

18 – 29 years 79.4 (76.9 – 81.6) 63.9 (63.1 – 64.8)

30 – 44 years 84.1 (82.2 – 85.8) 65.1 (64.5 – 65.7)

45 – 64 years 84.2 (82.9 – 85.5) 63.1 (62.6 – 63.6)

65 – 74 years 82.5 (80.3 – 84.5) 56.9 (56.2 – 57.6)

75 years and older 77.4 (74.9 – 79.6) 46.4 (45.5 – 47.2)

% = percent; 95 % CI = 95 % confidence interval

Annex Table 3: Age-standardised prevalence of utilisation of colonoscopy 
by gender and age for Germany and Europe. Source: European Health 
Interview Survey (EHIS wave 3, 2018 – 2020)

Colonoscopy in the past 10 years

Germany Europe

% (95 % CI) % (95 % CI)

Women 53.6 (51.7 – 55.4) 28.9 (28.3 – 29.5)

50 – 54 years 38.6 (34.8 – 42.5) 20.9 (19.7 – 22.1)

55 – 59 years 49.1 (45.4 – 52.8) 25.8 (24.7 – 27.0)

60 – 64 years 58.7 (54.7 – 62.6) 31.0 (29.8 – 32.3)

65 – 69 years 60.1 (55.9 – 64.1) 33.4 (32.1 – 34.7)

70 – 74 years 67.1 (62.4 – 71.4) 36.6 (35.1 – 38.2)

Men 51.6 (49.5 – 53.7) 29.8 (29.1 – 30.4)

50 – 54 years 34.8 (30.6 – 39.2) 19.6 (18.3 – 20.8)

55 – 59 years 43.3 (39.0 – 47.7) 25.6 (24.3 – 26.9)

60 – 64 years 58.5 (54.1 – 62.7) 32.6 (31.3 – 34.0)

65 – 69 years 61.8 (57.3 – 66.0) 35.8 (34.5 – 37.2)

70 – 74 years 66.4 (60.6 – 71.8) 39.2 (37.5 – 40.9)

Total 52.6 (51.2 – 54.0) 29.3 (28.9 – 29.8)

50 – 54 years 36.7 (33.8 – 39.6) 20.2 (19.4 – 21.1)

55 – 59 years 46.2 (43.3 – 49.1) 25.7 (24.9 – 26.6)

60 – 64 years 58.6 (55.6 – 61.5) 31.8 (30.9 – 32.8)

65 – 69 years 60.9 (57.9 – 63.9) 34.6 (33.7 – 35.6)

70 – 74 years 66.8 (63.1 – 70.3) 37.9 (36.8 – 39.0)

% = percent; 95 % CI = 95 % confidence interval
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