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Summary. Utilization of psychiatric facilities by non-in-
stitutionalized persons aged 20 years and older was examined.
Data were based on the representative community sample of
the Upper Bavarian Follow-up Field Study, the original sam-
ple size being 1668 persons. In the 5-year follow-up 1384
(83.0%) subjects were interviewed; 80 subjects (4.8%) had
died meanwhile. The follow-up sample contained 44 people
who refused the first interview and agreed to participate at the
follow-up. The 5-year prevalence of mental illness according
to the definition used was 31.4%. The rate for psychiatric
treatment (in- or outpatient) was 8.5%. We analyzed which
people with mental illness seek help from professionals in
psychiatric hospitals, from psychiatrists in private practices
and psychosocial services, according to type of diagnosis,
course of disorder (incidence, remission, chronic), socio-
demographic data and psychosocial factors.
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Introduction

The distribution of patients undergoing psychiatric treatment
does not enable conclusions to be drawn as far as the distribu-
tion of the mentally ill among the general population is con-
cerned. The use of psychiatric facilities implies the readiness
of the mentally disturbed individual to adopt the “sick role”
(Parson 1951), one of the stages of illness behavior, which by
definition refers to the varying perceptions, thoughts, feelings
and acts affecting the personal and social meaning of illness
and its consequences (Mechanic 1977; Zola 1964; Mc Kinley
1972). In several industrial nations approximately 2% of those
in the general population, who were over 15 years of age,
undergo psychiatric treatment during the course of 1 year
(Dilling and Weyerer 1978; Wing et al. 1967; Weissman et al.
1981). The true prevalence is much higher than the treated
prevalence (Katschnig and Strotzka 1977; Lauter 1977; Dilling
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and Weyerer 1978). According to Dohrenwend and Dohren-
wend (1969) the estimated average true prevalence rate of
mental illness on the basis of 33 field studies conducted since
1950 was 18% . Only field studies in representative community
samples can determine the true prevalence in the general
population. For the planning of mental health service facilities
and the determination of risk groups field studies are neces-
sary. However, cross-sectional field studies do not allow the
determination of the incidence of mental illness and treat-
ment, longitudinal studies dealing with treated and untreated
cases are necessary. For the analysis of the course of illness
and the determination of the true incidence of illness or treat-
ment only a few psychiatric epidemilogical studies have been
conducted in the Federal Republic of Germany and no exten-
sive prevalence study of the population has been carried out
since those conducted by Brugger (1931, 1933, 1937). In our
present study, a follow-up epidemiological study on the gen-
eral population, we looked for some aspects of illness be-
havior, those seeking help from professionals, with respect to
psychiatric hospital, psychiatric hospitals, psychiatrists in pri-
vate practices, and psychosocial services. The help-seeking
behavior with respect to professionals was studied in cases
identified as mentally ill in a representative community sam-
ple. In this epidemiological study we determined the 5-year
prevalence and incidence of mental illness and of professional
treatment. Within the sample we compared mentally ill help-
seekers with mentally ill nonhelp-seekers according to the
type of diagnosis, course of disorders (incidence, remission,
chronic), sociodemographic data, psychosocial factors such as
insight into illness, suffering due to illness, disturbance in fam-
ily life, limitation of working capacity and social activity.

Methods

Our data were based on a follow-up epidemilogical study on
a general population in three differently structured commun-
ities in Upper Bavaria — a rural community with 1973 resi-
dents (December 31, 1974), most people occupied in agri-
culture and forestry; an industrial community with 12655
residents (December 31, 1974), employees in production pro-
cesses; and a service community with 14418 residents (De-



cember 31, 1974), civil servants, administrative employees
and retired persons. In the first cross-section study (1975-
1977) conducted by Dilling and Weyerer (1980), out of a rep-
resentative random sample of 1668 persons aged 15 years and
older, chosen from the resident register, 1536 subjects could
be interviewed. The refusal rate of the first cross-section study
was 7.9% (n = 132). Of these subjects 1384 (83.0%) of the
original sample of 1668 subjects were interviewed in the
Upper Bavarian Follow-up Field Study. 44 had refused to par-
ticipate in the first cross-section by Dilling and Weyerer
(1980), 4.8% (n = 80 out of 1668) had died in the interval, and
12.2% (n = 204 out of 1668) refused or could not be traced.
In both studies the subjects were interviewed in their homes
by research psychiatrists of the University of Munich. The
semistructured Clinical Psychiatric Interview by Goldberg et
al. (1970), which was especially designed for the use in com-
munity studies to assess psychopathology, was used and ques-
tions as to case history, present health status, familial and so-
cial case history, alcoholism, the use of medical and psycho-
social services, residential, working, and leisure situations
were added. Self-rating scales such as the complaint list
(“Beschwerdenliste”) by von Zerssen (1976) assessing somat-
ic, psychological and psychophysiological symptoms, symp-
tom scales for demoralization of the PERI by Dohrenwend et
al. (1980) were employed. Psychiatric diagnosis was classi-
fied according to ICD 8th and 9th revision and DSMIII
(American Psychiatric Association 1980). The necessity for
different types of treatment, such as mental hospitals, out-
patient psychiatric treatment, out-patient medical treatment,
were noted. The severity of the illnesses diagnosed was evalu-
ated on a scale of 0 to 4 (0 = no impairment; 1 = slight impair-
ment; no medical intervention required; 2 = marked impair-
ment; usually requiring general medical treatment; 3 = very
distinct impairment, usually requiring of outpatient psych-
iatric treatment; 4 = severe impairment, generally requiring
inpatient psychiatric treatment). The definition of a case was
fulfilled if the severity of the illness diagnosed amounted to a
severity of 2. The psychiatric facilities of treatment included
psychiatrists in private practices, psychotherapists, psycho-
social services, psychiatric and psychotherapeutic hospitals,
which were summarized as psychiatric professional treatment.
Social class was determined according to Moore and Kleining
(1968), whereby occupation is the sole class criterion (class I

Table 1. Professional treatment for psychiatric disorders during the
past 5 years; n = 1384 interviewed at follow-up study

Absolute Percentage
of n=1384
Outpatient
Private Psychiatrists 91 7.5
Psychotherapists 5 0.4
Psychosocial service 3 0.2
Self-help group 1 0.1
Inpatient
Psychiatric hospital 11 0.9
Psychotherapeutic hospital 2 0.2
Other professional 14 1.1
Any of the above 104 8.5
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and II: upper class, upper middle class — professional occupa-
tion and management; class III: lower middle class — skilled
occupation; class IV: upper lower class — partly skilled occu-
pation; class V: lower lower class — unskilled occupation).

Results

True Cases and Treated Cases

Of the 1384 subjects 287 (20.7%) interviewed in the follow-up
study showed a mental disorder with a severity of at least 2 at
the 7 day cross-section, fulfilling our case definition. Some

DIAGNOSES  (ICD 9vh Revision) Trye Cases Trye Cases True Cases

TREATED TREATED
z ABSOLUTE  ABSOLUTE
FUNCTIONAL PsycHoses (295-299) 43,3 13 30
MentaL RETarDATION  (317-319) :E 6 14
Oreanic Psveroses  (290-294) @ 7 2
SPECIAL SYMPTOMS (307) 30.0 3 10
NeurosEs (300 [ =0] 30 107
NonpsycroTic Ps’synorome (310D E_T‘J_ 7 %
Trans. Apwustm. Dis, (308-309) @ 1 65
Psycrosomatic Disorp, (306.316) 14,4 17 118
Personac1Ty Disorper (301) % 6 44
ALcoHoL/Drugs (303-305) 12.6 9 70
TotaL 21.5 109 506

Fig. 1. Percentage of true cases treated during 5-year interval accord-
ing to diagnoses

Table 2. Social characteristics of true and treated rates of psychiatric
disorders (5-year interval)

True Treated Percentage of
rate true rate treated
n (%) (%) (%)
Type of community
Rural 265 30.2 5.3 154  ¥*=2.9
Service 571 32.2 7.4 18.0 2df
Industrial 548 31.2 8.8 23.7 ns.
Sex
Male 623 30.5 7.3 19.4  ¥*=0.035
Female 761 322 9.5 201 1df
n.s.
Age (years)
2044 637 30.8 8.8 2.8  y=22
45-64 434 35.3 9.9 18.5 2df
65 + 313 27.5 6.2 151  ns.
Marital status
Single 241 35.7 10.5 23.8  y*=3.6
Married 899 28.7 7.4 18.4 3df
Divorced 61 47.6 15.8 27.6  ns.
Widowed 183 33.9 8.6 16.1
Social class
I+11 168 21.4 5.1 143  ¢*=1.69
111 575 28.2 8.2 224 3df
v 463 33.9 8.9 17.9  ns.

v 170 47.1 12.0 20.5
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17.6% showed a mental disorder of a severity of 1, which re-
quired no medical intervention.

The 5-year rate of mental illness with a severity of at least
2 was 31.4% (n = 435 out of 1384). The 5-year rate of mental
illness with a severity of 1 was 12.3% (n = 95 male, 75
female), however, the rate of persons, who received psych-
iatric treatment during these 5 years, was only 8.5%. The
treated subjects consulted various facilities during the 5 years,
as shown in Table 1.

The majority were outpatients, e.g. 91 persons (7.5%)
consulted a psychiatrist in private practice and only 11 persons
were admitted as inpatients to psychiatric hospitals.

Psychiatric Treatment and Diagnosis

The percentage of true cases treated by any of the facilities
mentioned, differed according to diagnosis (Fig.1).

The functional psychoses demonstrated with 43.3% the
highest percentage of treated cases, followed by the mentaily
retarded with 42.9% . Subjects with alcohol and drug addiction

and personality disorders used professional institutions very
rarely. Most true cases in need of treatment were found in the
diagnostic group of psychosomatic disorders (n = 118) follow-
ed by neuroses (n = 107).

Psychiatric Treatment and Sociodemographic Status

In Table 2 the social characteristics of true and treated rates of
mental disorders are shown. Although the true rate of psych-
iatric disorders was almost identical in the three communities,
the treatment rate was lower in the rural community and the
industrial community had the highest percentage of treated
rates (¥° = 2.9, 24f; n.s.). There were slight differences due
to sex in the true rate as well as in the treated rate (y*> = 0.035,
1df; n.s.). The older people (over 65 years of age) were
treated less often than the younger ones (i = 2.2, 24dfi n.s.).
Marital status was of importance. Divorced subjects had the
highest true prevalence rate (47.6%) and the highest treated
rate (15.8%). Married subjects had the least prevalence of
mental illness, widowed subjects the least prevalence of cases



treated (3> = 3.55, 3df; n.s.). According to social class the
highest true prevalence rate was found in the lowest class V
with 47.1% (i = 1.77; 3df, n.s.).

Psychiatric Treatment and Psychosocial Factors

It was attempted to determine certain psychosocial factors in-
fluencing help-seeking behavior from professionals (Fig.2).

Persons who were rated as mentally ill by the interviewing
psychiatrist at the follow-up interview and as having a suffi-
cient degree of insight into illness were asked for different
psychosocial factors influencing help-seeking behavior from
professionals. Cases with a higher degree of suffering due to
illness made more use of psychiatric facilities (¥* = 27.0; 4 df;
P < 0.001). Cases with disturbances in secondary relations
(relations to neighbours, friends, colleagues) (¢ = 17.3; 4df;
P < 0.01), limitation of work capacity (¥* = 37.2; 4df; P <
0.001), and social activities (¥* = 38.4; 4df; P < 0.001) made
more use of psychiatric facilities, whereas cases with disturb-
ances in primary relations (family) made no significant use of
psychiatric facilities (> = 3.99; 44df; n.s.).

Psychiatric Treatment and Medical Knowledge

Another important factor influencing help-seeking behavior
from professionals was the knowledge about the availability of
professional facilities.

In the rural community all facilities asked about (psych-
iatrist in private practice, psychotherapist, councelling serv-
ices and self-help group) were less known. The elderly people
and members of social class V were less informed and there
was almost no difference due to sex. The best known psycho-
social institution was the psychiatrist in private practice.

Table 3. Social characteristics of persons informed about the availabil-
ity of psychosocial services

Percentage of persons informed

n Psy- Coun-  Psy- Self-help
chiatrist selling  chologist organi-
service Ps’ zation
therapist
Type of community
Rural 261 59.0 36.4 19.9 15.3
Industrial 520 64.6 53.7 27.0 52.6
Service 530 74.5 46.6 27.2 26.5
Sex
Male 591 628 487 271  33.8
Female 719 71.3 46.1 24.5 353
Age (years)
2044 610 66.4 49.4 30.1 43.1
45-64 410 73.9 52.9 25.4 34.1
65 + 291 60.8 35.1 17.2 17.9
Social class
1+11 161 76.4 54.0 41.6 45.3
111 543 70.2 48.6 24.7 38.7
v 441 66.0 48.0 23.9 311
\Y% 162 53.7 34.0 17.9 17.9
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Table 4. Percentage of persons under professional treatment in
the past 5 years — due to course of illness

Percentage of treated persons according to

Incidence Remission Chronic

Type of community

Rural 12.5 (4/32) 12.5 (1/08) 12.0 (3/25)

Service 14.3 (10/70)  13.0 (7/54) 22.5 (9/40)

Industrial 14.8 (8/54) 11.3 (6/53) 36.7 (18/49)
Sex

Male 14.5 (12/83) 17.5 (7/40) 21.6 (8/37)

Female 13.7 (10/73) 9.3 (7775)  28.6 (22/77)
Age (years)

2044 12.3 (10/81) 12.8 (5/39)  36.8 (14/38)

45-64 19.1 (9/47) 17.8 (8/45) 20.9 (9/43)

65 + 10.7  (3/28) 32 (1/31) 212 (7/33)

Social class

Upper + 14.1 (11/78) 4.4 (2/45)

middle class

38.6 (17/44)

Lowerclasses  14.1 (11/78)  17.1 (12/70)  18.6 (13/70)

Table 5. Previous psychiatric treatment (as determined in cross-sec-
tion I) and professional treatment the following S-year interval

Professional treatment (life time)
in the first cross-section

Percentage of professional
treatment in the past

5 years
n (%) n (%)
None 1197 89.3 55 4.6
Out-patient only 112 8.4 26 23.2
In-patient only 7 0.5 3 42.9
In- and out-patient 24 1.8 9 37.5
Total 1340 100.0 93 6.9

Psychiatric Treatment and Course of llness

Out of 1340 subjects who were interviewed twice, three groups
due to the course of illness were defined: a chronic group, sub-
jects who were diagnosed as mentally ill at first cross-section and
at 5-year follow-up interview; an incidence group consisted of
subjects who had been healthy in the first cross-section and
had been diagnosed as mentally ill at follow-up study; and a
remission group of subjects with a mental disorder in the first
assessment and who appeared mentally healthy at the follow-
up interview. As expected, the highest percentage (25.9%) of
professional treatment in the past 5 years was found for the
chronic group (¢* = 87.9; 2df; P< 0.01); 14.1% of the inci-
dence group and 11.3% of the remission group had received
treatment in the 5-year interval.

Table 4 shows the percentage of treated persons according
to course of illness related to sociodemographic status. In the
rural community cases of illness were treated to a lesser extent
in the incidence and chronic group. In the industrial communi-
ty 36.7% of the cases with a chronic course of mental illness
had been treated in the 5-year interval, which was the highest
treatment rate. Due to sex, in the remission group males
dominated in the rate of treatment, whereas in the chronic
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group the females were treated slightly more. The elderly
people consulted a mental health professional less frequently
in any group of course of illness. According to social class, the
upper and middle classes in the chronic group were treated to
a higher extent, whereas the lower classes dominated in the
remission group.

Table 5 shows the percentage of treated subjects during the
5-year period in relation to previous treatment status as deter-
mined in the original sample. The percentage of the former
untreated subjects treated for the first time during the 5-year
interval was 4.6%. A total of 42.9% of the former psychiatric
inpatient and 23.2% of the former psychiatric outpatients re-
ceived professional treatment during the 5 years. If we con-
sider the psychiatric status as determined in cross-section I,
the S-year treatment rate was 17.9% for the cases defined as
mentally ill in cross-section I much higher than for the healthy
ones at cross-section I with 4.2%.

Discussion

Seeking help from professionals is a complicated process, de-
pending on and influenced by sociodemographic data, family
attitude, social network, personality factors, sensibility and
awareness of symptoms and conflicts, advantages through the
iliness, medical knowledge, the knowledge on the availability
of institutions, attitude towards medical services and coping
behavior, whereas help-seeking behavior is perhaps one kind
of coping behavior. McKinley (1972) reviewed illness be-
havior studies, where different aspects dominated such as
economic, sociodemographic, geographic, sociopsychological,
sociocultural and organizational aspects. Only field studies
which take treated and untreated cases into account can thus
give a realistic picture of the illness behavior of a population.
Link and Dohrenwend (1980) found only 13 field studies from
which untreated cases were mentioned separately from cases
treated by mental health professionals. The comparison of dif-
ferent epidemiological studies is complicated by the use of
different, somtimes uncomparable, diagnostic or case identifi-
cation criteria, and due to different cultures with different
medical care systems and different attitudes towards mental
illness and its treatment. Untreated cases are usually over-
looked in health surveys based on samples of treated cases.
Furthermore, one must take into account that help-seeking
from paramedical systems is neglected. Our field study is the
first extensive psychiatric field survey conducted in the Fed-
eral Republic of Germany since those carried out by Brugger
between the two World Wars. Different from many current
psychiatric epidemiological studies interviews in our present
study were conducted by psychiatrically trained medical doc-
tors only. We found a 7-day prevalence at cross-section II of
20.7% for subjects aged 20 and older; the 5-year prevalence
was 31.4% and 8.5% of the whole sample who had been treat-
ed by professional institutions over the past 5 years. A total of
21.5% of all true cases with a degree of severity of at least
2 received professional treatment. Hagnell (1966) found a
treatment rate of 5.4% in 2283 subjects. Srole et al. (1962)
found a treatment rate of 13.4% in 1660 subjects. Link and
Dohrenwend (1980) reported in their review that the average
percentage of true cases receiving treatment out of 11 studies
providing the necessary information was 26.7%, and accord-
ing to their review the average percentage of true cases of
psychotic disorders ever receiving treatment was 59.7%,

based on evidence from 7 studies. Shapiro et al. (1984) found
the highest proportions making a mental health visit were for
schizophrenia and affective disorders in his New Haven study.
Several others have reported a higher propensity for women
than for men to seek help (Kessler 1979; Phillips et al. 1969;
Dohrenwend and Dohrenwend 1976; Veroff et al. 1981), we
found only very slight differences in psychiatric treatment due
to sex, which confirmed the results of Gove and Swafford
(1981) and others. Shapiro et al. (1984) described that women
with a recent disorder according to the Diagnostic Interview
Schedule seek care for their mental or emotional problems
more frequently than men, however, men who made such vis-
its were more likely to be seen by a mental health specialist
than was the case for women. In New Haven, three to four
times as many men visited a speciality sector for mental or
emontional problems than visited a general medical prac-
titioner (10.8% versus 2.9%), and the proportions were closer
for women (15.8% versus 10.6%). Maybe there has been a
change over time, as mainly in recent studies sex differences in
treatment rate have been minor. In our study, the rural popu-
lation, the aged, the widowed and married had the lowest per-
centage rates of treatment. These results confirm the data of
Veroff et al. (1981) and Shapiro et al. (1984) with respect to
age: at ages 65 years and over a visit to the mental health
speciality sector was rare; and of Myers and Weissman’s re-
sults from a community study in New Haven (1977) with re-
spect to age and marital status: the true rate and the treated
rate being higher for persons who have been divorced or sepa-
rated than for married persons. Among persons identified as
cases, those who are divorced or separated are more likely to
have received treatment, than those who are currently mar-
ried. Somewhat surprisingly the widowed who were identified
as cases were the least likely to have received treatment, con-
firming the data of Warheit (1977) with respect to marital
status and type of community; urban people who experienced
distress were more likely to have received treatment than
similar rural people. A possible explanation could be a low de-
gree of information about the availability of mental facilities
in these subsamples, and concerning the widowed, these prob-
ably belong to the older population and the lower treatment
rate may be related to that fact. Besides the sociodemographic
data, psychosocial factors such as suffering due to illness, dis-
turbance of social relations, limitations of work capacity and
social activities due to mental illness are most important indi-
cators for helpseeking from professionals in our study, com-
parable to Zola’s (1964) results. We showed that having re-
ceived treatment, increases the probability of further treat-
ment. This may be due to the course of illness and perhaps to
the experiences with the professional institutions.
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