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Social inequalities in health of children and adolescents in
Germany. Results of the cross-sectional KiGGS Wave 2 study
Abstract
The close link between socioeconomic status (SES) and health can already be observed in childhood and adolescence.
Although the vast majority of children and adolescents grow up healthily in Germany, social inequalities in health
exist. The results of the second wave of the German Health Interview and Examination Survey for Children and
Adolescents (KiGGS Wave 2) demonstrate that children and adolescents with a low SES have a poorer level of
general health and face health constraints more frequently than their peers with a higher SES. Social inequalities
in mental health are significantly more profound than in the 12-month prevalence of bronchial asthma and allergic
rhinitis. The odds of being affected by mental health problems or attention-deficit/hyperactivity disorder (ADHD)
were 2.8 to 4.4 times higher for children and adolescents with a low SES compared to their peers with a high SES.
Therefore, in order to enable all children and adolescents to grow up healthily, health promotion and disease
prevention measures need to be put in place early in a child’s life and need to be tailored to the needs of particular
target groups.
SOCIOECONOMIC STATUS · PHYSICAL HEALTH · MENTAL HEALTH · HEALTH MONITORING · KIGGS

1. Introduction

In recent decades, the living conditions and health of
children and adolescents in Germany as a whole have
considerably improved. From a public health point of
view, this can be attributed to factors such as a historically low infant and child mortality rate, a significantly
lower prevalence of what used to be referred to as common ‘childhood diseases’, improved dental and oral
hygiene and a good standard of health care [1, 2]. These
factors have been accompanied by the containment of
infectious diseases that used to occur in childhood (due

to measures such as vaccination) and a resultant focus
on chronic diseases and psychological and developmental disorders, in particular. Researchers often refer to this
situation as the ‘new morbidity’ [3].
In many cases, physical, mental and emotional developmental disorders not only have an immediate impact,
especially during the early stages of physical growth and
organ maturation; they can also lead to long-term health
problems. Although chronic diseases are often treatable
today, they cannot always be cured. Some diseases that
occur at a young age, therefore, will require long-term
treatment and may even last into adulthood. Findings
17
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KiGGS Wave 2
Second follow-up to the German Health
Interview and Examination Survey for Children
and Adolescents
Data owner: Robert Koch Institute
Aim: Providing reliable information on health
status, health-related behaviour, living conditions, protective and risk factors, and health
care among children, adolescents and young
adults living in Germany, with the possibility
of trend and longitudinal analyses
Study design: Combined cross-sectional and
cohort study
Cross-sectional study in KiGGS Wave 2
Age range: 0 -17 years
Population: Children and adolescents with
permanent residence in Germany
Sampling: Samples from official residency
registries - randomly selected children and
adolescents from the 167 cities and municipalities covered by the KiGGS baseline study
Sample size: 15,023 participants
KiGGS cohort study in KiGGS Wave 2
Age range: 10 -31 years
Sampling: Re-invitation of everyone who took
part in the KiGGS baseline study and who
was willing to participate in a follow-up
Sample size: 10,853 participants
KiGGS survey waves
▶	
KiGGS baseline study (2003-2006),
examination and interview survey
▶	
KiGGS Wave 1 (2009-2012),
interview survey
▶	
KiGGS Wave 2 (2014-2017),
examination and interview survey
More information is available at
www.kiggs-studie.de/english
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from life course epidemiology demonstrate that the foundations of a person’s health in later life are laid out in
childhood and adolescence – sometimes even before
birth [4]. As such, children and adolescents are an important target group for disease prevention and health
promotion measures. The health targets ‘Growing up
healthy’ [5] and ‘Health before, during and after birth’ [6],
which were adopted during the establishment of Germany’s national health targets, are illustrative of the
importance that politicians currently place on child and
adolescent health.
However, even in an affluent country like Germany,
children and young people grow up under very different
conditions. This is exemplified by the fact that around
one fifth of the minors in Germany face a relative risk of
poverty. These young people live in households that earn
less than 60% of the median household income [7, 8]. In
addition, educational opportunities in Germany are still
closely tied to a person’s socioeconomic background
[9, 10]. Poverty, a lack of the things that they need, and
few opportunities to participate in society or to achieve
their desires are associated with increased health risks at
a young age [11]. Numerous studies have identified a close
association between the socioeconomic situation and
health of children and adolescents [12-19]. Results from
the school entry health examination at the federal-state
level demonstrate that socioeconomically disadvantaged
children more frequently face early health problems and
delayed development. These children are much more
likely to have physical, psychological, cognitive, language,
and motor developmental deficits than their peers from
families with a higher socioeconomic status [17, 20-22].

Reliable data on child and adolescent health are
important if all children are to be offered the best possible chances of growing up healthily. Moreover, they are
essential if we are to recognise problems and new challenges in time and develop and evaluate target group-specific measures. A previous article, which was published
in issue 2/2018 of the Journal of Health Monitoring,
focused on socioeconomic differences in the health
behaviour of children and adolescents. This article builds
on this and employs cross-sectional data from the second wave of the German Health Interview and Examination Survey for Children and Adolescents (KiGGS Wave
2, 2014-2017). The aim is to provide an overview of the
current extent of social inequalities in child and adolescent health. The focus is placed on selected indicators
that reflect the health status of children and adolescents
and which have a high level of public health relevance.
2. Methodology
2.1 Study design and sample
KiGGS is part of the health monitoring system at the
Robert Koch Institute (RKI) and includes repeated representative cross-sectional surveys for Germany of children and adolescents aged 0 to 17. The KiGGS baseline
study (2003-2006) was conducted as an examination
and interview survey, KiGGS Wave 1 (2009-2012) was
implemented as a telephone-based interview survey, and
KiGGS Wave 2 (2014-2017) once again used examinations and interviews to collect data. However, unlike the
KiGGS baseline study, many participants were only interviewed and not examined. The concept and design of
18
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KiGGS have been described in detail elsewhere
[23-26]. A total of 15,023 respondents (7,538 girls, 7,485
boys) participated in the cross-sectional component of
KiGGS Wave 2 (response rate 40.1%) [24] and 3,567 children and adolescents took part in the examinations
(1,801 girls, 1,766 boys; response rate 41.5%).
2.2 Indicators

This article focuses on three different areas of child and
adolescent health: general health, physical health and
mental health. Two indicators were selected as examples
from each of these three areas. Information about most
of these indicators has already been published as a Fact
sheet or Abstract in either issue 1/2018 or 3/2018 (this
issue) of the Journal of Health Monitoring. A family’s
socioeconomic status (SES) was employed as the independent variable.
General health
Subjective assessment of general health is an integral
aspect of many health surveys. In accordance with recommendations drawn up by the World Health Organization (WHO), KiGGS Wave 2 used a written questionnaire to ask parents, ‘How would you describe the
general health of your child?’ [27]. The parents were able
to select one of five possible answers: ‘very good’, ‘good’,
‘fair’, ‘poor’, or ‘very poor’. In order to identify children
and adolescents with health problems, parents were
asked three additional questions derived from a survey
tool that is often used internationally: the CSHCN screener (Children with Special Health Care Needs Screener)
Journal of Health Monitoring 2018 3(3)
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[28]. These questions were: 1) ‘Is your child limited or
prevented in any way in his or her ability to do the things
most children of the same age can do?’ 2) ‘Is this due
to a disease, behavioural issue or any other health problem?’ 3) ‘Has this problem already been persisted for 12
months or can a duration of 12 months to be expected?’
In cases where all three questions are answered affir
matively, the person in question will probably face lasting or long-term health constraints which will have an
impact on their age-typical development. The results
section describes the proportion of 3- to 17-year-old
children and adolescents whose health was described
as fair, poor or very poor by their parents, and the proportion identified as having lasting health constraints.
Physical health
Allergic diseases are among the most common physical
disorders that affect children and adolescents. Their
symptoms often place a burden on a person’s everyday
life [29, 30]. Bronchial asthma involves hypersensitivity
of the respiratory tract, which triggers reversible, seizurelike constrictions of the bronchial system and are often
accompanied by coughing and wheezing during breathing and respiratory distress. Although non-allergic forms
of asthma exist, the majority of children who are affected
by the condition have an allergic form of asthma [31].
Allergic rhinitis results from an allergic inflammatory
reaction of the nasal mucous membranes that causes
itching, sneezing attacks, increased mucous secretions
and difficulty in breathing through the nose. For KiGGS
Wave 2, parents were asked whether their child had ever
been medically diagnosed with bronchial asthma or
19
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allergic rhinitis, whether the condition had occurred in
the last twelve months and whether their child had taken
medication for the condition during the same period. The
results section sets out the 12-month prevalences of
medically diagnosed cases of bronchial asthma and allergic rhinitis in 3- to 17-year-old children and adolescents.
The findings only take into account cases where parents
answered affirmatively to the questions stated above
[29, 30].
Mental health
Mental health is essential for a good quality of life,
strong physical capacities and participation in society.
Mental problems that occur at a young age often go
hand in hand with problems in everyday life and in social
relationships, and they may limit the chances that adolescents have for development, such as for education
and training [32, 33]. In KiGGS Wave 2, mental health
problems were assessed using data provided by the
parents in response to the Strengths and Difficulties
Questionnaire (SDQ) [34], a screening tool that is commonly used internationally [35]. Four problem areas covered by the questionnaire were used for this study: emotional symptoms, peer relationship problems, conduct
problems and hyperactivity/inattention. The parents
were asked to provide a rating in response to 20 statements about their children using the following answer
scale: 0 (not true), 1 (somewhat true) and 2 (certainly
true). Children and adolescents with an SDQ total difficulties score of twelve points or less were classified as
having no mental health problems whereas anyone with
13 points or more was said to be affected by mental
Journal of Health Monitoring 2018 3(3)
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health problems. These figures were derived from the
cut-off values used for a German normative sample
[36, 37]. Attention-deficit/hyperactivity disorder (ADHD)
is one of the most common psychological disorders in
childhood and adolescence and is associated with many
constraints in psychosocial and cognitive functional
capacities [38-39]. ADHD’s core symptoms include
excessive inattentiveness, motor restlessness (hyperactivity) and impulsivity. In KiGGS Wave 2, parents of
children and adolescents aged between 3 and 17 were
asked whether their child had ever been diagnosed by
a doctor or psychologist as having ADHD [40]. The
results section describes the proportion of 3- to 17-yearold children and adolescents with mental health problems and the lifetime prevalence of a diagnosis of ADHD
by a doctor or psychologist.
Socioeconomic status
Data on socioeconomic status (SES) was gathered for
KiGGS Wave 2 using an index derived from the information provided by the parents about their education, occupational status and income (equivalised disposable
income) [41]. The operationalisation applied in this study
largely corresponds to the procedure introduced in KiGGS
Wave 1 [42]. The participants were divided into three
groups – a low, medium and high status group. The low
and high status groups each accounted for around 20%
of the study population, with the medium status group
accounting for 60% [41]. Details about the way in which
SES was measured in KiGGS Wave 2 can be found in an
article describing the study’s methodology published in
issue 1/2018 of the Journal of Health Monitoring.
20
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2.3 Statistical analysis

Most children and adolescents
in Germany grow up healthily.
This also applies to the vast
majority of girls and boys
from socioeconomically
disadvantaged families.
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The analyses are based on data from 13,568 participants
(6,810 girls, 6,758 boys) aged between 3 and 17. In cases
where information was lacking, varying numbers of participants had to be excluded from the analyses depending on the indicator in question. The results are presented below according to gender and socioeconomic status
(SES) and for prevalences (frequencies) with 95% confidence intervals (95% CI). Moreover, adjusted odds
ratios (aOR) with 95% confidence intervals are provided.
They indicate the factor by which the statistical probability is increased for a particular health outcome to be
present in the low or medium status groups compared
to the high status group defined as reference category.
The underlying logistic regression models also statistically controlled for differences in the distribution of age,
gender and a family migration background among the
various status groups [43].
To achieve representative data, the calculations were
carried out using a weighting factor that corrected for
deviations within the sample from the population structure with regard to age in years, gender, federal state,
foreigner status (German citizenship yes/no; as of
December 31 2014) and the parents level of education
based on the Comparative Analysis of Social Mobility in
Industrial Nations (CASMIN) [44] (Microcensus 2013
[45]).
All analyses were performed using Stata 14.2 (Stata
Corp., College Station, TX, USA, 2015) and the KiGGS
Wave 2 data set (version 6). Stata survey commands
were used during all of the analyses to account for any

clustering that might have occurred due to the selection
of the study sites and the weighting applied to calculate
confidence intervals and p-values [46]. A statistically significant difference between groups was assumed to have
been demonstrated when p-values were lower than 0.05.
3. Results
3.1 General health
According to the data collected from parents for KiGGS
Wave 2, 57.1% of children and adolescents aged between
3 and 17 have a very good level of general health and
another 38.6% have a good level of general health [27].
The parents of a total of 4.3% of young people rated their
children’s health as fair, poor or very poor. Only a small
difference was observed between girls and boys in this
regard (4.0% versus 4.6%). The proportion of girls in
fair or poor health is highest among 14- to 17-year-olds.
No differences were found among the various age groups
for boys. The fact that the proportion of parents who rated their children’s general health as fair, poor or very
poor decreases in accordance with increased family SES
is particularly striking (Figure 1). This finding applies to
boys and girls. Among children and adolescents with a
low SES, 7.7% have a fair, poor or very poor level of health.
This is the case for 4.1% of those with a medium SES
and just 1.4% of those with a high SES.
A total of 4.3% of 3- to 17-year-old children and adolescents in Germany are affected by health restrictions.
Slightly less girls are affected than boys (3.9% versus
4.6%), but no large age differences were identified. The
proportion of children and adolescents who face perma21
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Figure 1
The general health of 3- to 17-year-olds
according to gender and socioeconomic status
(Subjective health n=6,682 girls, n=6,633 boys;
Health constraints n=6,654 girls, n=6,582 boys)
Source: KiGGS Wave 2 (2014-2017)
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3.2 Physical health
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nent restrictions due to health constraints is around
twice as high in the low status group at 5.8% than in the
high status group at 2.8%. These socioeconomic differences are apparent among boys and girls (Figure 1).
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Figure 2
Allergic diseases among 3- to 17-year-olds
according to gender and socioeconomic status
(Bronchial asthma n=6,683 girls, n=6,604 boys;
Allergic rhinitis n=6,707 girls, n=6,646 boys)
Source: KiGGS Wave 2 (2014-2017)
Journal of Health Monitoring 2018 3(3)
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With regard to data from KiGGS Wave 2, the 12-month
prevalence for medically diagnosed bronchial asthma
among 3- to 17-year-old children and adolescents is 4.0%.
Boys are more frequently affected by asthma than girls
(5.0% versus 3.0%) [29]. The 12-month prevalence is highest among 14- to 17-year-old girls (3.7%) and 11- to 13-yearold boys (7.1%). Overall, children and adolescents with
a low (4.6%) or medium SES (3.9%) are more frequently affected by asthma than children of the same age with
a high SES (2.6%). The 12-month prevalence of medically diagnosed bronchial asthma is lowest among the high
status group (Figure 2). This applies to boys and girls.
The 12-month prevalence of medically diagnosed
cases of allergic rhinitis is 9.9%. Boys are more often
affected by allergic rhinitis than girls (11.9% versus 7.9%)
[29]. A significant increase in the prevalence of allergic
rhinitis can be observed with increasing age among girls
and boys. However, no socioeconomic differences were
identified for allergic rhinitis among girls or boys (Figure 2).
Overall, the 12-month prevalence of medically diagnosed
cases of allergic rhinitis is only slightly higher in the
medium status group (10.7%) than in the low (8.5%)
and the high (9.1%) status group.
3.3 Mental health

Girls
(3.0%)

Boys
(5.0%)

Girls
(7.9%)

Bronchial asthma

Allergic rhinitis

(12-month prevalence)

Socioeconomic status:

Boys
(11.9%)

(12-month prevalence)

Low

Medium

High

According to data from KiGGS Wave 2, 16.9% of children
and adolescents between the age of 3 and 17 in Germany
are affected by mental health problems [35]. Boys show
signs of mental health problems significantly more
22
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The data provided by parents
demonstrates that socioe
conomically disadvantaged
children and adolescents
have a poorer level of general
health and face health
constraints more frequently.

frequently than girls (19.1% versus 14.5%). Whereas no
noticeable age differences are evident among girls, boys
aged between 14 and 17 display symptoms of a psychological problem much less frequently than boys aged
between 3 and 13. Children and adolescents growing up
in socioeconomically disadvantaged families are more
frequently affected by mental health problems than their
peers from families with a higher SES. Whereas the data
from the SDQ demonstrates that slightly more than
one-quarter (26.0%) of children and adolescents with a
low SES display symptoms of psychological problems,
the same can be said of around one sixth (16.1%) of
young people from the medium and one tenth (9.7%)
of those from the high status group. This social gradient
is equally evident among girls and boys (Figure 3).
35
30
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5
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Girls
(14.5 %)

The lifetime prevalence of cases of ADHD that have
been diagnosed by a doctor or a psychologist (according to information provided by parents) is 4.4% [40].
Girls are affected less often by ADHD than boys (2.3%
versus 6.5%). Younger children usually have a higher
lifetime prevalence of a diagnosis of ADHD than adolescents. Overall, children and adolescents with a low
SES are diagnosed by a doctor or psychologist with
ADHS around twice as frequently (6.0%) than their peers
with a high SES (2.9%). These differences are clear –
albeit with different prevalences – among girls and boys;
although roughly the same frequency of girls with a low
SES are diagnosed with ADHS as those with a medium
SES (Figure 3).
3.4 Multivariate results

Percent

20

Figure 3
The mental health of 3- to 17-year-olds
according to gender and socioeconomic status
(Mental health problems
n=6,637 girls, n=6,568 boys;
ADHD n=6,678 girls, n=6,621 boys)
Source: KiGGS Wave 2 (2014-2017)
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Medium

ADHD = Attention deficit/hyperactivity disorder
SDQ = Strengths and Diﬃculties Questionnaire

High

The results from the multivariate analysis show that even
once all of the possible differences in status group composition in terms of age, gender and migration status
have been controlled for, children and adolescents with
a low SES are generally more frequently affected by health
problems and certain dieseases than children and adolescents with a higher SES (Table 1). This is also clearly
demonstrated by the multidimensional health indicators:
they show that the odds of being in fair, poor or very poor
general health are 5.7 times higher in children and adolescents with a low SES compared to the high SES reference group (aOR 5.65 (3.70-8.63)). Moreover, on-going
health constraints also occur 2.5 times more frequently
in the low SES group (aOR 2.51 (1.76-3.56)). In terms of
physical health, children and adolescents with a low SES
23
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Table 1
Social inequalities in health among
3- to 17-year-olds. Results of logistic regressions
controlled for age, gender and family
migration background
Source: KiGGS Wave 2 (2014-2017)

Children and adolescents
with a low or medium SES
are more frequently affected
by bronchial asthma than
their peers with a high SES.
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Girls

Indicator
General health
(fair to very poor)
Health constraints
(long-term constraints)
Bronchial asthma
(12-month prevalence)
Allergic rhinitis
(12-month prevalence)
Mental health problems
(SDQ total difficulties score:
borderline/abnormal)
ADHD
(lifetime prevalence)

Total

SES medium
vs. high

SES low vs.
high

SES medium
vs. high

SES low vs.
high

SES medium
vs. high

aOR (95% CI)

aOR (95% CI)

aOR (95% CI)

aOR (95% CI)

aOR (95% CI)

aOR (95% CI)

6.63
(3.79 – 11.62)
2.51
(1.43 – 4.39)
2.14
(1.11 – 4.15)
0.83
(0.54 – 1.28)
4.39
(3.21 – 6.01)

3.65
(2.14 – 6.22)
1.74
(1.19 – 2.55)
2.00
(1.23 – 3.26)
1.18
(0.88 – 1.57)
2.43
(1.90 – 3.11)

4.98
(2.82 – 8.81)
2.49
(1.52 – 4.08)
1.42
(0.79 – 2.56)
0.77
(0.52 – 1.12)
3.04
(2.31 – 4.00)

2.53
(1.52 – 4.20)
1.47
(0.98 – 2.23)
1.78
(1.26 – 2.50)
1.09
(0.89 – 1.34)
1.56
(1.26 – 1.93)

5.65
(3.70 – 8.63)
2.51
(1.76 – 3.56)
1.65
(1.06 – 2.57)
0.79
(0.61 – 1.03)
3.48
(2.86 – 4.24)

2.95
(2.05 – 4.24)
1.59
(1.22 – 2.06)
1.84
(1.39 – 2.44)
1.12
(0.96 – 1.32)
1.84
(1.60 – 2.12)

2.84
(1.30 – 6.22)

2.38
(1.25 – 4.52)

2.77
(1.81 – 4.26)

1.34
(0.93 – 1.92)

2.76
(1.91 – 3.98)

1.53
(1.11 – 2.12)

ADHD = Attention-deficit/hyperactivity disorder, SDQ = Strengths and Difficulties Questionnaire, SES = Socioeconomic status; aOR = Adjusted odds ratio,
CI = Confidence interval, Bold = statistically significant (p<0.05)

were 1.7 times more likely to have bronchial asthma
(aOR 1.65 (1.06-2.57)). No statistically significant differences between the status groups were identified for allergic rhinitis (aOR 0.79 (0.61-1.03)). However, marked differences were identified for mental health: data gathered
with the SDQ demonstrate that the odds of mental
health problems among children and adolescents with
a low SES are 3.5 times higher than among their peers
with a high SES (aOR 3.48 (2.86-4.24)). The data provided by the parents also show that children and adolescents with a low SES have a 2.8 times higher risk of
being diagnosed with ADHD (aOR 2.76 (1.91-3.98)).
Importantly, the majority of the indicators under consideration demonstrate that it is not just children and
Journal of Health Monitoring 2018 3(3)

Boys

SES low vs.
high

adolescents with a low SES who are more likely to face
health constraints than their peers with a high SES,
but also children and adolescents with a medium SES
(Table 1). Although there are a small number of exceptions, the socioeconomic differences identified between
girls’ and boys’ health are almost equally pronounced.
4. Discussion
The results of KiGGS Wave 2 show that socioeconomically disadvantaged children and adolescents have a
poorer level of general health and face health constraints
more frequently. Social inequalities in mental health are
significantly more profound than in the 12-month
24
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No significant differences
were identified between SES
groups in the prevalence of
allergic rhinitis.
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prevalence of bronchial asthma and allergic rhinitis.
Comparable results were found by the two previous
KiGGS studies: the KiGGS baseline study (2003-2006)
and KiGGS Wave 1 (2009-2012) [13, 15, 47]. Moreover,
the results from KiGGS Wave 2 largely coincide with the
findings of previous national and international research
[16, 18, 19, 48, 49]. The results of school entry health
examination at the federal-state level, for example,
demonstrate socioeconomic differences in the prevalence of psychological problems. They show that socioe
conomically disadvantaged children are more likely to
face mental health problems than those from families
with a higher SES [21, 50]. The WHO-funded Health
Behaviour in School-aged Children (HBSC) study demonstrates that social inequalities in the health and well-being of the young generation are also found in other industrialised nations – usually with detrimental impact for
children and adolescents from socioeconomically disadvantaged families [51]. For example, in nearly all of the
countries that participated in the latest wave of the HBSC
2013/2014 study, 11- to 15-year-old girls and boys from
less affluent families rated their general health poorer
than those from more affluent families [51].
Two allergic diseases that are widespread during childhood and adolescence (bronchial asthma and allergic
rhinitis) were selected for this study. According to data
from KiGGS Wave 2, children and adolescents with a low
or medium SES are more frequently affected by asthma
than their peers with a high SES; no significant differences were identified between the status groups when
it came to allergic rhinitis. Similar results are available
from KiGGS Wave 1 [15, 52]. However, other studies have

found allergic diseases to be more common in children
from families with a high SES [53-55]. These findings also
coincide with the results of KiGGS Wave 2 (as well as
the KiGGS baseline study [56] and KiGGS Wave 1 [15]),
which found that children and adolescents with a high
SES are affected significantly more frequently by atopic
dermatitis (data not shown). Atopic dermatitis, like allergic rhinitis and (allergic) bronchial asthma, is an atopic
disease that is mediated via immunoglobulin E antibodies and it also occurs in family clusters. When the results
for various atopic diseases are combined into a single
category (defined as ‘the presence of at least one atopic
disease’), allergic diseases appear to occur more frequently among children and adolescents from families
with a higher SES [53]. However, as the KiGGS results
demonstrate, the extent of socioeconomic differences
in the prevalence of atopic disease depends on the specific disease symptoms under consideration.
The fact that no marked socioeconomic differences
were identified with regard to bronchial asthma and
allergic rhinitis does not mean that stronger differences
would not have been found if other physical diseases
had been studied. For example, results from KiGGS
Wave 2, which were published elsewhere, show that
socioeconomically disadvantaged children and adolescents are significantly more likely to be affected by obesity [57]. However, many serious physical diseases such
as diabetes mellitus type 2 and their socioeconomically
unequal spread do not usually manifest until adulthood.
As such, population-based studies like KiGGS include
too few of such cases to be used for valid statistical
assessments.
25
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Mental health problems
and ADHD are more
common among children
and adolescents with
a low SES.

Journal of Health Monitoring 2018 3(3)

FOCUS

Social inequalities in health of children and adolescents in Germany

However, the sample design, implementation and
weighting used in the study mean that results from
KiGGS can be generalized to the German resident population. This constitutes a particular strength of the current cross-sectional study. Nevertheless, as with all such
surveys, it is impossible to exclude the chance of bias
arising from selective non-participation [24]. A lower rate
of participation among children and adolescents from
socioeconomically disadvantaged families can, to some
extent, be offset by weighting, and this can be done without distorting the results. However, if highly disadvantaged children and adolescents systematically participated less frequently in the study (such as due to a lack
of parental reading and writing skills), the socioeconomic differences identified here in the health of children and adolescents will have actually been underestimated. All of the prevalences described here are based
on information provided by the parents of 3- to 17-yearold children and adolescents. As with other surveys, the
extent to which socially desirable responses may have
distorted the results remains unclear. This issue would
be particularly important if different status groups had
provided varying responses due to differing perceptions
of what they consider to constitute socially desirable
answers. Moreover, different status groups may also use
varying criteria to assess health or have different levels
of awareness about particular symptoms.
When interpreting the results on mental health problems, it is important to note a limitation faced by the
SDQ: although the questionnaire can be used to identify
groups at risk of emotional or behavioural problems, it
can never a replace a psychodiagnostic interview [33].

Furthermore, this article uses data provided by the parents of the 3- to 17-year-old study participants for all indicators. Importantly, self-reported information was also
available from children and adolescents aged between
11 and 17 for general health and the SDQ. As self-reported
data are usually preferable to proxy interviews, it is
important to state here that clear disadvantages in subjective and mental health among children and adolescents with a low SES were also identified from the self-reported data provided by the 11- to 17-year-olds (data not
shown).
This article evaluated the cross-sectional data gathered for KiGGS Wave 2 in order to describe the current
extent of health inequalities in children and adolescents.
Data for most of the indicators described here had already
been collected in a similar manner for the KiGGS baseline study and/or KiGGS Wave 1. A future study could
use these data to analyse trends and provide information
about whether social inequalities in the health status of
children and adolescents have tended to increase or
decrease over a period stretching to almost 15 years. At
the same time, the data from the KiGGS cohort, which
encompasses a large section of the participants from the
KiGGS baseline study [58], could be used for analysing
the development of health inequalities over the individual life course. Longitudinal analyses of these cohort data
could also provide clues as to how the socioeconomic
differences in the health status of study participants
develop during key transitions in their life, such as during the transition from childhood to adolescence or from
adolescence to young adulthood. Very few comparable
analyses from Germany currently exist [59].
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Reducing health inequalities is an important goal
from a public health and health policy perspective. In
2008, the German government used the findings from
the KiGGS baseline study to develop its ‘strategy for promoting child health’. The main aim was to expand health
promotion and disease prevention and to promote equal
opportunities in the health of children and adolescents
[60]. In 2010, the health target ‘Growing up healthy’ was
reviewed as part of the process of establishing national
health targets for childhood health. This resulted in the
issue of ‘Equal opportunities in health’ being added to
the target as an essential requirement that applies to
various policy areas [5]. The cooperation network ‘Equity
in health’, which is coordinated by the German Federal
Centre for Health Education (BZgA), offers a comprehensive database full of practical examples that can be
used to promote the health of socioeconomically disadvantaged children and adolescents. It also develops quality criteria and identifies projects it views as worthy of
recommendation as demonstrative of ‘good practice’
[61, 62].
The Prevention Act, which was adopted in 2015, aims
to strengthen health promotion and disease prevention
and it has resulted in additional resources being made
available for setting-based measures [63]. Social insurance providers, the federal states and municipalities are
now required to intensify their cooperation when it
comes to disease prevention and health promotion. The
Prevention Act underlines the particular importance of
settings as ‘identifiable social systems that are essential
for health’ (section 20 of the German social insurance
code book V) that shape everyday living, learning and
Journal of Health Monitoring 2018 3(3)
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working conditions. This leads to a focus on different
settings and target groups, depending on the stage of
life in question. As children and adolescents spend much
of their time in day-care centres [64] and schools [65],
these are particularly well-suited for health promotion.
This also applies to the intended levelling of social inequalities in health opportunities, since children and adolescents can be reached in educational institutions
regardless of their socioeconomic backgrounds [11].
The Federal Initiative for Early Support, which is
funded by the Federal Ministry for Family Affairs, Senior
Citizens, Women and Youth (BMFSFJ), is another good
example. The initiative provides support and advice to
families in difficult situations which are relevant to their
everyday lives starting from pregnancy and ranging until
the initial period after giving birth [66, 67]. In addition,
a good integration of the different institutions at the
local level (nursery, school, health office, youth welfare,
doctors, therapists and sports clubs, etc.) is also important. This is done in an exemplary manner within the
‘prevention chains’ framework [68]. Such coordinated
municipal activities serve to build multi-professional and
intersectoral networks and, thus, ensure that measures
become more transparent, fitting and accessible to
socioeconomically disadvantaged families, in particular.
The results set out here can contribute towards the
identification of target groups for health promotion, disease prevention and health care provision. Moreover, they
can also be used to identify health problems in childhood
and adolescence that have a particular need for action in
terms of reducing health inequalities. In order to provide
the best possible chances for all children and adolescents
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to grow up healthily, measures for health promotion and
disease prevention should start early in life and be tailored
to the needs of specific target groups. This is essential as
it will only be possible to reduce health inequalities if
socioeconomically disadvantaged groups benefit from
these measures. In addition to health, other policy areas
need to be included (as part of a ‘health-in-all-policies’
approach) in order to ensure that health and the goal of
health equity is anchored at all levels and in all areas of
policy and society [1, 69].
Corresponding author
Dr Benjamin Kuntz
Robert Koch Institute
Department of Epidemiology and Health Monitoring
General-Pape-Str. 62–66
D-12101 Berlin, Germany
E-mail: KuntzB@rki.de
Please cite this publication as
Kuntz B, Rattay P, Poethko-Müller C, Thamm R, Hölling H et al. (2018)
Social inequalities in health of children and adolescents in Germany.
Results of the cross-sectional KiGGS Wave 2 study.
Journal of Health Monitoring 3(3): 17-33.
DOI 10.17886/RKI-GBE-2018-083

Data protection and ethics
All of the Robert Koch Institute’s studies are subject to
strict compliance with the data protection provisions set
out in the EU General Data Protection Regulation (GDPR)
and the Federal Data Protection Act (BDSG). Charité –
Universitätsmedizin Berlin’s ethics committee assessed
the ethics of the KiGGS baseline study (No. 101/2000)
and KiGGS Wave 1 (No. EA2/058/09), and Hannover
Medical School’s ethics committee assessed KiGGS
Wave 2 (No. 2275-2014); both committees provided their
Journal of Health Monitoring 2018 3(3)

FOCUS

Social inequalities in health of children and adolescents in Germany

approval for the respective studies. Participation in the
studies was voluntary. The participants and/or their parents/legal guardians were also informed about the aims
and contents of the study, and about data protection.
Informed consent was obtained in writing.
Funding
KiGGS is funded by the Federal Ministry of Health and
the Robert Koch Institute.
Conflicts of interest
The authors declared no conflicts of interest.
Acknowledgement
Foremost we would like to express our gratitude to both
the participants and their parents. We would also like to
thank everyone at the 167 study sites who provided us
with space and active support on site. KiGGS Wave 2
could not have been conducted without the dedication
of numerous colleagues at the Robert Koch Institute. We
would especially like to thank the study teams for their
excellent work and their exceptional commitment during
the three-year data collection phase.

References
1.

Robert Koch-Institut (Ed) (2015) Gesundheit in Deutschland.
Gesundheitsberichterstattung des Bundes. Gemeinsam getragen
von RKI und Destatis. RKI, Berlin
https://edoc.rki.de/handle/176904/3248 (As at 03.07.2018)

2.

Jordan AR, Micheelis W (Eds) (2016) Fünfte Deutsche Mundgesundheitsstudie (DMS V). Deutscher Zahnärzteverlag DÄV, Köln

3.

Schlack HG (2004) Neue Morbidität im Kindesalter – Aufgaben
für die Sozialpädiatrie. Kinderärztliche Praxis 75(5):292-299

28

Journal of Health Monitoring

4.

Lampert T (2010) Frühe Weichenstellung. Zur Bedeutung der
Kindheit und Jugend für die Gesundheit im späteren Leben.
Bundesgesundheitsbl 53(5):486-497

5.

Bundesministerium für Gesundheit (2010) Nationales Gesundheitsziel Gesund aufwachsen: Lebenskompetenz, Bewegung,
Ernährung. BMG, Berlin

6.

Bundesministerium für Gesundheit (Ed) (2017) Nationales
Gesundheitsziel Gesundheit rund um die Geburt. BMG, Berlin

7.

Der Paritätische Gesamtverband (Ed) (2017) Menschenwürde ist
Menschenrecht. Bericht zur Armutsentwicklung in Deutschland
2017. Der Paritätische Gesamtverband, Berlin

8.

9.

Tophoven S, Lietzmann T, Reiter S et al. (2017) Armutsmuster in
Kindheit und Jugend. Längsschnittbetrachtungen von Kinderarmut. Bertelsmann Stiftung, Gütersloh
Autorengruppe Bildungsberichterstattung (Ed) (2016) Bildung in
Deutschland 2016. Ein indikatorengestützter Bericht mit einer
Analyse zu Bildung und Migration. W. Bertelsmann Verlag,
Bielefeld

10. Krüger HH, Rabe-Kleberg U, Kramer RT et al. (Eds) (2011)
Bildungsungleichheit revisited. Bildung und soziale Ungleichheit
vom Kindergarten bis zur Hochschule. 2., durchgesehene
Auflage. VS Verlag für Sozialwissenschaften, Wiesbaden
11. Lampert T, Hoebel J, Kuntz B et al. (2017) Gesundheitliche
Ungleichheit in verschiedenen Lebensphasen. Beiträge zur
Gesundheitsberichterstattung des Bundes. Gemeinsam getragen
von RKI und Destatis. RKI, Berlin
https://edoc.rki.de/handle/176904/3266 (As at 03.07.2018)
12. Lampert T, Richter M (2009) Gesundheitliche Ungleichheit bei
Kindern und Jugendlichen. In: Richter M, Hurrelmann K (Eds)
Gesundheitliche Ungleichheit. Grundlagen, Probleme, Perspektiven. VS Verlag für Sozialwissenschaften, Wiesbaden, P. 209-230
13. Lampert T (2011) Soziale Ungleichheit und Gesundheit im
Kindes- und Jugendalter. Paediatrie up2date 6(2):119-142
14. Lampert T, Hagen C, Heizmann B (2010) Gesundheitliche
Ungleichheit bei Kindern und Jugendlichen in Deutschland.
Beiträge zur Gesundheitsberichterstattung des Bundes. RKI,
Berlin
https://edoc.rki.de/handle/176904/3231 (As at 03.07.2018)
15. Lampert T, Kuntz B, KiGGS Study Group (2015) Growing up
healthy – What significance does social status have? GBE
kompakt 6(1). Robert Koch-Institut, Berlin.
https://edoc.rki.de/handle/176904/3136 (As at 03.07.2018)

Journal of Health Monitoring 2018 3(3)

FOCUS

Social inequalities in health of children and adolescents in Germany

16. Pfister L, Keller R, Bauer T et al. (2015) Gesundheitliche Ungleichheit bei Kindern und Jugendlichen im Kanton Zürich. Datenlage
und Forschungsergebnisse. Pädagogische Hochschule Zürich,
Zürich
17. Landesamt für Verbraucherschutz Sachsen-Anhalt (2013)
Gesundheitliche Ungleichheiten bei Einschülern, Drittklässlern
und Sechstklässlern in Sachsen-Anhalt. Ergebnisse der ärztlichen
und zahnärztlichen Untersuchungen der Gesundheitsämter der
Schuljahre 2007/2008-2011/2012. Fokusbericht der Gesundheitsberichterstattung für das Land Sachsen-Anhalt. LAV, Magdeburg
18. Elgar FJ, Pförtner TK, Moor I et al. (2015) Socioeconomic
inequalities in adolescent health 2002-2010: a time-series
analysis of 34 countries participating in the Health Behaviour in
School-aged Children study. Lancet 385(9982):2088-2095
19. Reiss F (2013) Socioeconomic inequalities and mental health
problems in children and adolescents: A systematic review.
Social Science & Medicine 90:24-31
20. Landesamt für Umwelt Gesundheit und Verbraucherschutz
Brandenburg (2018) Ergebnisse der Schuleingangsuntersuchungen zum Zusammenhang von Sozialstatus und Gesundheit bei
Kindern in Brandenburg.
http://www.gesundheitsplattform.brandenburg.de/sixcms/list.
php?page=gesi_startseite_neu_p (As at 16.05.2018).
21. Niedersächsisches Landesgesundheitsamt (2015) Kindergesundheit im Einschulungsalter. Ergebnisse der Schuleingangsuntersuchung 2014. NLGA, Hannover
22. Senatsverwaltung für Gesundheit und Soziales Berlin (2016)
Grundauswertung der Einschulungsdaten in Berlin 2015.
http://www.gsi-berlin.info/redirectA.asp?filename=TB0501020000201611.pdf (As at 03.07.2018)
23. Mauz E, Gößwald A, Kamtsiuris P et al. (2017) New data for
action. Data collection for KiGGS Wave 2 has been completed.
Journal of Health Monitoring 2(S3):2-27
https://edoc.rki.de/handle/176904/2812 (As at 03.07.2018)
24. Hoffmann R, Lange M, Butschalowsky H et al. (2018) KiGGS
Wave 2 cross-sectional study – participant acquisition, response
rates and representativeness. Journal of Health Monitoring
3(1):78-91
https://edoc.rki.de/handle/176904/5637 (As at 03.07.2018)
25. Kamtsiuris P, Lange M, Schaffrath Rosario A (2007) Der
Kinder- und Jugendgesundheitssurvey (KiGGS): Stichprobendesign, Response und Nonresponse-Analyse. Bundesgesundheitsbl
50(5-6):547-556.
https://edoc.rki.de/handle/176904/401 (As at 03.07.2018)

29

Journal of Health Monitoring

26. Lange M, Butschalowsky HG, Jentsch F et al. (2014) Die erste
KiGGS-Folgebefragung (KiGGS Welle 1). Studiendurchführung,
Stichprobendesign und Response. Bundesgesundheitsbl
57(7):747-761
https://edoc.rki.de/handle/176904/1888 (As at 03.07.2018)
27. Poethko-Müller C, Kuntz B, Lampert T et al. (2018) The general
health of children and adolescents in Germany. Results of the
cross-sectional KiGGS Wave 2 study and trends. Journal of
Health Monitoring 3(1):8-14
https://edoc.rki.de/handle/176904/5626 (As at 03.07.2018)
28. Scheidt-Nave C, Ellert U, Thyen U et al. (2007) Prävalenz und
Charakteristika von Kindern und Jugendlichen mit speziellem
Versorgungsbedarf im Kinder- und Jugendgesundheitssurvey
(KiGGS) in Deutschland. Bundesgesundheitsbl 50(5-6):750-756
29. Poethko-Müller C, Thamm M, Thamm R (2018) Allergic rhinitis
and asthma among children and adolescents in Germany.
Results of the cross-sectional KiGGS Wave 2 study and trends.
Journal of Health Monitoring 3(1):52-56
https://edoc.rki.de/handle/176904/5632 (As at 03.07.2018)
30. Thamm R, Poethko-Müller C, Hüther A et al. (2018) Allergic
diseases in children and adolescents in Germany. Results of the
cross-sectional KiGGS Wave 2 study and trends.
Journal of Health Monitoring 3(3): 3-16
www.rki.de/journalhealthmonitoring-en (As at 19.09.2018)
31. Wahn U, Seger R, Wahn V et al. (Eds) (2005) Pädiatrische
Allergologie und Immunologie, 4. Auflage. Elsevier, Urban &
Fischer Verlag, München
32. Hölling H, Erhart M, Ravens-Sieberer U et al. (2007) Verhaltens
auffälligkeiten bei Kindern und Jugendlichen. Erste Ergebnisse
aus dem Kinder- und Jugendgesundheitssurvey (KiGGS).
Bundesgesundheitsbl 50(5-6):784-793
33. Hölling H, Schlack R, Petermann F et al. (2014) Psychische
Auffälligkeiten und psychosoziale Beeinträchtigungen bei
Kindern und Jugendlichen im Alter von 3 bis 17 Jahren in
Deutschland – Prävalenz und zeitliche Trends zu 2 Erhebungszeitpunkten (2003–2006 und 2009–2012). Ergebnisse der
KiGGS-Studie – Erste Folgebefragung (KiGGS Welle 1). Bundesgesundheitsbl 57(7):807-819
34. Goodman R (1997) The Strengths and Difficulties Questionnaire:
a research note. J Child Psychol Psychiatry 38(5):581-586
35. Klipker K, Baumgarten F, Göbel K et al. (2018) Mental health
problems in children and adolescents in Germany.

Journal of Health Monitoring 2018 3(3)

FOCUS

Social inequalities in health of children and adolescents in Germany

Results of the cross-sectional KiGGS Wave 2 study and trends.
Journal of Health Monitoring 3(3): 34-41
www.rki.de/journalhealthmonitoring-en (As at 19.09.2018)
36. Woerner W, Becker A, Friedrich C et al. (2002) Normierung und
Evaluation der deutschen Elternversion des Strengths and
Difficulties Questionnaire (SDQ): Ergebnisse einer repräsentativen Felderhebung. Zeitschrift für Kinder- und Jugendpsychiatrie
und Psychotherapie 30(2):105-111
37. Woerner W, Becker A, Rothenberger A (2004) Normative data
and scale properties of the German parent SDQ. Eur Child
Adolesc Psychiatry 13 Suppl 2:II3-10
38. Schlack R, Hölling H, Kurth BM et al. (2007) Die Prävalenz der
Aufmerksamkeitsdefizit-/Hyperaktivitätsstörung (ADHS) bei
Kindern und Jugendlichen in Deutschland. Erste Ergebnisse aus
dem Kinder- und Jugendgesundheitssurvey (KiGGS). Bundes
gesundheitsbl 50(5-6):827-835
39. Schlack R, Mauz E, Hebebrand J et al. (2014) Hat die Häufigkeit
elternberichteter Diagnosen einer Aufmerksamkeitsdefizit-/
Hyperaktivitätsstörung (ADHS) in Deutschland zwischen
2003–2006 und 2009–2012 zugenommen? Ergebnisse der
KiGGS-Studie – Erste Folgebefragung (KiGGS Welle 1). Bundesgesundheitsbl 57(7):820-929
40. Göbel K, Baumgarten F, Kuntz B et al. (2018) ADHD in children
and adolescents in Germany. Results of the cross-sectional
KiGGS Wave 2 study and trends.
Journal of Health Monitoring 3(3): 42-49
www.rki.de/journalhealthmonitoring-en (As at 19.09.2018)
41. Lampert T, Hoebel J, Kuntz B et al. (2018) Socioeconomic status
and subjective social status measurement in KiGGS Wave 2.
Journal of Health Monitoring 3(1):108-125
https://edoc.rki.de/handle/176904/5639 (As at 03.07.2018)
42. Lampert T, Müters S, Stolzenberg H et al. (2014) Messung des
sozioökonomischen Status in der KiGGS-Studie. Erste Folgebefragung (KiGGS Welle 1). Bundesgesundheitsbl 57(7):762-770
43. Frank L, Yesil-Jürgens R, Born S et al. (2018) Improving the
inclusion and participation of children and adolescents with a
migration background in KiGGS Wave 2. Journal of Health
Monitoring 3(1):126-142
https://edoc.rki.de/handle/176904/5640 (As at 03.07.2018)
44. Brauns H, Scherer S, Steinmann S (2003) The CASMIN Educational Classification in International Comparative Research. In:
Hoffmeyer-Zlotnik JHP, Wolf C (Eds) Advances in Cross-National
Comparison: A European Working Book for Demographic and
Socio-Economic Variables. Springer US, Boston, MA, P. 221-244

30

Journal of Health Monitoring

45. Forschungsdatenzentren der Statistischen Ämter des Bundes
und der Länder (2017) Mikrozensus, 2013, eigene Berechnungen
http://www.forschungsdatenzentrum.de/bestand/mikrozensus/
(As at 20.11.2017)
46. Stata Corp. (2015) Stata Survey Data Reference Manual, Release
14. Stata Press.
https://www.stata.com/manuals14/svy.pdf (As at 20.02.2018)
47. Lampert T, Kurth BM (2007) Socioeconomic status and health in
children and adolescents – results of the German Health
Interview and Examination Survey for Children and Adolescents
(KiGGS). Dtsch Arztebl Int 104(43):2944-2949
48. Torsheim T, Nygren JM, Rasmussen M et al. (2017) Social
inequalities in self-rated health: A comparative cross-national
study among 32,560 Nordic adolescents. Scand J Public
Health:1403494817734733
49. Hargreaves DS, Djafari Marbini A, Viner RM (2013) Inequality
trends in health and future health risk among English children
and young people, 1999–2009. Archives of Disease in Childhood
98(11):850-855

56. Schmitz R, Atzpodien K, Schlaud M (2012) Prevalence and risk
factors of atopic diseases in German children and adolescents.
Pediatr Allergy Immunol 23(8):716-723
57. Kuntz B, Waldhauer J, Zeiher J et al. (2018) Socioeconomic
differences in the health behaviour of children and adolescents in
Germany. Results of the cross-sectional KiGGS Wave 2 study.
Journal of Health Monitoring 3(2):44-60
https://edoc.rki.de/handle/176904/5684 (As at 03.07.2018)
58. Lange M, Hoffmann R, Mauz E et al. (2018) KiGGS Wave 2
longitudinal component – data collection design and developments in the numbers of participants in the KiGGS cohort.
Journal of Health Monitoring 3(1):92-107
https://edoc.rki.de/handle/176904/5638 (As at 03.07.2018)
59. Meyrose A-K, Klasen F, Otto C et al. (2018) Benefits of maternal
education for mental health trajectories across childhood and
adolescence. Social Science & Medicine 202:170-178
60. Bundesministerium für Gesundheit (2008) Strategie der
Bundesregierung zur Förderung der Kindergesundheit. BMG,
Berlin

50. Bantel S, Schlaud M, Walter U et al. (2018) Welche Faktoren sind
mit Verhaltensauffälligkeiten im Vorschulalter assoziiert? Eine
Sekundärdatenanalyse der Schuleingangsuntersuchungen von
2010 bis 2014 in der Region Hannover. Gesundheitswesen (EFirst)

61. Kilian H, Lehmann F, Richter-Kornweitz A et al. (2016) Gesundheitsförderung in den Lebenswelten gemeinsam stärken. Der
Kooperationsverbund „Gesundheitliche Chancengleichheit“.
Bundesgesundheitsbl 59(2):266-273

51. Inchley J, Currie D, Young T et al. (2016) Growing up unequal:
gender and socioeconomic differences in young people's health
and well-being. Health Behaviour in School-aged Children
(HBSC) Study: international report from the 2013/2014 survey.
Health Policy for Children and Adolescents, No. 7. WHO
Regional Office for Europe, Copenhagen

62. Kooperationsverbund Gesundheitliche Chancengleichheit (2018)
Gesundheitsförderung bei sozial benachteiligten Kindern und
Jugendlichen.
http://www.gesundheitliche-chancengleichheit.de/gesundheitsfoerderung-bei-kindern-und-jugendlichen (As at 24.04.2018)

52. Schmitz R, Thamm M, Ellert U et al. (2014) Verbreitung häufiger
Allergien bei Kindern und Jugendlichen in Deutschland. Ergebnisse der KiGGS-Studie – Erste Folgebefragung (KiGGS Welle 1).
Bundesgesundheitsbl 57(7):771-778

Journal of Health Monitoring 2018 3(3)

FOCUS

Social inequalities in health of children and adolescents in Germany

63. Präventionsgesetz - PrävG (2015) Gesetz zur Stärkung der
Gesundheitsförderung und der Prävention. Bundesgesetzblatt
Jahrgang 2015 Teil I Nr 31, ausgegeben zu Bonn am 24 Juli
2015:1368-1379

53. Schlaud M, Atzpodien K, Thierfelder W (2007) Allergische
Erkrankungen. Ergebnisse aus dem Kinder- und Jugendgesundheitssurvey (KiGGS). Bundesgesundheitsbl 50(5/6):701-710

64. Geene R, Richter-Kornweitz A, Strehmel P et al. (2016) Gesundheitsförderung im Setting Kita. Ausgangslage und Perspektiven
durch das Präventionsgesetz. Prävention und Gesundheits
förderung 11(4):230-236

54. Ellsäßer G, Diepgen TL (2002) Atopische Erkrankungen und
soziale Lage bei Einschulungskindern im Land Brandenburg.
Trendanalyse 1994-2000. Monatsschrift Kinderheilkunde
150(7):839-847

65. Paulus P, Hundeloh H, Dadaczynski K (2016) Gesundheitsförderung und Prävention im Setting Schule. Chancen durch das neue
Präventionsgesetz. Prävention und Gesundheitsförderung
11(4):237-242

55. Heinrich J, Popescu MA, Wjst M et al. (1998) Atopy in children
and parental social class. Am J Public Health 88(9):1319-1324

66. Nationales Zentrum Frühe Hilfen (2018)
https://www.fruehehilfen.de (As at 03.07.2018)

31

Journal of Health Monitoring

FOCUS

Social inequalities in health of children and adolescents in Germany

67. Eickhorst A, Schreier A, Brand C et al. (2016) Inanspruchnahme
von Angeboten der Frühen Hilfen und darüber hinaus durch
psychosozial belastete Eltern. Bundesgesundheitsbl 59(10):12711280
68. Landesvereinigung für Gesundheit und Akademie für Sozialmedizin
Niedersachsen e.V., Bundeszentrale für gesundheitliche Aufklärung (2013) Gesund aufwachsen für alle Kinder! Werkbuch
Präventionskette. Herausforderungen und Chancen beim Aufbau
von Präventionsketten in Kommunen.
https://www.fruehehilfen.de/fileadmin/user_upload/fruehehilfen.
de/pdf/Publikation_Werkbuch_Praeventionskette.pdf
(As at 03.07.2018)
69. Stahl T, Wismar M, Ollila E et al. (2006) Health in All Policies.
Prospects and potentials. Ministry of Social Affairs and Health,
Helsinki

Journal of Health Monitoring 2018 3(3)

32

Journal of Health Monitoring

FOCUS

Social inequalities in health of children and adolescents in Germany

Imprint
Journal of Health Monitoring
Publisher
Robert Koch Institute
Nordufer 20
D-13353 Berlin, Germany
Editors
Susanne Bartig, Johanna Gutsche, Dr Birte Hintzpeter,
Dr Franziska Prütz, Martina Rabenberg, Alexander Rommel,
Dr Livia Ryl, Dr Anke-Christine Saß, Stefanie Seeling,
Martin Thißen, Dr Thomas Ziese
Robert Koch Institute
Department of Epidemiology and Health Monitoring
Unit: Health Reporting
General-Pape-Str. 62–66
D-12101 Berlin
Phone: +49 (0)30-18 754-3400
E-mail: healthmonitoring@rki.de
www.rki.de/journalhealthmonitoring-en
Typesetting
Gisela Dugnus, Alexander Krönke, Kerstin Möllerke
Translation
Simon Phillips/Tim Jack
ISSN 2511-2708

Note
External contributions do not necessarily reflect the opinions of the
Robert Koch Institute.

This work is licensed under a
Creative Commons Attribution 4.0
International License.
Journal of Health Monitoring 2018 3(3)

The Robert Koch Institute is a Federal Institute within
the portfolio of the German Federal Ministry of Health
33

