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Lars Eric Kroll, Franziska Priitz, Julia Thom In Germany, the provision of health services to people with mental disorders is an issue that is subject to controversial

debate. On the one hand, regional differences exist in the distribution of psychotherapists in Germany. On the other
hand, patients are often willing to accept the extra effort of having to travel further in order to access treatment
even in case of a low supply. Thus, in addition to issues of access, an analysis of care provision also needs to take
into account the actual level of services utilization. The present paper analyses the utilization of outpatient psychiatric
and psychotherapeutic services and identifies individual and regional determinants.

The German Health Update (GEDA) is a nationwide survey of the adult population that is conducted by the Robert
Koch Institute in the context of its population-based health monitoring. The GEDA 2014/2015-EHIS study (n=24,016)
is based on a two-stage stratified random sample drawn from the population registers of 301 local authorities in
Germany. The main outcome is the utilization of psychotherapeutic or psychiatric services during the last 12 months.
In addition to the consideration of individual factors, the survey data was combined with information describing
the regional distribution of providers of outpatient psychotherapeutic and neurological care. The data was analysed
using logistic multi-level regression.

In Germany, 11.3% of women and 8.1% of men report that they have used psychotherapeutic or psychiatric treatment
within the last 12 months. Among respondents with current depressive symptoms, these rates are 35.0% in women
and 31.0% in men. This means that approximately two thirds of people with current depressive symptoms do not
seek the services of these health professionals during this period. Apart from current depressive symptoms the
utilization of psychiatric and psychotherapeutic services is associated with not living with a partner and with low
levels of social support. Furthermore, in regions with a high density of care providers, the proportion of people with
current depressive symptoms using such services is about 15 percentage points higher than in regions with a low
density.

The conditions for the utilization of the respective services should not only be improved by increasing the number
of care providers, but also by implementing accompanying measures. Innovations in health care aiming at rapid
and low-threshold access as well as approaches for a better cooperation between primary and specialist care should
therefore be evaluated regarding their contribution to an improved early treatment.
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The utilization of psychiatric and psychotherapeutic services in Germany — individual determinants and regional differences

1. Introduction

According to the Global Burden of Disease study, men-
tal disorders are among the most frequent causes of
health-related limitations throughout the world (meas-
ured in years lived with disability) and contribute signif-
icantly to the burden of disease [1, 2]. In Germany depres-
sion is the third most common cause of health-related
limitations [3]. This is not only due to the prevalence of
depressive disorders, but because they can considerably
reduce health-related quality of life as they often appear
at a young age, can recur episodically and may even
develop into chronic disorders.

The spread of depression and its related conse-
quences also pose a particular challenge to the health
care system in Germany. Health insurers report a
steady increase in medical diagnoses of mental disor-
ders, in general, and depression in particular [4-8].
Depression is also associated with a noticeable
increase in workplace absenteeism: although depres-
sion-related absenteeism only affects a small propor-
tion of insured employees [8], its long duration means
it is one of the conditions with the highest number of
days absent from work. Furthermore, increasing num-
bers of people are claiming disability pension benefits
due to mental disorders, with the number of claimants
doubling between 1993 and 2015 [9, 10]. In the inter-
est of public health, therefore, it is essential to under-
stand the impact that these developments are having
on the shape of the care system.This presupposes a
nuanced view of the utilization of psychiatric and psy-
chotherapeutic services.

High quality care has to ensure that people with men-
tal disorders who have a need for assistance do indeed
receive appropriate diagnosis and treatment. Before this
can happen, however, the individuals in question need
to enter the medical system; the first port of call, there-
fore, is in many cases a general practice. Importantly,
according to the clinical guidelines in the long-term
patients with depression should be cared for by psycho-
therapeutic or psychiatric specialists [11]. However,
claims data shows that this is rarely the case. About 82%
of patients who have been medically diagnosed with an
affective disorder are cared for in general practices or
practices focused on somatic disorders; among people
with severe depression this still applies to 40% [12].

This situation may be partly caused by limited access
to appropriate health care. The extent to which outpa-
tient treatment in Germany reflects a patients’ needs is
a contentious issue. In accordance with a strict reading
of the needs-based planning directive, only a few regions
can be said to be undersupplied by neurologists/psychi-
atrists and psychotherapists [13]. Conventional needs
planning is usually used to assess the extent to which a
region exceeds or falls short of the ratio of physicians
per inhabitant as stipulated in the needs-based planning
directive. However, since these ratios are based on his-
torical and purely descriptive physician-inhabitant ratios,
they are only partly applicable to assessments of the
extent to which care provision reflects patients’ needs.
Empirical studies show that the considerable regional
differences in the density of outpatient specialist prac-
tices and psychotherapists do not reflect the regional
differences in the frequency of mental disorders. Rather,
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they constitute real differences in care provision, which,
in turn, lead to regional differences in access to treat-
ment [14-19]. Moreover, difficulties in assessing the sup-
ply situation are compounded by the fact that depression
can vary among patients, even among those who have
received the same diagnosis [20]. The need for care can
vary according to the severity of the symptoms, the lim-
itations they place on people’s lives, the suffering a per-
son experiences and a patient’s preferred form of treat-
ment.

However, there are various reasons why a regionally
unequal distribution of care structures need not neces-
sarily lead to a lower demand for services or even poorer
quality of care provision. Initially, this situation merely
means that people face unequal access to treatment that
may be perceived as a barrier to care. However, the actual
utilization of health care services by people with a med-
ical need has to be analysed separately [21]. These patients
may accept different levels of effort and costs in their
attempts to overcome barriers to care in order to benefit
from a particular service. For example, it has been shown
that among patients with pulmonary disease and multi-
ple sclerosis, factors such as a longer distance to a phy-
sician’s practice or greater travelling time, which are the
direct result of a lower supply density, have no influence
on the actual utilization of necessary outpatient medical
services [22]. In addition, a hypothesis has been put for-
ward that higher demand in better-served regions does
not necessarily imply better provision. Rather, it may actu-
ally be leading to supplier-induced demand; in other
words, a situation in which services are used despite the
lack of a need for treatment [16, 20, 23].

Therefore, when analysing the possible effects of
regional disparities in care provision, alongside access,
the need for medical care and levels of realised access
(utilization) need to be taken into account. Importantly,
utilization is not only driven by local conditions, but also
by a large number of individual factors [24-26]. Some of
these central socio-demographic and social determi-
nants are considered in this study, which is aimed at
describing the frequency and influencing factors that
affect the demand for outpatient psychotherapeutic and
psychiatric services among the general population. It is
particularly focused on the question of how strongly
regional differences in care affect whether a person with
current depressive symptoms contacts the relevant
health care professionals. The contribution closes by
placing its findings within the context of current scien-
tific and health policy discussions.

2. Method
2.1 Data

The German Health Update (GEDA) study is a nation-
wide survey of the adult population in Germany conduct-
ed as part of the health monitoring framework under-
taken by the Robert Koch Institute (RKI) on behalf of the
German Federal Ministry of Health. The questionnaire
used in the European Health Interview Survey (EHIS,
Wave 2) was integrated into GEDA 2014/2015 for the first
time. The study collects data using a self-administered
questionnaire that can be completed on paper or online.
The GEDA 2014/2015-EHIS study is based on a two-stage
stratified cluster sample. 301 municipalities were ran-
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domly selected for the first phase. These belong to 231
districts that represent the various municipalities and
regions in Germany. People with permanent residence
in one of the selected locations were randomly drawn
from local population registers. A detailed description
of the methodology used for GEDA 2014/2015-EHIS can
be found in Lange et al. 2017 [61] as well as in the article
German Health Update: New data for Germany and
Europe in issue 1/2017 of the Journal of Health Monitor-
ing and the infobox.

At the district level, the survey data were combined
with information from the Federal Registry of Physicians
on the regional distribution of providers of outpatient
specialist care for mental disorders from the year 2013
[28]. This included data on the regional density (service
providers per 100,000 inhabitants) of ‘psychotherapists’
and ‘neurologists/psychiatrists’ as defined by the needs-
based planning directive [29]. Consequently, ‘psychother-
apists’ are 1) predominantly or exclusively psychothera-
peutic physicians 2) specialists for psychotherapeutic
medicine, 3) specialists for psychosomatic medicine and
psychotherapy, 4) psychological psychotherapists or 5)
paediatric psychotherapists. ‘Neurologists/psychiatrists’
consist of health care providers with a specialist qualifi-
cation in 1) psychiatry, 2) psychiatry and psychotherapy 3),
neurology and psychiatry or 4) neurology.

In order to take into account the impact of the provi-
sion of services to neighbouring districts, supply densi-
ties were adjusted in accordance with the relations of
co-provision described by the Zentralinstitut fur die kas-
sendrztliche Versorgung (Zi); these are based on the
claims data covering service provision in 2008 [30, 31].

For example, service providers in core cities are fre-
quently consulted by patients from the surrounding area
(with lower levels of care provision) and thus are not
fully available to the people living in core cities. As such,
the ratio of physicians to the population in core cities
was adjusted downwards depending on the level of ser-
vice provision to the surrounding area; at the same time,
the ratio of physicians to the population in the surround-
ing area was increased. Finally, although the distances
that patients have to travel to care facilities can differ
depending on their district (due to their location and the
transport available), the average values in density and
co-provision could not be adjusted to reflect this varia-
tion.

2.2 Indicators

The target variable at the individual level is the utiliza-
tion of relevant specialist medical services (‘yes’/‘no’).
As such, participants in the GEDA 2014/2015-EHIS study
were asked: ‘Have you visited a psychologist, psycho-
therapist or psychiatrist in the past 12 months for con-
sultation, examination or treatment?’ This question
forms part of the catalogue of questions set out in the
European Health Interview Survey (EHIS). A 2013 EU
regulation made the implementation of EHIS mandato-
ry for all European Union member states [27, 32].

In addition to age, gender, and the distinction between
‘new German federal states’ (East Germany) and ‘old
German federal states (West Germany) (including Ber-
lin)’, social indicators were selected that either reflect
the social composition of the population or that previ-
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ous studies have already shown to be associated with
the utilization of medical services [33-36]. As with previ-
ous GEDA waves, the respondents’ socio-economic sta-
tus was constructed by combining education, occupa-
tion and income into an index, and classifying the data
into three status groups (‘low’, ‘medium’ and ‘high’) [37].
The respondents’ type of insurance was categorised as
either ‘statutory’ or ‘private’. The indicators on partner-
ship and social support enabled the respondents’ level
of social integration to be included in the analysis. Data
on partnerships was gathered using the question: ‘In
your household, do you live together with someone in
marriage/consensual union?’ The level of perceived
social support was assessed using the Oslo-3 Social Sup-
port Scale [38]. The categories ‘medium support’ and
‘high support’ were combined, resulting in ‘low support’
and ‘medium to high support’.

Current depressive symptoms served as an indicator
of a medical need for treatment. This information was
gathered for GEDA 2014/2015-EHIS using self-reported
data collected using the German version of the &-item
depression module that forms part of the Patient Health
Questionnaire (PHQ-8) [39]. This instrument employs
eight individual items that assess the frequency of cur-
rent symptoms of a major depression during the last
two weeks in accordance with DSM-IV (Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition) with
the exception of suicidality. Current depressive symp-
toms are prevalent in respondents with a sum of at least
10 points on a scale ranging to a maximum of 24 points
[39]- This measure differs from a diagnosis based on the
categorisation of depression in accordance with DSM-1V,

which requires the inclusion of core symptoms and exclu-
sionary criteria. Nevertheless, PHQ is a reliable and valid
screening tool for the prediction of depression and is
internationally established in clinical and popula-
tion-based studies [40, 41]. As an additional indicator of
a medical need for care, the existence of a chronic dis-
ease was assessed using an instrument that has been
standardised at the EU level as part of the Minimum
European Health Module (MEHM) [42]. Respondents
were asked: ‘Do you have one or more long-term chronic
diseases?’ In addition to depressive symptoms, this indi-
cator is primarily used to identify possible co-morbidi-
ties and accounts more comprehensively for a patient’s
need for treatment.

2.3 Statistical analysis

The analyses were conducted using STATA 14.1. All cal-
culations were carried out with a weighting factor that
corrected the sample for deviations from the population
structure (as of 31 December 2014) in terms of gender,
age, district type and level of education. The type of dis-
trict reflects the degree of urbanisation and corresponds
to the regional distribution in Germany. In the descrip-
tive analyses, the STATA procedures SVY were used for
the weighting of complex samples. In order to adequate-
ly account for influencing factors at the district level (the
supply density), and in addition to the individual deter-
minants that were included in the multivariate analysis,
multi-level analyses (random-intercept regression mod-
els) were carried out using the MELOGIT procedure.
Furthermore, and in line with the XTMRHO procedure,
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median odds ratios were calculated as a measure of the
mean variation in utilization between districts [43]. Asso-
ciations between determinants and utilization are report-
ed as odds ratios. The MARGINS and MARGINSPLOT
procedures were employed for model based predictions
and visualisations of the utilization of psychotherapeu-
tic and psychiatric services depending on the density of
supply. For this, possible interactions between the vari-
ables were additionally considered in the model. Weight-
ing for the multilevel models was done by decomposing
the sample weights into separate weights for districts
and individuals [44].

3. Results
3.1 Supply structures

An analysis of the extent to which the utilization of health
services is influenced by the regional supply presuppos-
es the existence of an unequal distribution of services.
This is certainly the case in Germany. Particularly in psy-
chotherapeutic care, a considerable regional variation
in the density of outpatient care providers exists (with
the group of physicians defined in accordance with
the needs-based planning directive; see Method). In 2013,
coverage ranged from a nominal 1.7 service providers
per 100,000 inhabitants in the district of Landshut to
129.7 service providers per 100,000 inhabitants in the
urban district of Heidelberg [28]. Two patterns are clear
from the existing regional distribution: on the one hand,
coverage is significantly lower in certain areas, especial-
ly in districts in eastern Germany and Bavaria, than in
large parts of western Germany. On the other hand, there

is particularly high coverage in urban districts and city-
states (Figure 1). In eastern Germany, a large number of
districts do not benefit from co-provision by small, medi-
um or large cities. Since the implementation of district
reforms, there are no longer any independent urban dis-
tricts in the northeast of Germany; as such, the low sup-
ply densities in these regions effectively reflect the aver-
age results for urban and rural areas.

The case is different for physicians specialised in neu-
rology/psychiatry (defined in accordance with the direc-
tive for needs-based planning; see Method). On the one
hand, regional patterns, such as the difference between
eastern and western Germany, are less pronounced
(Figure 1). On the other hand, the supply density is
significantly lower than for psychotherapists. In fact, in
some districts, such as Schweinfurt there are no special-
ist neurological/psychiatric practices at all. At the same
time, the differences in coverage are also significantly
lower: the highest density of psychotherapists is found
in the urban district of Bamberg with 17.9 service pro-
viders per 100,000 inhabitants.

The frequent proximity of less well-served rural dis-
tricts to urban districts with relatively good levels of ser-
vice provision highlights the need to adequately account
for cross-boundary service provision (co-provision).
Doing so leads to a significant reduction in regional dis-
parities in supply. The example of psychotherapists, in
particular, demonstrates that the supply in districts with
avery low supply density is usually better than assumed
once the co-provision of services by other districts is
taken into account. In districts and cities with a compar-
atively good level of service provision, the co-provision
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Figure 1

The regional distribution of psychotherapists
and neurologist/psychiatrist practices in 2013
(defined in accordance with the directive for
needs-based planning; raw provider density;
Physicians per 100,000 inhabitants)

Source: Federal Registry of Physicians [28]
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of outlying regions results in a lower level of supply in 3.2 Utilization of psychotherapeutic and psychiatric
these areas. This reduces the maximum number of ser- services
vice providers that are actually available from close to
130 per 100,000 inhabitants to around 75 (Figure 2). In addition to the service supply structures, an analysis

of the health care situation also needs to take into
account the actual utilization of the services concerned.
In Germany, 9.7% (95% Cl: 9.2-10.3) of the adult popu-
lation report having contact with psychotherapeutic or
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Figure 2

The distribution of practices providing
psychotherapy and neurology at the district
level in 2013 (defined in accordance with the
needs-based planning directive; crude provider
density, and density adjusted due to

the co-provision of care)

Source: Federal Registry of Physicians [28],

Zi 30, 31]

11.3% of women and 8.1% of
men report that they have
used psychotherapeutic or
psychiatric assistance within
the last 12 months.
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psychiatric care providers at least once within the last
year. At 11.3% (95% Cl: 10.6-12.1), women are significant-
ly more likely to visit these specialists than men, for
whom the figure stands at 8.1% (95% Cl: 7.5-8.8). In
addition, changes also occur in the utilization of these
services with increasing age (Figure 3).

The proportion of men and women who seek treat-
ment from psychotherapeutic or psychiatric care pro-
viders initially increases with age, reaching the highest
rates among adults aged between 50 and 59 (13.4% for
women and 9.7% for men). After this, self-reported uti-
lization declines, reaching the lowest figures among
both genders for 70- to 79-year-olds (women: 8.9%,
men: 5.9%) and respondents aged 8o or above (women:
8.5%, men: 4.1%).

A significantly higher utilization was also identified
among people suffering from a chronic disease (Table 1).
However, marked differences are particularly evident

Districts (increases according to provider density)

Neurology/psychiatry (raw)
—— Neurology/psychiatry (adjusted)

between individuals who present current depressive
symptoms compared to people without such symptoms.
35% of women and 31% of men with current depressive
symptoms report having visited a psychotherapeutic or
psychiatric care provider in the past 12 months. In other
words, around two thirds of people presenting current
depressive symptoms did not seek psychotherapeutic
or psychiatric care in the past 12 months or were treated
in general practices or by care providers focused on
somatic care.

Moreover, the utilization of psychotherapeutic and
psychiatric care as well differs by social and socio-demo-
graphic factors (Table 1). For example, people with a low
socio-economic status are more likely to visit these spe-
cialists than people with a medium or high socio-eco-
nomic status. The differences identified between people
with statutory or private health insurance as well as
between the old and new German federal states, how-
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Figure 3

Utilization of psychotherapeutic or psychiatric
services according to age and gender
(n=23,875)

Source: GEDA 2014/2015-EHIS

About two thirds of people
with current depressive
symptoms have not visited
a psychotherapeutic or
psychiatric care provider
within the last year.
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ever, are small. In view of the lower density of care in the
new federal states, at the descriptive level, this finding
indicates that a lower level of supply does not directly
coincide with a lower utilization (Table 1, Figure 1).

On the other hand, stronger associations exist
between social inclusion and the utilization of psycho-
therapeutic or psychiatric services. People not living in
marriage/consensual union, and those with low levels
of social support in particular, are more likely than oth-
ers to seek psychotherapeutic or psychiatric treatment.

3.3 Individual and regional factors that influence
utilization

The multilevel analysis demonstrates significant differ-
ences between the districts in terms of the utilization of
psychotherapeutic or psychiatric treatment (the median
odds ratio of the model without control variables was 1.33).

40-49 50-59 60-69 70-79 80+

Years

These differences are also associated with the regional
distribution of care providers: the density of psychother-
apists at the district level — adjusted for the co-provision
of care — demonstrates a significant correlation with the
utilization of psychotherapeutic and psychiatric treatment
at the individual level. In fact, the probability that these
services will be used increases, on average, by 0.7% with
the addition of a further ten psychotherapists per district
(odds ratio 1.007, Table 2). There is no comparable cor-
relation between utilization and the regional distribution
of neurologists/psychiatrists.

Alongside medical need, gender and age are also
linked to differences in utilization. For example, women
are more likely to seek psychotherapeutic or psychiatric
services than men. However, the significant odds ratios
gained from the analysis of age and squared age indi-
cate that the increased utilization by age is not a linear
progression (Table 2). As such, the model confirms the
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Table 1

Utilization of psychotherapeutic
and psychiatric services according
to selected social characteristics
Source: GEDA 2014/2015-EHIS
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Women Men
% (95% ClI) % (95% Cl)
Region (n=13,066) (n=10,809)
Old federal states (including Berlin) 11.3 (10.4-12.2) 8.0 (7.3-8.7)
New federal states 11.8 (10.4-13.4) 8.7 (7.3-10.3)
SES (n=13,047) (n=10,782)
Low 13.7 (11.8-15.8) 10.1 (8.6-11.9)
Middle 10.9 (10.1-11.8) 8.0 (7.1-9,0)
High 9.9 (8.7-11.2) 6.5 (5.5-7.6)
Health insurance (n=12,660) (n=10,359)
Statutory 11.3 (10.5-12.1) 83 (7.5-9.7)
Private 10.1 (8.6-11.8) 7.0 (5.8-8.4)
Marriage/consensual union (n=12,909) (n=10,648)
Yes 9.9 (9.1-10.8) 7.1 (6.5-7.9)
No 13.9 (12.6-15.4) 10.3 (8.9-11.8)
Social support (n=12,851) (n=10,638)
Middle/high 9.8 (9.1-10.5) 6.8 (6.2-7.5)
Low 18.1 (16.1-20.4) 13.3 (11.6-15.2)
Current depressive symptoms (n=12,838) (n=10,653)
Yes 35.0 (31.8-38.2) 31.0 (27.4-35.0)
No 8.2 (7.5-8.9) 5.9 (5.3-6.6)
Chronic disease (n=12,960) (n=10,743)
Yes 16.5 (15.3-17.9) 13.4 (12.3-14.6)
No 6.6 (5.8-7.4) 3.9 (3.3-4.5)

Cl=confidence interval; SES=socio-economic status

descriptive analysis in that utilization initially increases
with age before decreasing (Figure 1). In terms of the
other non-medical factors, the multivariate model mainly
seems to indicate an association between social inclu-
sion and utilization: those who do not live in marriage/
consensual union, as well as those with low levels of
social support, use psychotherapeutic and psychiatric
treatment services significantly more often. Neverthe-
less, there is no significant correlation between socio-eco-

nomic status or type of insurance and utilization once
medical need has been controlled for.

Based on the models, the correlation between the
regional distribution of psychotherapists and the utili-
zation of psychotherapeutic and psychiatric services can
be presented in two separate graphs for men and women.
This demonstrates an evident association especially for
people who had current depressive symptoms at the
time of the survey (Figure 4). Among people with no

[#]«]2]]

FOCUS



Journal of Health Monitoring

Table 2

Individual and regional determinants for
the utilization of psychotherapeutic or
psychiatric services; results of logistic
multilevel analyses (odds ratios) (n=21,968)
Source: GEDA 2014/2015-EHIS

In regions with relatively
good coverage people with
current depressive symp-
toms are much more likely
to use the services of
psychotherapists.
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Level Indicator Category OR 95% Cl
Individual Gender (Ref men) women 1.36 1.21 1.53
Age (continuous) 1.0699 1.0470 1.0933
Age? (continuous) 0.9993 0.9990 0.9995
SES (Ref low) middle 1.00 0.84 1.18
high 0.96 0.76 1.23
Health insurance (Ref statutory) private 0.95 0.80 1.12
Marriage/consensual union (Ref yes) no 1.48 1.30 1.69
Social support (Ref medium/high) | low support 1.34 1.16 1.54
Current depressive symptoms (Ref no) yes 4.85 4.1 5.72
Chronic disease (Ref no) yes 2.75 2.38 3.18
District Psychotherapists per 100,000 IN (continuous) 1.0071 1.0014 1.0129
Neurologists per 100,000 IN (continuous) 0.9855 0.9607 1.0111
Variation between districts (MOR) 1.3318

SES=socio-economic status; OR=odds ratio; MOR=median odds ratio; Ref=reference category; Cl=confidence interval; IN=inhabitants;
Psychotherapists, neurologists/psychologists (defined in accordance with the directive for needs-based planning; see Method): corrected for the impact of the

co-provision of care
Values in bold: correlation is statistically significant (p<0.05)

current depressive symptomes, utilization stagnates with
increasing supply density and remains at an almost con-
stant, low level. Among people with current depressive
symptoms, however, an increase in utilization is evident
when a higher density of service provision becomes avail-
able. However, the correlation between the density of
service providers and actual utilization is weaker in areas
with low to medium service densities than in areas with
high to very high densities. Importantly, adjusted for
co-provision, only about 25% of districts have more than
35 psychotherapists per 100,000 inhabitants, and fewer
than 10% have more than 50 per 100,000 inhabitants.
Overall, an increased utilization of around 15 percentage
points was identified. Whereas among women with cur-
rent depressive symptoms the utilization in districts with
low to mid-levels of service provision is close to 30%, it

increases to roughly 45% in regions with a very high sup-
ply density. For men, this rate increases from approxi-
mately 24% to about 40% (Figure 4).

4. Discussion

In Germany, 11.3% of women and 8.1% of men reported
that they had used psychotherapeutic or psychiatric ser-
vices in the past 12 months. Among women and men
with current depressive symptoms, these figures were
35.0% and 31.0%, respectively. In other words, around
two thirds of people with current depressive symptoms
either chose not to seek professional help during the
same 12-month period or were treated by primary carers
or somatic care providers. Large regional differences
exist in particular in the distribution of outpatient psy-
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Figure 4

Utilization of psychotherapeutic or psychiatric
services by people with and without current
depressive symptoms; model based predictions
with 95% confidence intervals (n=21,968)
Source: GEDA 2014/2015-EHIS
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chotherapeutic care providers. Furthermore, there is a
clear correlation between the supply density and the uti-
lization of psychotherapeutic and psychiatric services.
In regions with very high psychotherapeutic supply den-
sities, the proportion of people with current depressive
symptoms who seek treatment is about 15 percentage
points higher than in regions with low coverage. The
data demonstrates that not living in marriage/consen-
sual union and having low levels of social support are
two factors particularly associated with a higher utiliza-
tion of services.

The access that people with mental disorders have to
the specialised care system differs significantly between
regions. The density of psychotherapists varies by a fac-
tor of 76.3, and for neurologists/psychiatrists, the den-
sity varies by a factor of 17.9, meaning that the density
of both groups of professionals far surpasses the rates
stipulated as acceptable by the needs-based planning

I I I I I I I I I I
5 10 15 20 25 30 35 40 45 50 55 60 65
Provider density

directive (variations by a factor of 2.9 or 2.4) [45]. Fur-
thermore, even if the frequency of mental disorders does
not vary dramatically according to region, the conse-
quences of these disorders may still be unequally dis-
tributed due to the differences in the density of service
provision that exists. ‘Co-provision’ is a term used to
describe a situation in which patients in areas with a low
supply density visit treatment providers outside of their
local area. Once the co-provision of neighbouring regions
has been incorporated, the differences between regional
supply densities reduce substantially, although they do
not completely disappear. Interpretations of co-provision
have led to ambiguous findings: on the one hand co-pro-
vision mitigates against regional health care disparities
and highlights necessary efficient services that centres
provide for peripheries. On the other hand, it also makes
patient flows visible that were initially triggered by the
nominal local shortage in services [46].
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Moreover, when interpreting the association between
the service supply and the utilization of psychotherapeu-
tic and psychiatric services, it is important to remember
that indicators of utilization and regional supply struc-
tures can only provide an approximate description of
supply provision on the ground. As such, utilization
among respondents with current depressive symptoms
needs to be treated as a conservative estimate: if current
depressive symptoms developed quite recently, the
respondent may still not have contacted a psychothera-
peutic or psychiatric care provider before the interview.
In addition, the groups of physicians included in the
GEDA 2014/2015-EHIS questionnaire are not exactly the
same as those defined by the needs-based planning
directive that are used for the present regional level anal-
yses (see Method). The data from the GEDA 2014/2015-
EHIS questionnaire may also include a limited amount
of psychological counselling that is provided outside of
the medical system. This form of counselling cannot be
considered a guideline-compatible form of treatment.
At the same time, the densities of neurologists/psychi-
atrists considered above also include physicians mainly
focused on neurological care (as foreseen by the needs-
based planning directive for this group of professionals).
Importantly, claims data demonstrates that about one
third of the most common diagnoses made by neuro-
logical care providers actually involve disorders of the
nervous system (e.g., Parkinson’s, epilepsy or dementia)
[47]- Therefore, this group of physicians is never exclu-
sively available for the treatment of people with mental
disorders. As such, a focus on physician densities tends
to lead to an overestimation of the medical services that

are actually available. Unfortunately, the form in which
the data has been collected means that it is impossible
to clearly identify which group of physicians a specific
care provider belongs to.

Another grey area is the fact that measures of supply
density do not adequately reflect the extent of care that
is actually being provided. Supply not only depends on
the nominal ratio of physicians to the population, but
also on various other factors, such as the proportion of
physicians who work part-time, the number of patients
treated per practice and the frequency of treatment.
There are significant differences between the groups of
physicians under consideration in this context: claims
data from 2008 show that neurological care providers
treat a much larger number of cases per quarter than
their psychotherapeutic colleagues, but charge for a
smaller scope of treatment (time, frequency) per case
[47]- As such, both groups of physicians make contribu-
tions that are difficult to compare and are very specific
in terms of the treatment of mental disorders.

Furthermore, it is important to note that surveys of
current depressive symptoms that use the PHQ-8 ques-
tionnaire can only provide an approximate indication of
psychotherapeutic or psychiatric treatment. It is difficult
to directly derive findings about the need for treatment
from this data. Current depressive symptoms can occur
as an underlying form of depression and may even spon-
taneously regress; in these cases, there is no need for
long-term treatment [48]. However, the target variable
does not seek to cover a comprehensive form of ther-
apy, but instead depicts some kind of contact between
patients and the health system. In keeping with this,
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however, the PHQ-8 questionnaire gathers data from a
group of people who have an initial need for specialist
examination and counselling and, therefore, can cer-
tainly be considered in need of care and entitled to ser-
vices.

Nevertheless, only about one third of people with cur-
rent depressive symptoms reported having contacted a
psychotherapeutic and psychiatric care provider in a
12-month period. This figure corresponds with previous
epidemiological findings on utilization that show that a
majority of people with clinically relevant depressive dis-
orders go untreated [49]. Claims data from statutory
health insurers also demonstrate that when people do
seek treatment, about two thirds of individuals with
depressive disorders receive no specialist medical exam-
inations and are cared for exclusively by their family phy-
sician [5, 11]. Although it is difficult to establish what
actually constitutes an ‘appropriate’ level of utilization
at the population level, these aspects are certainly rele-
vant in terms of the quality of care. Furthermore, it is
likely that depression is under- and over-diagnosed as
well as under- and over-treated. One challenge that
appears within this context is that between half and two
thirds of all diagnoses of depression are unspecific and
lack a severity coding; this applies to more than 80% of
diagnoses made in general practices [5, 6, 50-53]. Whether
these cases can be considered to be guideline-based
treatments that would require a precise grading, and
frequently specialist assessment, is questionable and
should be investigated as part of further studies [11].

When assessing further individual determinants, the
differences in utilization according to age and gender are

striking. Women usually show higher rates of utilization
than men, regardless of the services under consideration
[33, 34, 36] and the utilization of psychotherapeutic and
psychiatric treatment is no exception [49]. Utilization of
psychotherapeutic services tends to decrease with age;
this finding is consistent with previous results [34, 54]. In
terms of socio-economic status, members of the lower
status groups have more frequent contact with psycho-
therapeutic and psychiatric service providers than those
with a medium or high status. However, this difference
was not confirmed by the multivariate model once cur-
rent depressive symptoms had been controlled for. The
descriptively higher utilization among people with a low
socio-economic status can therefore be attributed to the
higher prevalence of current depressive symptoms, and
possibly depressive disorders, among this population
group [55] (see also the Fact sheets on depression and
current depressive symptoms in issue 3/2017 of the Jour-
nal of Health Monitoring). Furthermore, having low lev-
els of social support as well as living without a (married)
partner, in particular, are independently associated with
higher levels of utilization.

This study’s main finding with regard to regional dif-
ferences is that there is a general correlation between
the regional supply of psychotherapeutic care providers
(provider density) and the level of utilization among the
population. The difference tends to be lower in areas
with low to medium supply densities. One possible
explanation is that patients in areas with low levels of
care provision partially compensate by accepting signif-
icantly longer journeys for treatment or switching to
inpatient care.
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At the same time, it cannot be ruled out that no fur-
ther increase of utilization is possible once a particular
capacity has been reached. As such, it is possible that
service providers in regions with lower levels of care pro-
vision may treat more patients, but see them less fre-
quently each quarter than in better-served regions. As
such, service providers may compensate to a certain
extent for the lower supply density. Analyses of claims
data suggest that this is happening, and point to regional
differences in the number of cases per service provider
or in the frequency of treatment in comparisons between
eastern and western federal states in Germany [56]. This
also ties in with the fact that in the present study the fre-
quency of utilization at the population level hardly dif-
fers between the old and new federal states despite con-
siderable differences in the expansion of the outpatient
supply structure.

Thus, people with current depressive symptoms liv-
ing in the roughly 25% of regions with the highest levels
of care are currently advantaged in terms of access to
care. The significantly higher utilization of psychothera-
peutic and psychiatric services in these regions, when it
is needed, shows that the people concerned are also
making use of this improved access. People living in
regions with lower provider densities, on the other hand,
remain more often and longer without care or are treated
more frequently by specialists in somatic therapy. The
extent to which this is reflected in care outcomes, such
as more frequent drug therapy, more frequent inpatient
admission or increased relapse, is a topic for future
research. In any case, these findings — which are con-
sistent with previous studies — militate against the

hypothesis of a supplier-induced demand of psychother-
apeutic and psychiatric care [19]. In well-supplied regions,
utilization increases among people with current depres-
sive symptoms; without these symptoms, it remains at
a comparatively low level, despite the better levels of
care provision.

One way of achieving a needs-based utilization of
psychotherapeutic and psychiatric services involves
adapting needs planning and thus improving supply
structures. According to the GKV-Versorgungsstarkungs-
gesetz (GKV-VSG), from 2017 the Federal Joint Commit-
tee (G-BA) is to adapt needs planning while taking into
account a region’s social and morbidity structure with
the particular aim of improving psychotherapeutic care
(including at the small area level). Although it became
obvious that it can be difficult to find new physicians for
practices that need them and that changes in planning
do not necessarily lead to improved care, this goal
should be pursued further in order to better adapt ser-
vice provision to the patients’ needs. Doing so improves
accessibility by expanding care in areas with poorer lev-
els of provision. Furthermore, it would also reduce the
burden faced by the service providers working in these
areas and help create more resources for needs-based
treatment.

Furthermore, measures need to be considered that
can specifically lower the threshold to enabling faster
initial contact with health care professionals and to
obtaining specialist medical care. The first steps to
implementing such changes have already been taken
with the amendment of the 2017 psychotherapy direc-
tive [57]. Elements such as psychotherapeutic consulta-
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tions or acute treatment during crises should facilitate
earlier access to psychotherapeutic measures in line with
the so called stepped care approach. This would also
mean that measures could be adapted to reflect individ-
ual needs and also help reduce long waiting times which
increase the risk of mental disorders becoming chronic.
In addition, the discontinuation of elaborate expert
assessment procedures for short-term therapies should
also enable patients to receive care more rapidly. How-
ever, it remains to be seen whether these reforms will
merely rearrange existing resources or, ultimately,
whether the larger number of subsequent medical exam-
inations will result in more people being classed as in
need of treatment.

In accordance with §64b SGB V, various pilot projects
are currently testing how the care of people with mental
disorders can be improved. In addition to a stronger
focus on patients’ needs, the main aim is to strengthen
cooperation between primary and specialist care provid-
ers in the outpatient and inpatient sectors, and with fund-
ing agencies (such as health insurers). These pilot pro-
jects often incorporate new forms of care, such as
e-mental health, as app and internet-based services can
provide low-threshold access to care, help bridge waiting
times, as well as improve prevention and promote treat-
ment as part of primary care [58-60]. These measures
could be relevant for people in regions with fewer capac-
ities for outpatient treatment and for those who do not
use existing services due to a feeling of shame or lack of
time. However, these strategies need to be thoroughly
tested and evaluated, and are not a substitute for face-
to-face psychotherapeutic treatment. Despite this, they

demonstrate that improving quality of psychotherapeutic
and psychiatric care not only means increasing the num-
ber of practitioners (providing greater capacity), but also
enhancing and diversifying the ways of access.
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Corrigendum, page 11

An earlier version of this Focus article gave
the following incorrect figure on page 11: ‘In
fact, the probability that these services will
be used increases, on average, by around 7%
with the addition of a further ten psychother-
apists per district (odds ratio 1.007, Table 2).’
The phrase misstates the average increase
in probability of service use (7% instead of
the intended 0.7%).

The correct sentence reads: ‘In fact, the prob-
ability that these services will be used
increases, on average, by 0.7% with the addi-
tion of a further ten psychotherapists per
district (odds ratio 1.007, Table 2).’ The word-
ing of the article in issue 4/2017 has been
corrected accordingly.
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