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Abstract
Introduction: The World Health Organization (WHO) 
defined intermediate and overall goals to assess the perfor-
mance of health systems. As the population perspective 
becomes more important for improving health systems, the 
aim of this study was to gain insights into the perspective of 
people with private health insurance (PHI) in Germany along 
the predefined WHO goals.
Methods: A cross-sectional survey was conducted in 2018 
among people with PHI in Germany. The questionnaire 
included items on all intermediate (access, coverage, qual-
ity, and safety) and overall WHO goals (improved health, 
responsiveness, social and financial risk protection, and 
improved efficiency). Descriptive analyses were conducted 
for the total sample and subgroups (gender, age, income, 
and health status).
Results: In total, 3601 respondents (age 58.5 ± 14.6; 
64.7% male) assessed the German health system. For exam-
ple, 3.3%–7.5% of the respondents with subjective needs 
reported forgone care in the past 12 months due to wait-
ing time, distance, or financial reasons and 14.4% suspected 
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1 | INTRODUCTION

High-performing health systems are a prerequisite for improving population health, preventing deaths, and achieving 
health equity. In the Tallinn Charter of 2008, all member states of the European Region of the World Health Organization 
(WHO) committed to strengthen health systems. 1 The WHO Health Systems Framework defines intermediate 
(access, coverage, quality, and safety) and overall goals (improved health, responsiveness, social and financial risk 
protection, and improved efficiency) for measuring the overall performance of a health system. 2,3 Health system 
performance assessment (HSPA) signifies a process to reveal needs for optimisation and action in the respective 
health system, to identify opportunities for further improvements in comparisons with other countries and over time, 
while focussing on the health system in its entirety. 2,4,5

Patient orientation and the population perspective are highly relevant for health system performance. 1,5 In 
general, health systems should be “responsive to people's needs, preferences and expectations”, 1 which entails that 
health systems put the population and its preferences in the centre. 6,7 Person-centeredness can even help to “improve 
processes and outcomes as well as satisfaction”. 8 On this account, the population should participate and be integrated 
into every level and sector of the health system for sustainability and equity in the health system, and for improving 
population health. 9,10
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medical errors in their care. During the last physician visit 
94.2% experienced respectful treatment but only 60.6% 
perceived coordination of care as good. Unnecessary health 
services were perceived by 24.2%. For many items signifi-
cant subgroup differences were found, particularly for age 
groups (18–64 vs. 65+).
Conclusion: Conducting a health system performance 
assessment from the population perspective gained new 
and unique insights into the perception of people with PHI 
in Germany. Areas to improve the health system were seen 
in, for example, coordination of care, financial risk protec-
tion, and quality of care, and inequalities between subgroups 
were identified.

K E Y W O R D S
Germany, health system performance assessment, patient safety, 
population perspective, private health insurance, quality of health 
care, responsiveness

Key points

•  Health system performance assessment from a population 
perspective is feasible.

•  PHI insured assessed the performance of the German health 
system for the first time.

•  Subgroups (age, gender, income, health status) differed in their 
assessment.

•  Potential for improving coordination, quality of care, and equity 
was seen.



Germany's health system provides universal health coverage to its population, either in statutory social health 
insurance (SHI) or in parallel substitutive private health insurance (PHI). Whether someone is insured in SHI or PHI 
depends on occupational status and income, and is only partially subject to free choice. 11 In 2019, around 8.84 million 
or 11.2% of the population had substitutive PHI. 12 People with PHI are mainly civil servants, the self-employed or 
those with an income above a certain threshold (€64,350/year in 2021) 13 who choose to opt out from SHI. In princi-
ple, all of these groups are free to choose between SHI and PHI, though there are complex regulations and exceptions 
(e.g. for certain professions, such as police officers). SHI, however, is usually not economically beneficial for these 
groups and most choose PHI. For example, self-employed persons with lower incomes have to pay relatively high 
minimum contributions to obtain SHI coverage. PHI is financed by individual risk-related premiums. 11 This coexist-
ence of SHI and substitutive PHI is a special feature of the German health system that distinguishes it from other 
health systems in other countries. 14 Thus, despite the different forms of insurance financing, SHI and PHI insureds 
use the same service providers in ambulatory and inpatient care.

Differences between SHI and PHI in the benefit coverage and the payment of health care providers create 
financial incentives for providers in Germany to prefer PHI insured people and to provide them with more (and some-
times unnecessary) health services. 15,16 This systematic “over-supply” is a present topic in the ongoing discussion in 
Germany among policy-makers, in public media 17 and in research circles. 18

It can be assumed that people with PHI represent a distinct population group that is not representative of the 
entire German population. However, although accounting for more than 11% of the population, people with PHI are 
underrepresented in health services research in Germany. PHI insured people in Germany seem to be younger, 19 
predominantly male 12 , 20 and have a higher income. 21 Some studies have even concluded that people with PHI feel 
significantly healthier and have fewer acute and chronic diseases 22–27 and tend to have fewer consultations with 
physicians and less days in inpatient care compared to the SHI insured. 25,28 Waiting times are shorter for the PHI 
insured for ambulatory physician's appointments with GPs or specialists, and for elective treatments in hospitals 
compared to the SHI insured in Germany. 20,29–33 Furthermore, people with PHI seem to be more satisfied with waiting 
times, 20 have more time during a consultation with a physician and are more involved in decision making. 27,34

These previous findings support the assumption that the health system performs better for people with PHI in 
Germany (e.g., health system responsiveness). It is unclear if people with PHI accordingly assess the health system 
performance along the intermediate and overall goals of the WHO Health Systems Framework. Additionally, it 
remains to be clarified if differences can be seen among subgroups within this specific population group, especially 
regarding gender, age, monthly net equivalent income, and health status. Therefore, the aim of this research is to 
gain insights into HSPA from the perspective of people with substitutive PHI and to identify differences between 
subgroups.

The present study is part of the larger project “IPHA” (Integrating the Population Perspective in Health System 
Performance Assessment), which aimed to learn about the population's perception of the German health system and 
their assessment of the health system performance (see study protocol). 35

2 | MATERIAL AND METHODS

This quantitative cross-sectional study is based on a survey (paper- or web-based), which was conducted between 
October and December 2018 among 20,000 of a total of 2.4 million people 36 with substitutive PHI from the German 
health insurance company “Debeka”. 35 The study was approved by the Ethics Committee of the Charité – Universi-
tätsmedizin Berlin.

2.1 | Sample

A representative random sample was drawn from those with PHI with the provider Debeka and stratified accord-
ing to the distribution of gender, age, and aid allowance for civil servants (“Beihilfe”) among all people with PHI in 
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Germany. 37,38 In addition, over-recruitment of 10% in the 18–34 age group and 10% less recruitment in the 65+ age 
group were planned due to experiences from a previous study. 39 The sampling process included everyone 18 years 
and above, and having PHI continuously from Debeka since January 2015. People with severe long-term care 
needs/disabilities and with end-of-life care in a hospice were excluded. Respondents were contacted in the German 
language via a cover letter including the study description, a declaration of consent, a postage-free return envelope, 
and a paper-based questionnaire in the name of their insurance company asking them to participate. The cover letter 
contained a link to the online questionnaire (SoSci Survey). No incentives were offered for participation.

2.2 | Survey items

The questionnaire was developed along the WHO Health Systems Framework to assess the performance of Germa-
ny's health system for all eight intermediate (access, coverage, quality, safety) and final goals (improved health, 
responsiveness, social and financial risk protection, improved efficiency) (see Figure 1). Survey items (see survey 
and respective scales in Supporting Information S1: Appendix 1) also included patient characteristics such as 
socio-demographics as covariates for analysing subgroups (see study protocol 35 for more details). Each intermediate 
and overall goal was operationalised through at least one item, consisting of validated survey questions (e.g., surveys 
from the Commonwealth Fund, Eurostat, Robert Koch-Institute, WHO) or accordingly adopted or newly developed 
questions. The survey was pre-tested (n = 122) for content and understandability, and the web-based survey (mobile 
and desktop versions) for technical feasibility, and both adapted accordingly.

2.3 | Analysis

The paper-based questionnaires were processed electronically, while web-based questionnaire data were directly 
imported, and both data sets were merged. Frequencies, means, median, standard deviation and confidence intervals 
were calculated. Group differences were analysed using chi-square test or Mann-Whitney U test with a significance 
level of p <0.05 using SPSS Statistics 27.

ACHSTETTER ET Al.

F I G U R E  1   World Health Organization (WHO) Health Systems Framework, including the respective number 
of survey questionnaire items presented in the results section. Survey questionnaire items can be found in Table 2 
with its respective realised sample sizes; questions with multiple answers were counted as one and questions with 
multiple items were counted based on each item. Source: own adaptation based on WHO 2,3

3106



2.4 | Subgroup analysis

Subgroups for the following analysis were selected according to (1) gender, with the manifestations male and female 
(diverse group was too small for analysis); (2) age, separated into the groups 18–64 (working-age) and 65+ (age of 
retirement); (3) monthly net equivalent income, splitting the sample into below and above monthly median net equiv-
alent income; and (4) health status, grouped as people with chronic diseases (one or more) versus no chronic disease.

3 | RESULTS

Overall, n = 3617 people participated in the survey (3307 paper-based, 310 web-based). After plausibility checks 
and data cleansing, 16 people were excluded due to double participation (n = 8), blank questionnaires (n = 6); or lack 
of overall socio-demographics (n = 2). The answers of a total of n = 3601 respondents were used for the descriptive 
analysis, resulting in a response rate of 18.0%. Respondents had an average age of 58.5 (±14.6) and 64.7% were male. 
The majority (80.5%) had a high educational level (ISCED 5–8), with 44.3% working in full-time employment and 
40.2% in retirement, and the median of the monthly net equivalent income was €2667 (see Table 1).

Results for all WHO Health Systems Framework goals were obtained from the survey with some differences in 
response rates among items (see Table 2). Almost all respondents (99.8%) answered the item ‘accessing after-hours 
medical care’, while the fewest (63.5%) addressed the need for reform of availability of home care services, followed 
by coordination of care (66.0%) which was not applicable for 26.5% of respondents, because they only had contact 
with one provider (data not shown in Table 2). Subgroup differences were found for most items, particularly among 
the two age groups. The initial sample differs from the final sample as slightly more men and people above the age of 
55 responded. The results reported below are all statistically significant with a p-value <0.05 (for p-value see Table 2).

3.1 | Access and coverage

Accessing after-hours medical care was perceived as very difficult or difficult by 54.2% of the respondents. Respond-
ents aged 18–64 and those with a monthly net equivalent income below €2667 more often reported difficulties in 
accessing after-hours medical care than their counterparts (see Table 2). A share of 7.5% of the respondents reported 
unmet needs within the past year due to waiting times, 7.1% due to financial reasons, and 3.3% due to distance. The 
proportion of those who reported having forgone care was, for all reasons, higher among women, respondents aged 
18–64, those with lower income and those with chronic diseases.

A total of 74.9% of respondents reported their household had out-of-pocket (OOP) health spending in the past 
year on pharmaceuticals and medical aids. Respondents that were either 18–64 years of age or with chronic diseases 
reported having OOP spending more often than both those 65+ and those without a chronic disease. No OOP spend-
ing was reported by 14.6% of the respondents.

3.2 | Quality and safety

Respondents were asked which factors are relevant for choosing a hospital for a selective treatment and had the 
option to provide up to two choices. The hospital's reputation and recommendations by family, friends, and physicians 
were the most frequent reasons for choosing a hospital reported by 79.3% of the respondents. The medical quality 
of treatments (including medical outcomes and few complications) was a main factor for 60.1% of the respondents 
to choose a hospital. Hospital amenities (including cleanliness, the staff's friendliness, and the reachability for family/
friends) was an important characteristic for 23.8% of the respondents. Regarding differences between subgroups, it 
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Total Missing Male Female

n = 3601 n = 2323 n = 1266

n % n n % n %

Gender (n = 3589) 12 2323 64.7 1266 35.3

Age (years) (n = 3588) 13

 Mean (SD) 58.5 (14.6) 59.2 (14.1) 57.2 (15.3)

 18–34 307 8.6 161 6.9 146 11.6

 35–49 637 17.8 401 17.3 236 18.7

 50–64 1220 34.0 801 34.5 417 33.0

 65–74 928 25.9 644 27.7 284 22.5

 75+ 496 13.8 315 13.6 181 14.3

Educational level ISCED (n = 3572) 29

 Low (ISCED 0–1) 57 1.6 18 0.8 36 2.9

 Medium (ISCED 2–4) 641 17.9 355 15.4 284 22.6

 High (ISCED 5–7) 2592 72.6 1696 73.7 890 70.8

 Doctoral degree (ISCED 8) 282 7.9 234 10.2 48 3.8

Work status (n = 3560) 41

 Full-time 1578 44.3 1183 51.4 395 31.5

 Part-time 315 8.8 93 4.0 221 17.6

 Retired 1431 40.2 949 41.2 480 38.2

 Other (student, parental leave, unemployed, 
etc.)

236 6.7 77 3.4 159 12.7

Monthly net equivalent income groups according 
to the median of the German population in 
2018 (n = 3399)

202

 Up to €1136 81 2.4 53 2.4 27 2.3

 €1137–€1893 374 11.0 229 10.3 145 12.3

 €1894–€2839 1418 41.7 905 40.9 511 43.2

 €2840 + 1526 44.9 1026 46.4 500 42.3

Monthly net equivalent income groups according 
to the median of the sample (n = 3399)

 €0–€2666 1799 52.3 1123 50.7 653 55.2

 €2667+ 1620 47.7 1090 49.3 530 44.8

Household size (n = 3560) 41

 1 person 563 15.8 299 13.0 264 21.0

 2 persons 1894 53.2 1266 55.1 627 49.8

 3 or more persons 1103 31.0 734 31.9 367 29.2

Subjective socioeconomic status (n = 3515) 87

 Lower middle class 150 4.3 99 4.3 50 4.1

 Middle class 1616 46.0 1014 44.6 600 48.8

 Upper middle class 1512 43.0 1003 44.1 506 41.1

 Upper class 137 3.9 98 4.3 38 3.1

 None of those 99 2.8 62 2.7 36 2.9

T A B L E  1   Characteristics of survey respondents
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was seen that the hospital's medical quality was more important for people aged 18–64 (63.9%) than people aged 
65+ (54.2%). A share of 75.0% of the respondents indicated significant quality differences between hospitals. Differ-
ences in hospital quality were more often reported by the younger age group (78.4% vs. 69.8%).

Knowing the hospitals' websites as sources to find information about hospital quality was reported by 81.9% and 
knowing hospital quality reports by 42.5% of the respondents. Younger people more often had knowledge of hospital 
websites as a source of information (88.0% vs. 72.5%) and people with chronic diseases also knew more about a 
hospitals' quality report (45.1% vs. 38.5%).

Regarding experiences with situations related to safety, the share of respondents that were told there was a 
medical error was 4.1%. A similar number received wrong test results (4.2%). Receiving a wrong medication dose was 
reported by 7.1%, and 14.4% of respondents suspected medical errors. Safety concerns were more often reported 
by respondents with at least one chronic disease (4.9%–17.3%) compared to respondents without chronic diseases 
(2.3%–9.7%).

3.3 | Improved health (level and equity)

Improved health was measured as a general health status (ranging between very good and very bad) and as a perceived 
health status on a visual analogue scale (VAS) ranging from 0 (worst) to 100 (best).

A very good or good health was stated by 71.8% of the respondents, with differences between people without 
(93.7%) or with chronic diseases (56.6%), between younger (78.8%) and older people (61.5%), and between people 
with lower (66.5%) or higher income (78.2%). These subgroup differences were also visible based on the VAS health 
status.

3.4 | Responsiveness

The last physician visit was rated very good or good for respectful treatment (94.2%) and confidentiality (94.0%). 
Fewer respondents assessed coordination of care (60.6%) and waiting time in the medical practice (74.7%) positively. 
Main differences among subgroups were also present for coordination of care, with lower rates in the younger age 
group (55.6%) versus respondents 65+ (67.3%).

ACHSTETTER ET Al.

T A B L E  1  (Continued)

Total Missing Male Female

n = 3601 n = 2323 n = 1266

n % n n % n %

Self-rated health (n = 3582) 19

 Very good 475 13.3 317 13.7 156 12.4

 Good 2098 58.6 1370 59.3 724 57.6

 Moderate 890 24.8 549 23.7 335 26.5

 Bad 109 3.0 70 3.0 39 3.1

 Very bad 10 0.3 6 0.3 4 0.3

Chronic diseases (n = 3584) 17

 Yes, one 1247 34.8 807 34.9 438 34.8

 Yes, several 862 24.1 536 23.2 320 25.4

 None 1475 41.2 969 41.9 502 39.8

Note: Percentages may not add up to 100% due to rounding.
Abbreviations: ISCED—International Standard Classification of Education, SD—standard deviation.
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Discrimination, as part of responsiveness, was felt by 7.6% of all respondents but by 10.4% of women (vs. 
6.0% of men). The respondents who stated the reasons for discrimination (n = 200) indicated discrimination due to 
health status most often (32.0%), which was somewhat higher among respondents with chronic diseases (38.2%). In 
addition, respondents had the opportunity to provide additional reasons and stated (within text field) that they felt 
discriminated because of their PHI (7.0%, not shown in Table 2).

Respondents were also asked where they perceived a high need for reforms in Germany. The top replies were 
coordination between physicians and hospitals (47.0%), coordination between physicians (46.5%), and the level of 
OOP spending (38.1%), whereas the availability of hospitals (6.0%) was indicated less often. Across all parameters, 
older respondents saw less need for reforms. Most respondents were unsure regarding the availability of home care 
services as only 63.1% answered this question (with 21.2% stating a need for reforms).

3.5 | Financial risk protection

Having more than €500 of OOP household spending on health in the past year was stated by 33.4% of respondents, 
with a higher share of households among the higher income group and those with chronic diseases. Respondents 
in the lower income group felt more often financially very strongly or strongly burdened by OOP spending than 
respondents with a monthly net equivalent income above €2667 (14.6% vs. 7.0%). The same applies for people with 
chronic diseases when compared to respondents without a chronic disease (13.2% vs. 7.9%). The share of respond-
ents who had difficulties in paying their PHI premium was 2.9%. The share is twice as high in the lower income group 
(3.9%) than among those with a higher income (1.7%). Respondents in the younger age group also had more difficul-
ties paying their premium than respondents aged 65+ (3.5% vs. 2.0%).

3.6 | Improved efficiency

Efficiency was measured by three indicators. First, duplicate tests due to a lack of coordination between physicians 
were reported by 21.9% of the respondents, with higher rates (25.8%) among respondents with chronic diseases. 
Second, 24.2% of the respondents received a prescription for (self-assessed) unnecessary services. Third, looking at 
the efficiency of health insurance premiums, a total of 33.1% of the respondents assessed their premiums as (too) 
high related to the services they receive, 62.6% as fair and 4.3% as (too) low, with differences among age groups.

4 | DISCUSSION

This study provides new and unique insights on the perspective of people with PHI in Germany along the WHO 
Health Systems Framework and the perception of the health system performance among this specific population 
group.

For the first time, an HSPA was conducted from the population perspective and, in addition, the insufficiently 
researched perspective of people with PHI in Germany was explored. In general, this HSPA from the population 
perspective worked well, as all survey questions reached substantial response rates (63.5%–99.8%). Assumingly, 
the range in the response rates can be explained by different levels of utilization of the health system (e.g., no need 
of home care services yet) among the respondents. For future research, it is important to consider these different 
levels of experience among respondents in survey development. Otherwise, focussing on more general survey items 
which can be answered even by people not using the health system will result in high response rates. Nevertheless, 
it appears from the results that a survey based HSPA can be used as a tool to identify and monitor reform needs and 
inequities, even in specific subgroups of the population.
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Previous research by Hu et al. (2020) indicated that patient socio-demographics, such as gender, age, and income 
were associated with patient satisfaction, 40 while Munro et al. (2016) concluded that satisfaction with the health 
system was not strongly influenced by socio-demographics. 41 This study supports both findings, as differences 
for some items among the subgroups (by gender, age, income, and health status) were found, while no differences 
were  seen for other items. Munro et al. identified stronger associations with utilization, perceived inequalities in the 
access to health care, and ethical concerns in interactions with health care providers, 41 which could be subject to 
further population-based HSPA research.

The sample of this study is older (average age: 58.6) and not as healthy (58.8% with one or more chronic diseases) 
in comparison to previous findings that identified the PHI insured in Germany as younger 18 and healthier. 22–27 The 
higher age and morbidity of the sample could be due to the fact that this population group has a greater interest 
in health-related issues, which in turn increases willingness to participate in the survey. In contrast to the overall 
German population the sample is highly educated, with 72.6% of respondents having high education (ISCED 5–7) 
and an additional 7.9% possessing a doctorate (ISCED 8), whereas 25.2% of the overall German population have 
a high educational level 42 and 1.7% have a doctorate. 43 In addition, the sample has a substantially higher median 
monthly net equivalent income (€2667 vs. €1894) 44 which is in line with previous research reporting the PHI insured 
to have higher incomes. 21 However, 2.4% are at risk of poverty with a monthly net equivalent income below 60% of 
the German median net equivalent income (the share for the German population was 15.5% in 2018). 44 There is no 
income threshold for civil servants and the self-employed, resulting in a minor share of PHI insureds with low income.

This study shows that most people with PHI perceive the performance of the German health system as moderate 
with significant differences among subgroups (by gender, age, income, and health status). Consequently, potential 
for improving health care for the PHI insured in Germany can be derived along the intermediate and overall goals.

4.1 | Intermediate and overall goals

Access to health care and coverage of health services are generally assessed as good in Germany. 45 Germany has 
among the lowest unmet needs in Europe and only 0.2% of the population reported an unmet medical need due to 
waiting time, distance, or financial reasons in 2018. 42 Looking only at the population with an actual medical need, 
the numbers are higher. According to the European Health Interview Survey, 24.7% of people with a medical need 
reported to forgo care due to waiting times, 4.3% due to distance, and 13.4% due to costs in 2014. 42 Reporting 
forgone care is more prevalent in lower income groups. 46 These findings are supported by this study. The share of 
PHI insured that reported forgone care in the past 12 months was lower (3.3%–7.5%). However, this is a considerable 
share as the majority of this sample has a high income. That the PHI insured forgo medical treatment for financial 
reasons may be due to deductibles for certain PHI plans. Several studies show a relationship between cost-sharing 
and utilization of medical services. 47,48 For example, 11% of the Swiss population reported having forgone medical 
care for financial reasons. 49 In Switzerland, the income level is comparatively high, but the health insurance system is 
characterised by high cost-sharing. 50 Another interesting finding, although counterintuitive, is that older people more 
often reported having had no OOPs in the previous year. One possible explanation could be the process of submitting 
invoices for reimbursement. The submission procedure is time consuming (such as submitting an invoice to the insur-
ance company after obtaining a prescription from a physician) and can be less attractive for working persons when 
the invoice amounts are small (e.g., pharmaceuticals). Older persons are more likely to submit small invoice amounts 
for reimbursement and are thus somewhat more likely to have no OOPs.

Financial protection is closely linked to the dimension of access. In this study, over one third of households had 
OOPs higher than €500 in the past year. The share is higher for households in the higher income group. Similarly, 
lower-income households reported twice as often of difficulties paying their premiums and experiencing very strong 
or strong financial burden due to OOPs, respectively. Furthermore, 14.6% of the respondents reported that their 
household had no OOP spending at all within the past year. OOP payments can create a barrier to access and no or 
low OOP spending might be related to forgone care due to costs, which is also considerably higher among the less 
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wealthy. 51 A total of 7.1% of respondents reported having forgone care due to financial reasons, supporting this 
assumption. Furthermore, unmet needs and financial burden are greater in lower income groups and among people 
with one or more chronic diseases, raising equity concerns. However, the results indicate a good overall financial 
protection and PHI seems to provide a broad and sufficient benefits basket. Previous research indicated a strong 
correlation between perceived access problems and dissatisfaction with health care in 17 Latin American countries. 52 
Perceived access barriers and unmet needs among people with PHI should be further considered in future research.

Quality differences between hospitals were perceived by almost all respondents, and the vast majority indi-
cated significant quality differences (75.0%). In previous research among SHI insureds in Germany, satisfaction with 
hospital treatment was associated with gender and age (with men and older patients being more satisfied). 53 This 
supports our findings, with women and younger patients being more critical and more often reporting significant 
quality differences between hospitals. For the selection of a hospital, respondents rated the hospital reputation as 
the most important reason, followed by the medical quality. This result is in contrast to findings from a previous 
population-representative survey in Germany, where 76%–82% of the respondents stated medical quality as the 
most important reason for choosing a hospital, followed by the hospital's reputation (57%–70%). 54 On the other 
hand, recent research among patients in the U.S. concluded that reputation is the most important reason, 55 which 
confirms the findings of the present study. Amenities were the least important reason, which is in line with findings 
the U.S. 56 and Germany. 54

Previous research found an association between quality of care and patient satisfaction. 57–60 Accordingly, 
improving hospital quality in Germany, which aims primarily at better health outcomes, also helps to promote patient 
satisfaction. Hospital websites were well known information sources about the hospital quality for the respondents 
(81.9%), but official quality reports published by hospitals were only known by 42.5%. This is in line with a previous 
population-representative survey in Germany, where 68% of the respondents stated hospital websites as a source of 
information about hospital quality, whereas only 20% were familiar with hospitals' quality reports. 54 Though hospi-
tals' quality reports are legally mandatory, publicly available, and aim to offer information which can be used by 
patients to compare and select hospitals, 61 they do not seem to be the first choice. However, the numbers indicate 
that the awareness of quality reports has grown in recent years.

The number of respondents who suspected a (non-confirmed) medical error in their treatment was more than 
three times higher (14%) compared to respondents with confirmed errors (4%). The Commonwealth Fund Survey 
2020 shows similar results with 12% of the German population reporting errors in medical treatment or medication. 62 
However, it is important to consider the different wording of the underlying survey questions (were told/suspected 
vs. experienced).

The health status of the sample differs among the subgroups age and income, and between people with or with-
out chronic diseases. The sample of this study is in better health than the German population, as a very good or good 
self-perceived health is stated by 71.8% of the respondents compared to 65.5% of the German population in 2018. 42 
However, regarding chronic diseases, this study sample has higher numbers (58.8%) than the total German popula-
tion (43.9%) but is close to the number among people 65+ (62.8%), which might be due to the high average age of 
58.6 in this sample. Survey items appear plausible, as significantly more people without chronic diseases report very 
good or good health (93.7%) compared to individuals with chronic diseases (56.6%). The tendency of the distribution 
of very good or good health in the highest income quintile in the German population (78.4%) is similar to the highest 
income group in this study (78.2%). It should be considered that the highest-income group of the German population 
consists largely of people with PHI.

The responsiveness of the last physician visit was rated as very good or good by the vast majority (81.5%–94.2%) 
along seven of the nine items, except for coordination (60.6%) and waiting time in the medical practice (74.7%). 
However, the assessment varies between the subgroups. Röttger and Busse (2016) found in a survey among chron-
ically ill SHI insured people in Germany that 88.9%–94.4% were able to talk confidentially and 87.6%–94.7% were 
treated respectfully. 63 This is in line with the findings of the present study, where 94.0% were able to talk confidentially 
and 94.2% were treated respectfully. Coordination of care among chronically ill patients was rated by 64.6%–71.8% 
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as very good or good, whereas only by 59.5% of the respondents with chronic diseases in the present study. Fewer 
survey respondents were satisfied with the waiting time in medical practices (54.2%–70.4%), 63 compared to the 
present study (overall 74.7%, those with chronic diseases at 73.3%). In another population-representative survey in 
Germany, the assessment was comparable to our findings for comprehensible explanations by physicians (92% vs. 
90.5% in this study), with slightly more differences for participation in treatment decision making (79% vs. 86.7% in 
this study). 64 Overall, coordination of care shows the most potential for improvement in Germany.

Perceived discrimination was reported by 7.6% of the respondents for a variety of reasons. Discrimination due 
to PHI was indicated as free text answer by 7.0% which might be an underestimation. However, this finding is in 
contrast to the assumption that PHI insureds receive favourable care. Therefore, this answer category should be 
included in future surveys.

A belief in the high need for reforms varied among the eight listed items, ranging between 6.0% and 47.0%. 
Numbers were higher among women, people aged 18–64 years, and those with lower income, though hardly any 
differences can be observed based on health status. This is in contrast to a previous population wide survey in 
Germany, where the need for reform was rated higher not only by younger people (up to 39 years vs. 60+) but also 
by people with diseases (vs. healthy people). 65

Efficiency is one of the areas with potential for improvement from the population perspective, for example, by 
reducing duplicate tests. Patients with PHI experience unnecessary services and duplicate tests, which put a strain 
on both: the already limited financial and personnel resources on a macro level, and the level of the individual PHI 
premium. Patients perceived tests or services as unnecessary, and hence, can detect the inefficiencies of a health 
system. Efficiency can be improved, for example, by better coordination of care between health care providers. In 
Germany, coordination of care across sectors is lacking due to the highly fragmented health system (such as with 
GPs vs. specialists or ambulatory vs. inpatient care) and affects most population groups. 11 Recent initiatives promote 
integrated care and aim at improving the coordination and continuity of care, 66 but are not yet widespread and not 
part of standard care in Germany.

4.2 | Policy recommendations

The results of this study suggest poor coordination among ambulatory care physicians. In the SHI system, Disease 
Management Programs (DMPs) for select chronic diseases were introduced in the early 2000s to improve quality of 
care, for example, through increased coordination between ambulatory care GPs and specialists. 67 Sickness funds 
have since been required to facilitate member participation in DMPs. This offer does not exist in this form for the PHI 
insured. Additionally, the way physicians are paid in the PHI system does not create incentives for better coordination 
between physicians and care sectors. At this point, thought should be given to suitable incentives aimed at improving 
coordination of care for people with PHI.

Communication appears to be another area for improvement. On the one hand, communication between provid-
ers and patients was found to be insufficient and non-transparent, even leading to patients suspecting medical errors 
and having safety concerns about their health care. On the other hand, access barriers to after-hours medical care 
might also be partly due to a lack of communication either with coordinating providers or on a macro level. Difficulties 
with accessing after-hours care may be further exacerbated by the population's lack of knowledge about the patient 
pathways envisioned by policy. A population-representative survey in Germany found that only 37% of the respond-
ents knew about the nationwide telephone number (116 117) for after-hours care in Germany in 2019. Despite 
recent media campaigns aiming to promote this service to the general public, only 48% of respondents knew about it 
in 2021. 64 Therefore, further policy measures appear necessary to inform the general population in Germany. Overall, 
improving communication should be a policy goal on both the micro and macro levels.

Regarding financial risk protection, the overall good protection that PHI households enjoy is not only a likely 
result of their on average higher income levels, but also of policies enacted in recent years. Insurance companies, for 
instance, are obliged by law to include savings for old age in premium payments to prevent large increases in health 
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expenses with rising age. Companies must further provide special tariffs with capped premiums for certain groups, 
such as pensioners or those in financial hardship, though this is paired with a limited benefit basket. The current 
results show that inequalities in financial protection do exist among the PHI insured, especially between income 
groups. Additional policy measures may therefore help to expand and improve protection mechanisms.

Quality differences between hospitals is another area for improvement. Germany has the highest number of 
acute care beds in Europe and they are distributed across a high number of hospitals, though not every hospital 
has the full technical equipment to treat patients adequately. 68 In addition, some hospitals only treat a low number 
of patients with certain diseases, which has a negative impact on patient outcomes. 69,70 Busse (2021), for example, 
recommends reducing the number of hospitals in Germany and to move towards hospitals with a pre-defined range 
of treatments (including case thresholds and having adequate personnel and technical equipment) to improve quality 
of care. 68

4.3 | Limitations

A major strength of this research is that it provides first insights into the perspective of people with PHI regarding 
the performance of the German health system. However, some limitations need to be considered when interpreting 
the results. The study sample comprises people from one PHI provider in Germany, whose insureds differ from the 
German PHI population regarding the frequency of aid allowance. The sample selection was therefore stratified by 
age, gender, and aid allowance according to the overall PHI population. In the future, the results from this study 
should be validated with samples from other PHI providers and the total population. Furthermore, the questionnaire 
was only provided in the German language, which excludes respondents with insufficient knowledge of the German 
language. In addition, people with few experiences with the German health system were disadvantaged in answering 
very specific questions about health care or the health system. It cannot be distinguished if these people lack expe-
rience due to unmet needs or no need for health care at all.

5 | CONCLUSIONS

Despite the ongoing media debate in Germany whether people with PHI receive favourable treatment, the present 
study highlights severe differences of the health system performance between subgroups of the PHI insured. Overall, 
this population group is hardly subject to German health services research, but the present results indicate poten-
tial for improvement of health care and for promoting equity among this specific—but also very heterogeneous—
population group.
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