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Summary

Objective: To explore the willingness of patients in a usual pri-

mary care setting to pay out-of-pocket fees for their own

health promotion, in correlation with risk factors and net in-

come, and compared to patients of an educational pro-

gramme.

Methods: A standardised health survey carried out in five gen-

eral practices (GPs) of a small community with a special GP-

based health education programme was combined with a

questionnaire to explore the special attitudes of patients from

a practice sample (n = 973) and from educational courses

(n = 202): covering, in addition to cardiovascular risk factors,

the sociodemographic factors, net income, and out-of-pocket

fees that could be spent for own health promotion.

Results: After attending an educational programme, the pa-

tient’s willingness to spend 15–40 €/month for their own

health promotion was high but there was no correlation with

the income (p < 0.56), in contradiction to the patients of the

practice sample who would pay more money the more they

earn (p < 0.001). High levels of cardiovascular risk were associ-

ated with low education (p < 0.001), but net income and will-

ingness to pay for preventive measures did not significantly

correlate with cardiovascular risk factors.

Conclusion: Participants of educational courses are willing to pay

a rational out-of-pocket fee for preventive measures without cor-

relation with their incomes, thus reducing the social gradient; fu-

ture preventive measures should take into account that reason-

able cost sharing is well accepted by well-informed patients. 

Keywords: Willingness to pay – Health promotion/prevention –

Educational courses – Community – General practice.

Since the 1970s, community-based health programs have
been implemented in many western countries, especially in
order to prevent cardiovascular diseases (Farquhar et al.

1990; Puska et al. 1985; Nüssel 1985). Frequently, the long-
lasting practical implementation, effectiveness and effi-
ciency of such programs could not be proven as reports by
Smith et al. (1997) and Luepker (1994) have confirmed. In
Germany, in the CINDI demonstration area (Countrywide
Non-communicable Diseases Intervention program of
WHO), the special “three level strategy” of general practi-
tioners was implemented (Wiesemann et al. 1996): The com-
bination of the GP’s consultation hours (1st level) with group
work in the practice (2nd level) and at the community level
(3rd level) that had been successfully tested in the German
Cardiovascular Prevention Study (GCP) (Scheuermann et
al. 2000). Especially in the community of Oestringen, near
Heidelberg, this system has been regularly providing health
surveys that have been performed in the GPs and in 22
groups of a health education programme since 1992. This
community has about 12 700 inhabitants; the health groups
continuously have about 350 participants. After pooling, the
practice data (e.g., body mass index (BMI)), blood pressure,
smoking, cholesterol, and health behaviour) approximately
reflect the health status of the local population (Wiesemann
et al. 1996). Only a few risk factors could be consistently re-
duced over a long period of time (Wiesemann et al. 1997) as
it is generally not easy to continuously maintain motivation
(Erhardt 2002; Medder et al. 1997; Smith et al. 1997) and, in
particular, participation in GP- and community-based health
measures may be refused because of costs, even though
these may be low. For half a century the German public has
been accustomed to having all health-related costs taken
over by the various branches of health insurance and not
paying anything for themselves, reflecting an attitude that in
times of sparse resources cannot be maintained and is there-
fore subject to change. The survey of 1998 was therefore
combined with a questionnaire concerning attitudes towards
personal expenditures for health. 
On the background of increasing literature on willing-to-pay
and willing-to-accept studies (Thomas et al. 2000; Diener et



255Original article l Originalartikel

Soz.- Präventivmed. 49 (2004) 254–260

© Birkhäuser Verlag, Basel, 2004

Wiesemann A, Mueller-Buehl U, Scheidt R, et al.

Patient willingness to pay for preventive measures in primary care 

al. 1998; Lindholm et al. 1997; Corso et al. 2002) we wanted
to know which factors affect willingness to spend personal
funds for health promotion and disease prevention, specifi-
cally in a primary care setting. 

Methods 

Design

This is a quality controlled cross-sectional study (with a con-
trol group) in the framework of a long-term GP-based inter-
vention study of one community.

Setting 

The survey of 1998, as before, was performed as a sample in
the five large GPs of the community during six weeks in
March and April (Wiesemann et al. 1997). In addition to the
1 020 patients of the GPs, the 202 participants of the health
courses were examined and filled in the questionnaire per-
taining to personal health expenditures. 

Intervention 

The intervention applies to the three level strategy of GPs
(Fig. 1): diabetics, smokers, hypertensives, overeaters or
others are counselled as usual (1st level) and are referred to
a patient education programme (group therapy in the prac-
tice) if appropriate (2nd level). For maintaining health or pre-
venting relapse there is a chance for long-term motivation in
one of the 22 educational courses at the community level (3rd

level), where exercise plays a special role (Perrin et al. 2002;
Wiesemann et al. 1997). 
However, all the courses provide not only gymnastics or jog-
ging but also, following the holistic view of our model, coun-
selling in nutrition, stress control, and medical advice (for 
30 €/six months). The access to the third level, the commu-
nity level, is open to all citizens who might be motivated into
participating simply by the community health guide or the
local newspaper; about half of the participants follow the
specific recommendation of their GPs. The local health
guide is available on the Internet (www.dr-wiesemann.de)
(Wiesemann et al. 1996) and at the community administra-
tion office that provides the exercise rooms free-of-charge. 

Procedures

All patients older than 16 years were examined briefly and
questioned by the doctors or a nurse when visiting the doc-
tor for whatever reason. The essential data (blood pressure,
BMI, cholesterol, smoking etc. and the answers to our ques-
tions) were gathered within 15–20 minutes. The same pro-
cedure was carried out for all the attendants of 18 from 22
courses (70%) at the community level. Participants of the
educational groups were excluded from the practice sam-
ples.

Questionnaire 

The evaluation tool covers biomedical and behavioural indi-
cators (BMI, cholesterol, blood pressure, smoking), socio-
demographic data including education and profession, and
the following special questions:
1. What is your net income/month for your household, less

than 750 €, 750–1 250 €, 1 250–2 000 €, 2 000–4 000 €, or
more than 4 000 €?

2. Are you willing to spend your own money for health pro-
motion, e.g., educational health courses, healthy nutri-
tion or exercise? If you agree, how much: less than 15 €/
month, 15–40 €, more than 40 €?

3. How do you classify your state of health: good, sufficient,
bad?

A pilot study with 20 patients had confirmed our practical
experience as GPs concerning the range of net income and
out-of-pocket fees for preventive measures. It was of major
interest to explore the influence of the net household in-
come together with being part of a higher risk group. Our
classification of net income corresponds to the classification
in other studies (Winkelby et al. 1992).

Statistical procedures

Standard descriptive analyses were performed by help of the
SAS software package. Significance tests (chi-square test)
were not meant to imitate confirmatory statistics but should
only help to facilitate interpretations. Since two indepen-
dent variables are involved, frequency tables were generally
tested using the chi-square test or, with too small cell num-
bers, using the Fishers Exact test. Testing according to

Figure 1 The “Three level strategy” of primary care physicians
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Cochrane-Matek-Haenszel was used for comparison of the
income/expenditure behaviour in the two groups. 

Results

Collectives

Three patients of the practice sample refused to participate,
leaving the data of 1 222 persons (1 020 patients and 202
course participants) for initial analysis; finally, 973 practice
patients and 202 participants of the educational courses
could be analysed completely. The mean age in the practice
sample was 50.8 years (49.8% males), and 56.7 years in the
educational groups (18.6% males). Nearly 3/4 of all partici-
pants were married, only two persons were living alone. 

Education

About 2/3 of the study participants had graduated from se-
condary school, 18% from grammar school, and only 9%
had higher education (college or university). There was no
significant difference between the practice sample and the
educational groups at community level.

Net income

801 data records (82%) were available for net income in the
practice sample and 179 (88.6%) in the educational groups
(Tab. 1). In both groups the majority of the samples (69.1%)
had a net household income between 750 and 2 000 €. Only
2% had a net income of more than 4 000 €, 11% less than
800 €. Again, there was no remarkable difference between
the two groups. Since nearly three quarters of the study par-
ticipants were married and only two persons were living
alone, since the mean age was higher than 50 years, and since
we know of only few households with more than four mem-
bers, we may assume that the net income applies predomi-
nantly to a household of two to three persons.

Willingness to pay for preventive measures/health promotion

The majority of patients in both groups were willing to spend
15–40 € per month for their own health promotion, but the
difference between the practice patient group and the parti-

cipants of the educational courses (community groups) was
significant (p < 0.001): 52% of the latter groups were willing
to spend 15–40 €/month, but only 40% of the practice pati-
ents were willing to do so. Extreme unwillingness (pay no
out-of-pocket fees at all) or extreme willingness (spend
more than 40 €/month) were found more frequently in pati-
ents of the practice sample (Fig. 2). 

Willingness to pay according to net income

There was no correlation between the willingness to pay and
net income in the community groups, in contradiction to the
patients of the practice sample who were willing to spend
more money the more they earned; this difference between
the two groups was significant (p < 0.0001, Tab. 2). 
Comparing only the women of both groups (because of in-
creased matching), this difference is also significant
(p < 0.05, Tab. 3)!

Willingness to pay according to cardiovascular risks

The difference between the group of higher risk (at least two
of the four risk factors, n = 381) and the low risk group (no
or one risk factor, n = 639) concerning the willingness to pay
was not significant (Tab. 4), even though the high risk group
classified their health status as poor.
An additional finding is that high school graduates are un-
derrepresented among the high risk group (p < 0.01).

Discussion 
Cross-sectional surveys proved to be feasible for GPs, espe-
cially in this community setting, facilitating a very high res-
ponse rate of 99.5% compared to longitudinal or other
cross-sectional studies (Marmot et al. 1991; Assaf et al. 1995;
Puska et al. 1985; Luepker 1994) because all the patients
were questioned and examined simultaneously and only
once by their GP, in the practice or in the course class room.
Since, in Germany, no similar study has been undertaken in
a primary care setting up to now, we checked the range of
fees that patients would be willing to pay for preventive
measures in a pilot study which finally led to the used gra-
duation. 

Income per month Educational group Practice sample Total

n % n %

Less than 750 € 26 15 92 11 118
750–1250 € 75 42 298 37 373
1 250–2 000 € 53 30 252 31 305
2 000–4 000 € 24 13 143 18 167
More than 4000 € 1 1 16 2 17

Total 179 100 801 100 980

Table 1 Net income of course participants (ed-
ucational program, n = 179) and practice pa-
tients (n = 801)
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Table 2 Willingness to pay in the two groups related to their net income (educational group: n = 168; practice sample: n = 776). The relation of in-
come and out-of pocket fees in both groups is significantly different (p < 0.0001). Within the educational group WTP was not related significantly to
net income in contrast to the situation within the practice sample

Income Out-of-pocket-fees

Educational group Practice sample

Nothing 0–15 € 15–40 € > 40 € Nothing 0–15 € 15–40 € > 40 €
n % n % n % n % n % n % n % n %

Less than 750 € 1 4 11 48 10 44 1 4 23 26 21 24 35 41 8 9
750–1250 € 4 6 25 37 34 50 5 7 70 25 83 29 111 39 19 7
1250–2000 € 5 10 18 35 26 50 3 6 38 15 76 30 106 43 29 12
2000–4000 € 2 8 6 25 14 59 2 8 26 19 21 15 61 43 33 23
More than 4000 € 0 0 0 0 1 100 0 0 2 13 3 19 7 44 4 25

12 7 60 36 85 51 11 6 159 21 204 26 320 41 93 12

Figure 2 Willingness to pay (per month) in
the different groups. The difference was
significant: p < 0.001

Table 3 Willingness to pay in the two groups related to their net income, women only (educational group: n = 136; practice sample: n = 380). The re-
lation of income/out-of pocket fees among the women in both groups is significantly different (p < 0.05)

Income Out-of-pocket-fees

Educational group Practice sample

Nothing 0–15 € 15–40 € > 40 € Nothing 0–15 € 15–40 € > 40 €
n % n % n % n % n % n % n % n %

Less than 750 € 1 5 10 50 8 40 1 5 11 22 11 22 23 46 5 10
750–1250 € 4 7 19 35 28 51 4 7 32 21 43 28 67 44 10 7
1250–2000 € 4 9 14 32 23 52 3 7 13 12 43 38 43 38 13 12
2000–4000 € 2 11 3 17 11 61 2 11 10 16 10 17 25 41 16 26
More than 4000 € 0 0 0 0 1 100 0 0 0 0 1 20 3 60 1 20

11 8 46 34 69 51 10 7 66 17 108 29 161 42 45 12

Out-of-pocket fees Low risk patients High risk patients Total

n % n %

Nothing 126 21 74 20 200
Less than 15 € 158 26 104 28 262
15–40 € 243 40 147 40 390
More than 40 € 75 13 40 12 115

Total 602 100 365 100 967

Table 4 Out-of-pocket fees for healthy lifestyle
in the selected two groups of the practice 
sample (ntotal = 1020, missing: n = 53). The dif-
ference was not significant.
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801 of the 1 020 practice patients (82%) and 179 of the 202
participants of the educational courses (89%) provided in-
formation about their income. This was – as expected – a 
little less than in the large (anonymous) German Cardiovas-
cular Prevention study (Helmert et al. 1989). The practice
sample showed a similar range as found e.g., in a Dutch
study of GPs (Evers et al. 1997). We explain the bias of un-
derrepresented men in the educational group by the open
access to the groups at community level with the conse-
quence of a higher utilisation of this health service by wo-
men as is common in many health care systems (Henderson
et al. 1999; Bergmann & Kamtsiuris 1999), especially con-
cerning prevention (Stock et al. 2001) or group participation
(Holmes 2002). However, this bias did not confound the 
results as the comparison of women alone shows. On the
other hand we accept this bias as an advantage for our inter-
vention when considering the health promoting impact of
the spouses of the course participants at community level
(Moller et al. 1991).
The results showed that the willingness for out-of-pocket
fees of the educational course attendants, mainly 15–40 €,
did not depend on their incomes (p = 0.56) in contrast to the
attitude of patients of the practice sample who were willing
to pay more the higher their net income was. The difficulties
in the assessments of willingness to pay and WTA studies not
only apply to community-based prevention programmes
(Lindholm et al. 1997; Pirie et al. 1994) but also to the pro-
cedures and evaluation management of other studies and
programmes as discussed by Luchini et al. (2003) or Shack-
ley and Donaldson (2002). Indeed, we were predominantly
interested in the future of our intervention model, insofar ai-
ming at a more tailor-made programme with increased par-
ticipation and appropriate cost-sharing. The course partici-
pants were probably already motivated for health promo-
tion before attending an educational course, but it might
have been possible that these participants would have been
willing to pay an unreasonable amount of money for their
health before and/or after the course. We assume that the
practice-based preventive measures in the educational cour-
ses provide educational information that help the partici-
pants make well-based decisions concerning expenditures
for their personal health, thus reducing the social gradient
(Helmert et al. 1993). This conclusion is supported by the

fact that only 40% of the selected risk group of the practice
sample were willing to spend 15–40 €/month for their own
health compared to 52% of the patients of the educational
groups.
As is known, the specific efforts in sales promotion in the
health market often make an independent judgement diffi-
cult for laypersons. This branch of advertising works with 
similar methods like the sales promotion of the cigarette in-
dustry that specifically addresses the misinformed, less edu-
cated social strata (specific groups of women, workers, and
minorities) (Davies 1987) that often, in addition, do not
know how to cope with psychosocial stress (Marmot et al.
1991). According to former investigations, there was a cor-
relation between lower education and low income with hy-
pertension, obesity, and – to a lesser extent – smoking (Lantz
et al. 1998; Steptoe et al. 2000; Winkelby et al. 1992) in our
study. For instance, dropping out of high school or the num-
ber of educational years correlates with higher cardiovascu-
lar risk in later life (Lantz et al. 1998; Marmot et al. 1991).
We therefore consider patient education to be a very impor-
tant matter in general practice where patients are cared for
over a long period of time, including maintenance of moti-
vation at community level with a good health climate.
Risk factors had no impact on health-related expenditures in
our study. After all, only 20% of the patients refused any
contribution though, like in the Netherlands (Severens et al.
2000), the German population is not familiar with paying for
health care facilities out of their own pocket up to now.

Conclusions
Patient education is a very important task for GPs, because,
in connection with an educational program, the patient’s wil-
lingness to spend a rational amount of money for own
health-promoting activities (15–40 € per month) no longer
depends on their net income, in contrast to patients of a
practice sample.
Net income and willingness to provide own expenditures for
health promotion may not significantly correlate with car-
diovascular risk factors, in contrast to education. 
There is a chance for family doctors to reduce the social gradi-
ent in patient participation in preventive measures if a health
education programme can be provided at community level.
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Zusammenfassung

Gesundheitsförderung in der ärztlichen Primärversorgung:

wer ist bereit selbst dafür zu zahlen? Eine Studie in den fünf

Allgemeinpraxen einer Gemeinde

Fragestellung: Es sollte geklärt werden, wer unter welchen

Umständen (Einkommen, Gesundheitsrisiken) bereit ist, ge-

sundheitsfördernde Massnahmen im Rahmen der hausärzt-

lichen Versorgung selbst zu bezahlen

Methoden: Seit Jahren wird in den fünf grossen Hausarzt-

praxen einer Gemeinde von 12 700 Einwohnern, denen ein

spezielles Gesundheitsprogramm zur Verfügung steht, zur

Qualitätssicherung eine standardisierte Gesundheitserhebung

in Form von Praxisstichproben durchgeführt. 1998 erfolgte

zusätzlich eine Befragung sowohl der Praxispatienten (n = 973)

als auch der durch das Gesundheitsprogramm geschulten Pa-

tienten (n = 202), die neben den Risikofaktoren und sozio-

demographischen Angaben auch das Nettoeinkommen und

Fragen nach der Höhe der selbst für gesundheitsfördernde

Massnahmen einzusetzenden Mittel einschloss.

Ergebnisse: In Verbindung mit der Teilnahme am hausärztli-

chen Gesundheitsprogramm auf Gemeindeebene war die Be-

reitschaft der geschulten Patienten hoch, 15–40 €/Monat für

gesundheitsfördernde Massnahmen auszugeben, ohne dass

dies von ihrem Einkommen abhing (p < 0,56), im Gegensatz zu

den ungeschulten Praxispatienten, die um so mehr zu zahlen

bereit waren, je mehr sie verdienten (p < 0,001). Diese Be-

reitschaft korrelierte allerdings nicht mit den eigenen Gesund-

heitsrisiken, die bei Patienten mit geringem Einkommen

stärker ausgeprägt waren (p < 0,001).

Schlussfolgerungen: Nach der Teilnahme an einer Gesund-

heitsschulung sind die Patienten bereit, selbst einen ange-

messenen (vernünftigen) Beitrag für präventive Massnahmen

zu leisten, und zwar unabhängig von ihrem Einkommen. So

kann durch gute Information der soziale Gradient im Hinblick

auf die Nutzung gesudnheitsfördernder Massnahmen re-

duziert werden, was für zukünftige Angeboten zur Gesund-

heitsförderung von Bedeutung ist.

Résumé

Promotion de la santé par les médecins généralistes: Qui est

prêt á payer pour des mesures préventives? Une étude de cinq

cabinets des médecins de famille dans une commune alle-

mande

Objectifs: Explorer la disposition des patients à payer de leur

poches les honoraires pour la promotion de leur propre santé

selon leurs facteurs de risque et leurs revenus nets, et en com-

paraison avec des patients d’un programme éducatif.

Méthodes: Une étude standardisée sur la santé effectuée dans

cinq cabinets de médecins généralistes d’une petite commune

avec un programme spécial d’éducation à la santé intégré dans

les cabinets. En 1998 un questionnaire a été soumis à un échan-

tillon de patients sélectionnés dans des cabinets médicaux et

n’ayant suivi aucun programme éducatif (n = 973) et à des pa-

tients ayant suivi un enseignement (n = 202): les questions por-

taient sur les facteurs de risque cardio-vasculaire, les facteurs

sociodémographiques, le revenu net, et les dépenses propres

consenties pour la promotion de leur propre santé.

Résultats: Après avoir participé à un programme éducatif, la

disposition d’un patient à dépenser 15 à 40 €/mois pour

l’amélioration de sa propre santé était élevée mais il n’y avait

pas de corrélation avec le salaire net (p < 0,56), contrairement

aux patients de l’échantillon des cabinets médicaux qui

dépenseraient plus d’argent plus leurs revenus sont élevés

(p < 0,001). Les hauts facteurs de risque cardio-vasculaire

étaient associés à une éducation faible (p < 0,001) mais le

revenu net et la disposition à payer de sa poche n’étaient pas

corrélés de façon significative avec les facteurs de risque cardio-

vasculaire.

Conclusion: A la suite de cours d’éducation pour la santé, les

participants étaient prêts à dépenser une part raisonnable des

coûts de leur poche pour des mesures préventives. Ceci n’est

pas en corrélation avec leurs revenus, réduisant ainsi le gradi-

ent social. Des mesures préventives futures devraient prendre

en compte le fait qu’une participation raisonnable aux frais

serait bien acceptée par des patients bien informés.
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