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2. Introductory summary  

2.1 Introduction 

2.1.1 Relevance 

In Germany, every fifth child between 3 and 17 years struggles with mental health problems (MHP) (3). 

Developmental disorders are by far the most frequent diagnosis, but there are differences in terms of 

age and gender of the child (4). The child’s quality of life and well-being can deteriorate. In addition, 

MHP can negatively affect the family and social environment, school performance and later professional 

development (5-7). There is a risk that MHP will become chronic or be accompanied by comorbidities 

(7, 8). In addition, MHP can place an economic burden on families and health systems (9-11) and are 

therefore considered an especially important public health problem worldwide (12, 13). 

It is estimated that barely 30% of children and adolescents suffering from MHP in Germany (14) or 

different industrial countries (15, 16) receive suitable medical treatment. There are efficacious treatment 

options (e.g. speech and language therapy) that are based on empirical and scientific evidence (17-19). 

However, adequate and timely treatment is still a major challenge for care. The main barriers hindering 

or retarding timely identification and access to professional MHP treatment are long waiting times for an 

appointment accompanied by time-consuming travelling distances, facilities failing to meet the needs of 

children and their parents and a lack of multisectoral involvement (12). Parents have a key role in seek-

ing help for their child. In addition to the before mentioned aspects, parents’ opinions and perception of 

MHP treatment options and possible services are highly relevant. What they know about and how they 

understand MHP and the whole process of receiving help plus other circumstances in the family were 

determined as major aspects in deciding whether help is sought or not (20). 

Parents usually address primary care paediatricians first in case of MHP, or paediatricians discover 

MHP in regular screening examinations (21, 22). They can detect and treat MHP relatively early espe-

cially due to a high acceptance of the check-ups, a large number of children who take these examina-

tions and because of a relationship of trust that has often been built up over many years (21, 23). How-

ever, many paediatricians appear to lack adequate training in identifying and treating MHP in primary 

care (24, 25). Many children and adolescents suspected of having MHP are – depending on the diag-

nosis – referred to social paediatric centres offering special knowledge of MHP, to logopaedics or psy-

chotherapists (26) – even though low-threshold services would be more appropriate. This in turn jeop-

ardises timely treatment of more serious cases that need immediate treatment. 

In-depth training has shown particular promise in strengthening and supporting paediatricians' qualifi-

cations in identifying and in treating MHP, as shown in international primary care studies (27-30). After 

training, screening rates and treatments in primary care went up. In this context, an essential statutory 

health insurance fund in Germany (Betriebskrankenkassen Landesverband (BKK-LV)), in cooperation1 

with a professional association of paediatricians (Berufsverband der Kinder- und Jugendärzte (BVKJ 

e. V.) offered a programme for their policyholders in 2013 (31). The Health Coaching (HC) programme 

aims to standardise MHP anamnesis and treatment procedures by training primary care paediatricians. 

The paediatricians are provided with guidelines for recommended actions and working materials for 16 

(current status) frequently occurring MHP. They receive training in the use of these guidelines (double 

 
1 The BKK contract working groups (VAG) of Bavaria, Baden-Wuerttemberg and Hesse in cooperation with BVKJ and PaedNetz 

Bayern e.V. resolved a framework contract in accordance with Book V of the German Social Code (SGB V, § 140 a et seq. in 
conjunction with § 43 para. 1 no.2). 
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training attendance). Additional fees are available if they have completed the training and treat their 

MHP patients according to the guidelines2. In doing so, integrative care for young people suffering from 

MHP is meant to be improved. 

The HC is assumed to be effectual and a successful programme that improves the patients’ health. 

However, it has not yet been systematically evaluated. The benefits of the programme as well as the 

acceptability of HC qualified paediatricians, patients and parents involved are still unknown. 

2.1.2 Theoretical content of the HC programme 

In 2011, the development of the HC programme began, and all medical stakeholders involved agreed 

on mutual consultations that formed the basis for it. The International Classification of Functioning, Dis-

ability and Health in the version for children and adolescents (ICF-CY) (32) forms the basis for the HC 

components. The ICF-CY considers the particularities of developing functions and the special living 

environments of children and adolescents. It enables a differentiated description of unusual develop-

mental courses. It provides the basis for interdisciplinary planning and implementation of interventions 

and for the management of services and resources. The HC programme's basic pillars are patient-

centred medical care, participatory involvement in the treatment process and strengthening the existing 

resources of the child and it’s family. According to these, it aims to provide children and their parents 

with targeted information about the various treatment options and to teach them personal management 

skills. 

The BKK provides further financial resources for the implementation of the HC standard guidelines and 

it goes beyond the regular statutory health insurance (SHI) service spectrum (33, 34). The HC is based 

on the BKK STARKE KIDS (SK) programme, offering additional developmental check-ups for children 

and adolescents that are part of the SK3. Insured ones with MHP can also be provided with the HC 

programme as shown in Publication II (Figure 2). In order for the HC to be implemented and services 

to be billable4 the following conditions must be fulfilled: 1) the paediatrician takes part in the SK pro-

gramme and 2) has completed the HC training. 3) The child is SK participant. 

Currently, the HC programme is mainly applied in Bavaria, Germany5. Over 700 Bavarian HC qualified 

paediatricians are listed. Since 2015, the HC also exists throughout Germany with more than 2,100 

qualified paediatricians and around 36,000 children and adolescents with MHP being treated accord-

ingly. 

To decide whether the HC programme has the potential to optimise MHP patient care and therefore, if 

it should be maintained or included in standard care of the SHI, the benefits of the programme and 

implementability in daily practice must be confirmed. In Germany, the Innovation Fund is a central health 

policy instrument for the promotion of new forms of health care and health services research. Funds 

from the SHI are used to support innovative, cross-sectoral new health care forms and projects in prac-

tice-oriented health care research, with the aim of further developing and improving SHI health care in 

Germany. 

For this purpose, the project “PrimA-QuO – Optimised primary medical care for children and adolescents 

with MHP” was initiated. PrimA-QuO is a health services research project funded from 2017 to 2020 

 
2 The content is not open to the public. 
3 In Germany, there is free choice of health insurance fund, and each fund can offer additional programmes for advertising pur-

poses. Currently, 69 of the approximately 100 company health insurance funds are offering the SK programme. 
4 The HC allows for additional billing of 15 euros per 10 minutes with a cap of 180 minutes per child (on top of standard care). 
5 Bavaria is among the most populous German federal states (total population: around 13 million). 
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from the Innovation Committee at the Federal Joint Committee (grant number: 01VSF16032) (35). All 

analyses und publications presented here evaluating the effects of the HC programme were funded and 

produced within the framework of PrimA-QuO. A detailed study description and the methodological pro-

cedure is provided in the study protocol (36). 

2.2 Research questions and objectives 

The aim of the PhD project was to answer the following research questions: 

1. Acceptance, barriers and facilitators of the programme 

At first, it was examined how HC qualified paediatricians, children and adolescents (suffering from MHP 

and treated accordingly) and their parents perceive and accept the HC. Following this, possible 

strengths and weaknesses of the programme were meant to be indicated. Specifically, the following 

research questions were addressed: 

• How is the programme accepted by paediatricians and families involved? 

• What are facilitators and weaknesses of the programme’s implementation in daily practice? 

• What are the facilitators and barriers of the treatment in the context of the HC programme? 

• Where is need for improvement and further support? 

2. Effectiveness of the programme 

In a second step, the programme’s effectiveness in treating children and adolescents with MHP was 

investigated. The leading research questions were: 

• What are the demographic and health-related characteristics of HC participants as compared 

to children and adolescents who receive standard paediatric care (control group)? 

• What is the prevalence of MHP in the HC and control group? 

• How do MHP change over time? 

• What are the determinants of MHP over time? 

• Does HC programme participation influence the change of MHP in the course of time? 
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2.3 Methods and analysis 

The PhD project follows a mixed methods approach comprising a cohort study and a semi-structured 

interview study. In this sense, the strengths of both research strategies are used, and the results are 

interwoven interpretatively in the sense of a convergent mixed method design (37) as shown in Figure 1. 

 

Figure 1: Mixed methods approach of the PhD thesis 

The focus was on the participatory involvement of children and adolescents suffering from MHP 

(patients) and their parents in the qualitative and quantitative study. 

Prior to the start of the PhD thesis an expert interview was conducted with the programme developers 

to understand the programme’s theoretical background and its objectives. Details are shown in the 

Appendix. Based on these findings, the guidelines for the structured interviews with paediatricians, 

patients with MHP and parents were developed. 

An overview of the cohort study and the embedded interview study is shown in Figure 2. 

2.3.1 Interview study (qualitative approach) 

2.3.1.1 Study design 

Following a qualitative approach, several structured (guideline-based) telephone interviews were 

conducted from November 2017 onwards. Paediatricians with HC qualification, patients with MHP 

receiving HC treatment and parents of patients were interviewed. 

2.3.1.2 Participants and data collection 

HC qualified paediatricians  

In Bavaria, most of the paediatricians are members of a respective network (PaedNetz). 23 qualified 

and HC experienced paediatricians were recommended by PaedNetz from their own ranks and con-

sented to participate (response rate=100%). The following inclusion criteria were applied: 1) member of 

PaedNetz, 2) Bavarian primary care paediatrician, 3) HC qualified and HC experienced. Doctor’s sur-

geries merely treating private patients were not included6. Paediatricians who met the inclusion criteria 

were contacted via email. The selection was based on purposeful sampling in terms of urban and rural 

variation. 

  

 
6 Patients insured by SHI were necessary to obtain BKK billing data. 
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Patients with MHP and parents of patients receiving HC treatment 

Parents were selected if they had at least one child (≤17 years of age) with a concrete diagnosis of one 

(or several) of the four most frequent MHP7 as defined in Table 1. The diagnoses were indicated by the 

ICD code8 (38). The child(ren) had to be enrolled in the SK programme and had to have been treated in 

accordance with the HC programme in the past six months by a paediatrician who had the appropriate 

HC qualification. Parents and patients with MHP had to know about the diagnosis to be included (self-

report). 

Table 1: Included MHP diagnoses indicated by ICD code 

ICD code MHP Diagnosis 

F80.0-F80.9 Developmental disorder of speech and language 

G44.2 
G43.0 
G43.1 
F45.4 
R10.4 

Head and abdominal pain (somatoform) 

F68.8 
F91.0–92.9, 
F94.0–95.9, 
F98.3-F98.9 

Conduct disorder 

F98.0 Non-organic enuresis 

The BKK invited families who met the inclusion criteria in written form. Purposeful sampling was applied 

in the selection of interview candidates. In doing so, the principles of maximum variance concerning 

demographic characteristics (age, gender, social class), MHP diagnosis and place of resident (rural or 

urban area) were met. Parents of patients with MHP (<14) and consenting adolescents (≥14) were in-

terviewed. 

Data collection 

All interviews were conducted by telephone. This was required as the interview participants were spread 

all over Bavaria. The interviews were audio-recorded using F4 version 2012 (Dresing & Pehl GmbH, 

Marburg, Germany). The records were transcribed verbatim afterwards. 

2.3.1.3 Data analysis 

The data were analysed using an approach to content analysis according to Philipp Mayring (39, 40). 

This method was chosen because of the structure of the interview guidelines. Both deductive and in-

ductive coding was performed. In that sense, relevant interview statements were deductively assigned 

to the different main themes of the structured interview guide. Inductive coding also has significant ad-

vantages: On the one hand, it makes it possible to contextualise material by means of the predefined 

categories. On the other hand, it allows for an in-depth exploration, which can result in further categories. 

The coding tree and details of the analyses are presented in Publication I. The transcripts were inde-

pendently analysed by the PhD candidate and another researcher, both qualified in qualitative research 

to increase validity of results. The process of coding and analysing was performed with the help of 

MAXQDA 18 (VERBI Software; Consult, Sozialforschung GmbH, Berlin, Germany). 

 
7 These MHP diagnoses were specified by paediatricians of PaedNetz Bayern as the four most common MHP emerging in pae-

diatric care. 
8 International Statistical Classification of Diseases and Related Health Problems (ICD) in the 10th revision. 
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2.3.2 Cohort study (quantitative approach) 

2.3.2.1 Study Design 

In 2018 and 2019, a prospective cohort study was carried out in Bavaria, Germany, evaluating the 

treatment outcomes of patients with MHP treated by a paediatrician who had HC qualification 

(intervention group) compared to those suffering from MHP receiving standard paediatric care 

(see Figure 2). 

Figure 2: Overview of the cohort study and the embedded interview study 

2.3.2.2 Participants and data collection 

Patients with MHP and parents of patients 

Parents were invited to participate if they had at least one child (≤17 years) who had been diagnosed 

with one (or several) of the MHP defined in Table 1 and if they had at least one consultation with a 

Bavarian primary care paediatrician for MHP in the past six months. The child had to be insured with a 

BKK offering the SK programme9. The BKK identified participants who met the listed inclusion criteria 

on the basis of billing data which was available within about half a year. 

Intervention and control group 

Children and adolescents of the control group could either be SK or non-SK participants, they did not 

have to be enrolled in the SK programme10 (see Publication II Figure 2). The control group was treated 

by a paediatrician who offered the SK programme. HC services had not been billed. 

All participants in the intervention group were SK+HC. The intervention group was therefore SK partici-

pant, was treated by a HC qualified paediatrician and HC service(s) had been billed. 

  

 
9 Required for retrieving performance data. 
10 The mixed control group was due to PrimA-QuO requirements. A distinction between SK and non-SK participants and conse-

quently an evaluation of the SK programme was not up for discussion. 
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Data collection 

All data were collected via online questionnaire. Eligible families were invited by their BKK in writing and 

they received the link to the baseline assessment. One year later, all participants obtained the invitation 

as well as access data for the follow-up questionnaire per email. 

Outcome of interest 

The change in MHP was meant to be examined. Children’s and adolescents’ MHP were assessed at 

two time points with the Strengths and Difficulties Questionnaire (SDQ) (41, 42). The SDQ is a valid 

instrument for the early detection of MHP. The total difficulties score (range 0-40) is a sum of scores of 

20 items whereas higher scores indicate more serious problems. A total score of more than 13 (parental 

assessment) or 15 points (self-assessment of the child) is considered as “at risk” for MHP. A change of 

more than two points in the total score is considered clinically meaningful (43). Details regarding SDQ 

are shown in the Additional File to Publication II. 

2.3.2.3 Statistical methods 

Details of the statistical analyses are presented in Publication II. For continuous variables at baseline 

and follow-up, mean values, standard deviation and absolute frequencies with associated percentages 

for categorical variables were reported. Differences between the HC and control group concerning de-

mographic or health-related characteristics were compared using the Chi-square test or Kruskal-Wallis 

test. In the longitudinal analyses, the changes in the SDQ total score in both groups were compared, 

and determinants of SDQ change were evaluated with Linear mixed effects (LME) models. Between-

subject variability were taken into account. Age, gender and MHP, paediatric care group (HC vs. control) 

and the level of parental education were included as covariates in the analyses. International literature 

served as a basis for this selection (44-47). Due to the study design, randomisation in group assignment 

could not be performed. Therefore, Inverse Probability of Treatment Weighting (IPTW) was applied (48, 

49). At first, an unadjusted model with time and paediatric care group as the only covariates was calcu-

lated. In a second model, age and sex of the child were introduced additionally. Thirdly, a fully adjusted 

model was reported. To calculate whether HC participation influences the change in MHP over time, an 

interaction term of time and paediatric care group (HC or control group) was calculated. The IPTW 

weights were introduced into all models. Akaike information criterion (AIC) was used to assess overall 

model fit. Lower values are indicating better model fit. All statistical analyses were carried out using SAS 

software, version 9.4 ( SAS Institute, Cary, NC, USA). 

2.4 Main results and scientific contribution 

Two scientific first authorship articles were published in international peer-reviewed journals. The arti-

cles document a five-year research process aimed at answering the above-mentioned research ques-

tions. 

2.4.1 Interview study (Publication I) 

Within one year, starting in November 2017, 14 HC qualified paediatricians, four adolescents with MHP 

(treated accordingly) and 22 parents were interviewed. All participants who were recruited and inter-

viewed can be found in Publication I (Table 1). Participants were selected from 23 consenting paedia-

tricians, 322 parents and ten adolescents up to the point of saturation. Three paediatricians indicated 

that they were also involved in HC programme contract negotiations and development. In Box 1 the 

scientific contribution of Publication I is summarised. 
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2.4.1.1 Acceptance of the programme 

The interviews showed that HC qualified paediatricians valued the programme to a great extent. Parents 

said they were content with the care they received by their paediatrician even though they did not know 

that the HC programme was particularly tailored to their needs. This is in line with the adolescents’ 

statements. 

2.4.1.2 Facilitators and barriers of the programme – paediatricians’ point of view 

HC qualified paediatricians rated the programme material as very helpful and said that it facilitated di-

agnosis and decision-making in the treatment of MHP patients. The extra allocation of funds was con-

sidered as an expression of trust. However, paediatricians viewed their ability to interact with MHP pa-

tients and their parents as restricted. Time and budget constraints were cited as the main obstacles to 

implementing the programme as desired. Paediatricians also perceived cultural and linguistic barriers 

and distinct social disparities. In additions, barriers related to secondary and tertiary care arose because 

it might be difficult for parents to follow-up on referrals. A few paediatricians felt that parents could doubt 

their competence in dealing with MHP. 

2.4.1.3 Facilitators and barriers of the treatment – patients & parents’ perspective 

Patients and parents appreciated being involved in treatment decisions and had sufficient trust for their 

paediatricians even with regard to more precarious issues. An extensive counselling time offered by the 

paediatrician and interaction between care providers were positively noted. The following aspects were 

mentioned as the main barriers to appropriate and timely MHP treatment: waiting too long for a specialist 

appointment and specialised clinics being too far away, thus appointments being hardly compatible with 

working and family life. The fact that a lot of prescriptions and treatment options are not covered by the 

health insurance was also mentioned. Some parents reported that they underestimated the child’s MHP 

and therefore, consulting help was delayed. A few parents were reluctant to consult their paediatrician 

for MHP as the problem seemed too trivial or, on the contrary, a specialist was needed. 

2.4.1.4 Need for programme improvement and further support 

Paediatricians emphasised the need for enhanced interdisciplinary communication and networking. 

Strengthening parental resources, increasing parents’ awareness of MHP and improving paediatricians’ 

knowledge in MHP were mentioned to address the barriers and to lower the chance of receiving therapy 

too late or late in general. 

In general, families felt sufficiently supported. Parents suggested improving access to MHP services, 

improving exchange between providers and better accessibility of specialised services. The involvement 

of other health professionals and inclusion of other treatment options were also suggested. 
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2.4.2 Cohort study (Publication II) 

In total, more than 7,000 families met the inclusion criteria and were invited to participate. 1,250 families 

took part in the baseline assessment in 2018. The flow chart is shown in Publication II. The response 

rate at baseline was 17%. After having excluded persons with missing information on the outcome of 

interest (SDQ) or basic covariates (age, gender), 1,090 children and their parents could be included in 

the cross-sectional analyses. The follow-up survey, in which 654 persons (response rate=56%) partici-

pated, took place 1 year later. A total of 599 participants were included in the longitudinal analyses. 

Exclusions (n=55) were necessary due to missing SDQ assessment. 

2.4.2.1 Prevalence of MHP at baseline 

In total, 30.6% were treated according to HC. Conduct disorder (29.7%) and enuresis (17.1%) more 

frequently occurred in the HC group (control group: 21.5% and 4.6%, respectively). In the control group 

developmental disorders of speech and language (57.3%) and abdominal pain (22.2%) occurred more 

often (HC: 41.1% and 16.5%). Overall, the SDQ score indicated 23.5% “at risk”. No significant SDQ 

differences between HC and control group were found. 

2.4.2.2 MHP developmental course 

During the follow-up, no remarkable distinctions between the two groups were detected. This holds true 

for both the change of the SDQ total score and the change in SDQ items. The highest scores were 

apparent for participants with conduct disorder. For boys in both groups, a decrease of about two points 

in the self-assessment could be observed. Sensitivity analyses: 46.7% in the control group as compared 

to 26.2% in the HC group had improved SDQ cut offs. There was no change in most of them, and a 

sizeable proportion worsened. 

• Publication I is the first to evaluate a primary care-based MHP programme that reflects the perspectives 

of paediatricians, young patients with MHP and their parents. Three paediatricians had been involved in 

HC programme development, which was fruitful for the analyses. 

• Important facilitators, barriers and approaches to improve the treatment of patients with MHP in primary 

care were identified. These findings could help improve the programme in the future. 

• The interview study contributed to a better understanding of the HC programme and its application in daily 

practice. The initial qualitative findings influenced the focus of quantitative data collection. Publication I 

also contributed to the interpretation of the results of the cohort study on the effectiveness of the pro-

gramme (Publication II). 

Box 1: Scientific contribution of Publication I 
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2.4.2.3 Determinants of MHP over time and effect of HC participation 

Time but not HC treatment were associated with lower SDQ scores in the unadjusted model. In the fully 

adjusted model, a high level of parental education was significantly associated with lower levels of SDQ. 

Child’s male gender was significantly linked to higher SDQ scores. Older age (15–17) was also associ-

ated with higher SDQ values (no significant effect). In the control group, a significant improvement in 

SDQ scores was observed over time. In the HC group, the scores did not change remarkable. 

2.5 Strengths and limitations 

The studies conducted have certain major strengths. A particular strength of the qualitative study is 

based on its intuitive approach and the respondents’ candour. Although the topic of MHP is a sensitive 

issue, the interviewees freely talked about their views and experiences. The fact that three of the inter-

viewed paediatricians had also been involved in the programme development enriched the findings and 

enabled distinction between the anticipated goals of the HC programme and its everyday feasibility. Yet, 

some limitations in the interview study must also be mentioned. In qualitative research, interviews are 

always influenced by suppositions and attitudes of the corresponding researchers, at least to some 

extent. It should be also noted that the personal commitment of the paediatricians is still an essential 

factor for positive experiences of the families and their satisfaction with the care provided. Therefore, 

the assumptions regarding the methodological approach and the interpretation of the results were criti-

cally questioned and discussed by the researcher. The researcher’s qualifications may have also mini-

mised this possible bias. 

A comprehensive health assessment of more than 1,200 underaged patients with MHP and their parents 

at two time points one year apart is the main strength of the cohort study conducted. The MHP of the 

child and its health development course were extensively analysed. Differences related to age, gender 

and MHP between HC and control group were also obtained. The cohort study has two main limitations. 

First, due to the methodological conditions, an average time gap of three to four quarters between the 

first MHP diagnosis and the invitation to participate in the study was given. In this sense, several months 

passed after the intervention before the baseline health assessment of the child took place. That might 

have contributed to a blurring of a possible significant effect that the programme might have had on the 

child's course of MHP development. The time gap may also explain the low response rate at the begin-

ning of the study and the high number of lost-to-follow-up. Regarding the lost-to-follow-up, no demo-

graphic or health differences were found between HC and control group that could have biased the 

results. Secondly, it was not possible to include participants by non-participating or participating paedi-

atricians’ surgeries. Instead, participants were invited by letters from the health insurance company 

based on billing data. Therefore, it might be possible that paediatricians in the control group finished the 

HC training and offered HC services but did not bill for the service. This contamination of the control 

• Publication II provides a first assessment of the HC programme’s patient-related impact. 

• A comprehensive SDQ assessment was conducted including the assessment of specific differences re-

garding age, gender and MHP between HC and control group. 

• There was no significant impact of the programme concerning the MHP developmental course detectable. 

• Publication II is in line with the international literature showing that higher SDQ levels were significantly 

linked to male gender of the child and lower educated parents. The results prove that MHP-related stress-

ors, coping abilities and availability of help are not distributed equally yet. 

Box 2: Scientific contribution of Publication II 
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group was accepted since it resulted in a more conservative result and a lower difference between the 

two groups in theory. 

2.6 Discussion and outlook 

This dissertation is the first evaluation of the patient-related impact of the HC programme on the health 

of children and adolescents with MHP. It is also the first evaluation of a primary-based MHP programme 

that reflects the perspectives of primary care paediatricians, children and adolescents with MHP and 

their parents. 

The mixed methods approach provided a unique opportunity to profoundly understand the programme’s 

content, its implementation and effectiveness. The two different approaches complemented each other 

in precious ways: The qualitative approach contributed to a better understanding of the HC programme 

and its implementation in daily practice. In addition, the qualitative approach was helpful in focusing the 

quantitative study and interpreting the results on the programme’s effectiveness in treating children and 

adolescents with MHP. The integration of quantitative and qualitative data resulted in a confirmation of 

results and an expansion of understanding. The results were summarised in a coherent narrative report. 

The qualitative study with HC qualified paediatricians, patients with MHP and their parents provided a 

unique opportunity to look ‘behind the treatment doors’. The programme’s objectives were evaluated up 

to the practical feasibility while the waiting room is full of patients. The feasibility of the doctor’s recom-

mendations between work, everyday life, and family and the well-being of the people at the centre – 

young patients with MHP – were assessed. The openness of all participants made it possible to address 

problems and concerns. The interview study revealed several strengths but also shortcomings of the 

programme. In this sense, the programme could not always be implemented as desired or was skipped 

due to time or organisational restrictions or due to family circumstances requiring too many resources 

to be carried out. These systemic, structural and private issues may partly explain the blurring of a 

significant effect of the programme concerning the change in MHP in the one-year course as found in 

the cohort study. Methodological circumstances (e.g. duration until the billing data were available) also 

led to a more conventional effect estimate. 

With the decision of the Innovation Fund of 11 November 2021, no recommendation was made for the 

programme to be included in standard care of statutory health insurance (50). This decision was based 

on the lack of impact of the programme on the children’s health outcomes (2) as well as on the frequency 

of MHP diagnoses of MHP, on treatment pathways and on costs (51). Nevertheless, the results pre-

sented here provide important indications for further programme development and improvement of inte-

grated care for young patients with MHP. As the HC programme aims to facilitate and standardise an-

amnesis and treatment pathways of young patients with MHP to enable more timely treatment of severe 

MHP, the primary care programme has still proven helpful in identifying MHP and in determining what 

the best treatment option is. Time and financial restrictions, lack of family resources and the fact that it 

still takes too long until specialised help is available, were cited as the main barriers to implementing the 

programme. An increase in services that paediatricians can charge for will not remedy this situation. 

Rather, better support networks involving other health professional groups could help strengthen the 

resources of paediatricians and families. To help reduce MHP it might be also useful to focus on families 

with low parental education first. Increased awareness of MHP among parents and their trust in the 

paediatrician’s expertise in MHP should also be focused on to reduce the risk of delayed MHP treatment 

in the future. These insights may partially be transferred to other MHP programmes to optimise primary 

medical care for all persons affected with MHP. 
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3. Publication I 

Publication I: “We’re in good hands there.” – Acceptance, barriers and facilitators of a primary 

care-based health coaching programme for children and adolescents with mental health prob-

lems: a qualitative study (PrimA-QuO). 

 

Decke S, Deckert K, Lang M, Laub O, Loidl V, Schwettman L, Grill E. “We’re in good hands there.” – 

Acceptance, barriers and facilitators of a primary care-based health coaching programme for children 

and adolescents with mental health problems: a qualitative study (PrimA-QuO). BMC Family Prac-

tice 21, 273 (2020). https://doi.org/10.1186/s12875-020-01344-1. 
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11  

 
11 During the publication process, an error occurred in the printed version. References were printed within the abstract that were 

not included in the originally submitted version. The incorrect presentation was reported to the journal but has not been cor-
rected yet. 
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4. Publication II 

Publication II: Longitudinal changes of mental health problems in children and adolescents 

treated in a primary care-based health-coaching programme – results of the PrimA-QuO cohort 

study. 

 

Decke S, Hamacher K, Lang M, Laub O, Schwettman L, Strobl R, Grill E. Longitudinal changes of mental 

health problems in children and adolescents treated in a primary care-based health-coaching pro-

gramme – results of the PrimA-QuO cohort study. BMC Primary Care 23, 211 (2022). 

https://doi.org/10.1186/s12875-022-01780-1. 
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Appendix: Unpublished manuscript 

Title: “A new approach in paediatric primary care – Theoretical considerations and targets of a 

health coaching programme for paediatricians. An expert interview with the programme devel-

oper (PrimA-QuO).” 

Aim 

The unpublished manuscript is an additional contribution to generate a better understanding of the back-

ground of the programme development. The theoretical background of the programme was not pub-

lished by decision of the Thesis Advisory Committee in October 2019.  

Methods 

Three programme developers were named by PaedNetz and invited by the study team for an interview. 

The expert interview was conducted via telephone and took place in May 2017. The interview lasted 25 

minutes. The interview was audio-recorded via F4 (version 2012. Dresing & Pehl GmbH, Marburg, Ger-

many) and then transcribed verbatim. 

Following questions were addressed:  

1) What were the anticipated aims of the programme development?  

2) Which health models and theories have been incorporated into the HC development?  

3) What is particularly important for the programme to stand the test of time?  

Analyses 

MAXQDA 18 (VERBI Software; Consult, Sozialforschung GmbH, Berlin, Germany) was used for coding 

and analysis. 

Results 

Anticipated aims of the programme development 

According to the experts, new morbidities – defined as paediatric indications with a multilevel and social 

background – arose as an important topic in paediatric practices. However, there was a lack of response 

to these conditions including a lack of training for paediatricians. As a consequence, children with (sus-

pected) MHP were referred to specialised care too soon. With the aim of offering in-depth clarification 

of the child’s MHP and improved integrated care, a group of paediatricians decided to address this 

subject and wanted to make the field of social paediatrics more manageable for paediatricians. 

Incorporated health models and theories 

The programme developers were oriented towards established test procedures and quality standard of 

multidisciplinary diagnostics as applied in social paediatric centers. In a workshop taking place in 2010, 

a lot of theory was compiled in the form of modules called basis diagnostic. The modules turned out to 

be too extensive and unwieldy in practice and were therefore replaced by the current checklist form. In 

a continuous process, the modules were jointly developed and revised by the programme developers 

until a final version was available. The HC is now designed as a three steps model following social-

paediatric diagnostics (see Publication II, Figure 1). When MHP are suspected, a detailed examination 

takes place (step 1 and 2). In the next step, a therapy alliance (typically for six months) is arranged with 
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the parents including an assessment of patient’s and family’s resources. If the problems are too serious 

or the HC programme does not work, a referral to specialised care takes place. As a result, children with 

minor problems can remain in the care of the paediatrician while resources are available for children 

with MHP who need immediate specialised care. In this sense, the basic principles of the programme, 

namely patient orientation, participation and strengthening of existing resources, were met quite well, 

according to the experts. 

Needed conditions to stand the test of time 

With the aim of enabling a long-term implementation of the programme, the developers tried to create a 

practical structure that enables the programme right from the start to be used effectively and flexibly in 

practice. Whether and to what extent the programme is implemented is up to the doctor. A realistic 

resource estimate by the doctor as to whether he/she can implement the HC programme and whether 

it can be effective is a central link before its implementation. 

Conclusion and contribution to the PhD thesis 

The expert interview provided important information on the background of the programme and its un-

derlying objectives. Based on this knowledge, the interview guides were refined for paediatricians and 

families. In particular, the interviews with HC qualified paediatricians therefore addressed the question 

to what extent the programme’s goals and its basic principles can be fulfilled in practice. The process of 

data triangulation is shown in Publication I (Figure 1). 
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