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Abstract
Aim: The effect of a legally funded, one-week health program offered by the Social Insurance for Agriculture,
Forestry and Horticulture (SVLFG) on the well-being of the participating caregiving parents is determined.
Secondary outcome measures are stress and behavior theory-based characteristics.
Subject and methods: In a controlled panel study (intervention group n=23, comparison group n=33,
allocation not randomized) the WHO-5 index and other measures were collected at several measurement
points. Statistical methods are fixed effects panel regressions under control of time-varying characteristics
(external conditions, period effects).
Results: At the start of the intervention 70 percent of the intervention group are at the threshold of clinically
relevant depressiveness. After a very clear initial effect, the level remains above the baseline level for up to 15
weeks after the intervention (under stable conditions). A sinking below the initial level is prevented until at
least 26 weeks even with significantly increasing external conditions. The main drivers appear to be
sustained increases in acceptance of the care situation, institutional support, and recreational behavior.
Conclusion: In view of the high initial burden of the participants, the sustainability of the prevention-oriented
intervention is considerable. The intervention is unique for the social insurance system in Germany. The
design allows a causal interpretation despite the small number of cases.

Background
It is evident that informal caregivers are a mainstay of care and a vulnerable group. They are exposed to
numerous stresses with negative health consequences (Harris et al. 2020, Maguire et al. 2019, Calvo-Perxas
et al. 2018, Verbakel et al. 2017, Berglund et al. 2015). However, studies are largely limited to the field of adult
or elderly care, especially for dementia. Little research has been conducted on the consequences for the
families of children and adolescents needing care (Mauz et al. 2019, Cousino and Hazen 2013).
In Germany, according to the Social Code Book XI, people are considered to be in need of care if they cannot
(permanently) compensate or cope independently with their physical, cognitive or mental impairments or
health-related burdens or demands (§ 14 Social Code Book XI). In 2019, about 4 million people and about
163,000 of them children under the age of 15 were recognized as needing long-term care (BMG 2020). Longterm care insurance provides various forms of assistance for people in need of care and their caregivers. On
this basis, it can be determined that 77 percent of people in need of care are currently cared for at home –
supported by outpatient services if necessary. In the green sector (the entirety of the agricultural, forestry and
horticultural sectors), among whose members this study was conducted, the share is even significantly
higher at 92 percent (Hetzel 2020). 98 percent of the children (0 to 14 years) and 91 percent of the
adolescents (15 to 19 years) in need of care are cared for at home (BMG 2020).
What characterizes home care for these children and adolescents?
Lack of information and recognition: A survey of parents with chronically ill children in Germany showed
that around 78 percent of parents had no knowledge of existing family support services and only one
Page 2/20

third of respondents were aware of early intervention services. Almost 60 percent of parents state that no
one understands the tremendous burdens they have to cope with (Vonneilich, Lüdecke & Kofahl 2016).
Lack of acceptance of the care situation: The diagnosis of the need for care of one's own child is to be
regarded as a critical life event, the processing of which causes difficulties for many parents (CantwellBartl and Tibballs 2015).
Consequential burdens: The already high care-related burdens lead to burdens on the family system, to
professional and financial losses and to restrictions in leisure time (Dehn et al. 2014, Nehring et al.
2015). Employment rate and equivalence income are significantly lower in parents of children with
disabilities than in parents of healthy children (Vonneilich, Lüdecke & Kofahl 2016).
Special problems in the life course: Puberty and adolescence are of particular importance. During this
time, adolescents are detached from their parents and the necessary therapeutic measures must
increasingly be carried out on their own responsibility. During the transition to adult medical care at the
age of 18, breaks in care often occur, i.e. necessary therapies are not continued seamlessly.
Supply deficits: In everyday care, there is a glaring gap between desire and reality with regard to the use of
support services. Based on a survey of insured persons, only just under 13 percent of young people in need of
care made use of day care and 9 percent of short-term care. But about twice as many families would like to
use these services in each case. The reasons given by the majority are a lack of age- and illness-specific
offerings, as well as excessively long waiting times and too great a distance. It is problematic that nursing
facilities are predominantly specialized in geriatric care (Rothgang et al. 2017). Existing multi-day offers are
unspecific. Effectiveness and sustainability have been demonstrated for mother/father-child cures (Barre and
Epping 2018). However, these measures are not specifically targeted at parents whose children are
chronically ill or disabled and are also therapeutically oriented. Preventive and multi-day programs for family
caregivers are the exception in Germany. Only the Social Insurance for Agriculture, Forestry and Horticulture
(SVLFG) (Hetzel et al 2016) and the BARMER health insurance (Hetzel et al. 2017, 2018) regularly offer such
programs. The Techniker health insurance had a similar but projected offer in the past (Dlugosch and Mücke
2006). These offers show positive effects on mental health, but are or were also not specifically aimed at
caring parents. However, experience shows that there is a clear need for precisely this target group, because
caring parents sometimes feel like a "fifth wheel" and "out of place" among carers of adults or older people.
These conditions lead to impaired health in caregiving parents. Parents of children and adolescents with
severe disabilities often suffer from anxiety, frustration, guilt, social isolation, and sleep disturbances
(Ausserhofer et al. 2009), as well as depression (Ausserhofer et al. 2009, Brehaut et al. 2011) and reduced
quality of life (Seliner et al. 2016). More than one-third of surveyed parents of care-intensive children
(Vonneilich, Lüdecke & Kofahl 2016) described their overall health as "less than good" or "poor". The older the
children and the lower the supply intensity, the better the health status of the parents. A downward spiral
occurs because younger children with high care intensity are also associated with the highest social and
financial burdens in the family.
Therefore, SVLFG has decided to specifically target its well-established training and recovery week for
informal caregivers to caregiving parents. The primary endpoint of the intervention study is the well-being of
the caregiving parents. Secondary outcome measures are theory based attitudinal and behavioral measures
to capture possible mechanisms related to well-being.
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Material & Methods
Intervention
The intervention entitled "Caring Parents" is an inpatient and legally funded (SGB XI) group event for caring
parents with the aim of health promotion and prevention. It lasts eight days and is designed for up to 15
caregiving parents (not including the cared-for children). If needed, the SVLFG will assist in organizing
substitute care under statutory benefits. The venue is a rehabilitation center in combination with a hotel in
Bavaria, Germany. Participants pay a total of 99 euros for accommodation and meals.
In the care course (4x180 min), the participants' own care situation is analyzed with regard to care-related
and psychological aspects. Specific needs of the participants are qualitatively determined and integrated into
the program as far as possible. In particular, the parts of the course that are related to nursing care take place
in a practical manner and with the use of aids. As part of the care course, a care advisor provides information
on statutory benefit entitlements and on offers of support and relief. The aim of the psychological aspects is
to build up personal resources and successfully cope with the stressors associated with nursing care. Offers
on relaxation techniques, exercise for an individual home program and leisure activities promote the
development of health-promoting behavior and allow recovery effects to be expected. The individual units are
led by specialists (psychology 240 min, exercise 240 min) who are also available for individual discussions.
The latter applies in particular to the psychologist in order to facilitate a low-threshold initial contact in the
event of a possible therapeutic need. Other components include a lecture by a safety advisor on accident
prevention (90 min) and a joint visit to a support facility, including a discussion with the management (180
min). There are free spaces between the units for an informal exchange of experiences.
Behavioral theory aims to promote care-relieving behavior (e.g., use of support services) and healthpromoting behavior (e.g., exercise, relaxation, or hobbies) (Prochaska et al. 1994, Kelly and Barker 2016).
Various behavior change techniques are used for this purpose (Michie et al. 2011). Central to this are the
promotion of model learning within the group, consideration of past successes, and barrier identification.
Basis for action for the psychological parts are especially stress management concepts. The theoretical
background is a stress theoretical model with nursing-related conceptualization (Perlin et al. 1990, Sörensen
et al. 2006, Clark and Diamond 2006). Primary stressors result directly from tasks and demands associated
with nursing. They affect other areas of life, especially work, family and leisure (secondary stressors). At both
levels, there are objective and subjective stressors, respectively. The end point is the impairment of the
physical and mental health of the caregiver. The entire chain of effects is influenced in particular by coping
strategies and experienced support as well as by contextual conditions (e.g. need for help, finances).
Design
In a controlled prospective panel study, data are collected at several measurement time points so that
primarily intra-individual changes can be recorded in a temporal sequence. Allocation into intervention group
(IG) and comparison group (CG) is non-randomized (quasi-experimental design), i.e., group membership is
self-selected. The CG did not receive any special intervention beyond the services established in individual
everyday life.
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The two groups were recruited via personal letters from the SVLFG insured population, the IG additionally via
approach by SVLFG personnel and via public relations of the SVLFG. Inclusion criteria for both groups were
residence in Bavaria, a child born in 1975 or later and recognized as needing care, and a caregiving parent or
the child insured with SVLFG. Parents of the CG had to rate the intervention as "interesting" – the assumption
was to achieve a similarity in structure to the IG.
A scientifically robust overall instrument suitable for the present research question is not available (Lefranc et
al. 2017), so that proven subinstruments and in-house developments were used. The primary outcome
measure is well-being, operationalized with the WHO-5 Well Being Index (Bech 2012, Topp et al. 2015), an
internationally used screening instrument for depression, among other things, which is also recommended for
follow-up studies (Topp et al. 2015). The test quality is rated as excellent and there are norm values for
Germany from 2004 (Brähler et al. 2007). The Index has five questions, which are part of the definition of
major depression or a depressive episode, with six response levels each. A sum score of up to and including
52 raises suspicion of a depressive illness. It should be emphasized that this threshold at most indicates the
presence of a depressive episode, but is not an exact clinical individual diagnosis.
The following secondary outcome measures and time-varying confounding variables are collected (number
of items / number of response levels):
Subjective burden of caring parents (11/4) (Dehn et al. 2014)
Acceptance of care situation (4/5), Institutional support (3/5), Social support (3/5) (Hetzel et al. 2019)
Recreational behavior (3/5), Care-related behavior (3/5), Change in external conditions (3/11), based on
(Hetzel et al. 2016, 2017)
All scales are linearly normalized from 0 to 100. The higher the value, the more frequently the behaviors are
implemented or the more clearly the agreement. In addition, in the green sector, from which the target group
originates, the summer period is characterized by above-average work intensity and thus a potential period
effect. Therefore, the calendar week of the response was recorded and dichotomized as the summer period
(weeks 18–44).
For the IG, at least 2 measurement time points were planned to take place before the intervention (about 2
months and immediately before the start) and 4 more after the intervention (immediately after and after 1, 3
and 6 months). For the CG, 3 measurement time points were planned (0, 3, and 6 months). Data were
collected in writing by questionnaire, with a one-time reminder if no response was received. The calendar
week of the information in the questionnaire was recorded and then the class mean per measurement time
point was calculated. The actual measurement time points were on average 5, 15 and 26 weeks after the end
of the intervention.
Statistics
Panel regression methods are used that allow causal interpretation despite the non-experimental design
(Brüderl and Ludwig 2015, Allison 2009). Fixed effects (FE) estimators have the potential to implicitly control
for time-constant unobserved heterogeneity. This is of paramount importance given the self-selection into the
intervention and the bias this is very likely to introduce. In addition, the care situations are often quite stable
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over time, especially in the care of disabled children. Last but not least, the sample size is small, so the ability
to control for confounding variables is limited in number. With FE estimators, the development of a person's
outcome measure after the intervention is compared with the development before the intervention (withinestimation). The comparison group serves "only" to control for intervention-independent effects on the
outcome measures – in this case, the summer period and changes in external conditions – and not for direct
comparison (between-estimation). Thus, the lack of randomization is compensated for by the prior
measurements. For the analyses using panel regression, the R package "plm" is used (Croissant and Millo
2008). Standard errors are estimated panel-robustly.

Results
Sample
In the IG, 3 events (March, April, and August 2019) were implemented with a total of 23 individuals (7,10, and
6). In the IG, all persons participated at the measurement time points from the beginning of the intervention.
Only 15 persons participated in the measurement before the intervention, because for the first event, no
further before measurement was possible due to organizational reasons and because one person registered
at short notice for one of the following events. In the CG, 33 persons participated initially and 26 persons
each after 15 and 26 weeks, respectively.
Table 1 shows the structure and baseline levels of the two groups. The structures and baseline levels of the
outcome measures are quite similar in both groups. Statistical comparisons are omitted in view of the
selection bias.
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Table 1
Structure and baseline levels of the groups

Participant

Who does your child live with?

Caregiver age (years)

Child age (years)

Does your child have siblings?

Marital status

Do you live or work in a green sector business?

Your vocational training?

CG (n
= 33)

IG (n =
23)

Mother

94%

83%

Father

6%

17%

Mother and father

82%

91%

Mother

3%

4%

Father

0%

0%

Others (e.g. foster parents)

15%

4%

Up to 40

3%

9%

41–50

42%

17%

51–65

48%

43%

66 and older

6%

30%

Up to 12

24%

13%

13–17

30%

22%

18–30

30%

30%

31 and older

15%

35%

No

12%

9%

Yes

88%

91%

Single parent

3%

0%

Living in partnership

97%

91%

Widowed

0%

9%

No

6%

4%

Yes

94%

96%

None

3%

4%

Semi-skilled

3%

0%

Apprenticeship, technical school

70%

83%

Master craftsman, technical
college, university

24%

13%

Note: IG/CG = intervention/comparison group, baseline measures for IG is measurement time at
intervention start, a) if no, duration of care in years mean 17.1 years (SD = 11.5) for IG and mean 14.9
years (SD = 13.0) for CG.
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CG (n
= 33)

IG (n =
23)

1

0%

0%

2

18%

18%

3

21%

27%

4

39%

18%

5

21%

36%

Noa)

15%

30%

Yes

85%

70%

Are you taking care of another person in need of
care?

No

79%

61%

Yes

21%

39%

Have you ever attended a nursing class or
training?

No

58%

48%

Yes

42%

52%

Have you ever participated in an SVLFG training
and recovery week?

No

61%

61%

Yes

39%

39%

Well-being

Mean (SD)

40.2
(19.7)

45.0
(21.6)

Subjective burden

52.7
(22.5)

49.0
(16.4)

Institutional support

57.8
(24.2)

50.0
(17.9)

Social recognition

52.0
(25.5)

53.3
(17.5)

Acceptance of care situation

78.0
(13.1)

67.1
(22.0)

Recreational behavior

25.9
(20.1)

31.4
(18.6)

Care-related behavior

24.1
(16.3)

27.5
(22.0)

External conditions

29.3
(22.2)

32.1
(20.8)

Care level child

Illness/disability since birth?

Note: IG/CG = intervention/comparison group, baseline measures for IG is measurement time at
intervention start, a) if no, duration of care in years mean 17.1 years (SD = 11.5) for IG and mean 14.9
years (SD = 13.0) for CG.
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The performance limitations of the children in need of care are broadly spread. In the IG (similarly the CG), 82
percent of the children have limitations in mood, concentration, behavior or interaction with others, 87 percent
in motor skills and 78 percent in vision, hearing, smell or speech. 41 percent attend a special school and 27
percent attend a support center/residential home.
Well-being
Baseline level of well-being is shown in Table 1. For 70 percent of IG and for 73 percent of CG, the
instrument's threshold indicates clinically relevant depressiveness.
Figure 1 shows the change in well-being over time compared with the pretest measurements. Under the
condition of stable external conditions, the intervention promotes well-being very significantly at the end of
the intervention (delta = + 33 points). Thereafter, the effect flattens, but well-being is still significantly higher at
5 and 15 weeks than before the intervention began (delta = + 14 and + 15 points, respectively). After 26 weeks,
the change from the baseline level still tends to be positive, but is no longer statistically significant (for values
see Table 2, model 5).
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Table 2
Fixed effects models for well-being
model 1

b

model 2

p

(s.e.)
0 weeks
(m1)

37.74

5 weeks
(m2)

10.72

15 weeks
(m3)

6.37

26 weeks
(m4)

3.59

(3.89)

b

model 3

p

b

(s.e.)
<
0.001

30.45

0.007

6.87

(3.89)

(4.27)

(3.89)

6.42

<
0.001

37.76

0.080

12.68

(3.89)

3.61

0.089

-0.23

conditions
(ext)

(0.06)

<
0.001

33.27

0.003

12.39

7.60

0.337

4.82

0.061

(4.81)

14.79

0.233

4.31

<
0.001

33.04

0.035

14.07

-0.14

0.014

0.450

0.126

5.29

-0.15

-2.62

0.011

0.359

0.108

0.257

(2.31)
-0.26

0.275

(0.24)
-0.26

-0.02

-0.26

0.279

(0.24)
0.073

(0.14)
m4 * ext

15.42

(0.09)

(2.39)

m3 * ext

0.020

(5.75)

0.247

m2 * ext

(4.81)

<
0.001

(5.95)

(0.09)
-2.78

p

(6.00)

(5.69)

<
0.001

b
(s.e.)

(5.93)

(4.02)

summer

p

(5.83)

(4.02)

(3.75)

external

(3.88)

b

model 5

(s.e.)

(4.23)

(3.75)
0.357

p

(s.e.)

(3.90)
0.103

model 4

-0.24

0.094

(0.14)
0.892

-0.01

(0.13)

(0.13)

0.926

Observations

215

215

215

215

215

R2 / adj. R2

0.405 / 0.179

0.450 / 0.236

0.410 / 0.181

0.467 / 0.244

0.471 / 0.246

Note: n = 23 subjects in intervention group with 130 observations, n = 33 subjects comparison group with
85 observations, fixed effects panel regression centered for stable external environment (ext = 0).

The course of well-being depends on the development of external conditions. Figure 2 shows the course of
well-being for ext = 0, ext = 25 and ext = 50 points: If the external conditions become less favorable over time,
then the described positive effects of well-being become smaller. However, a drop below the initial level is
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prevented even if the external conditions deteriorate significantly (ext = 50). It is striking that the long-term
measurement point (26 weeks) is independent of the development of the external conditions.
Table 2 shows the gradual model development. Model 1 contains only the four measurement time points. An
improvement of the model fit is achieved by including the external conditions as a main effect (model 2) and
additionally as an interaction effect (model 4). The period effect "summer" is not significant (model 3 and
model 5). However, it is significant in terms of content and also marginally improves the model fit from model
4 to model 5.
Secondary outcome measures
The baseline level of the secondary outcome measures is shown in Table 1. For each outcome measure, a
separate model was calculated with the same operationalization as for well-being (model 5 in Table 2). In
terms of direction the attitude-related effects are in line with expectations, but smaller compared to the
primary outcome (see Fig. 3). The intervention significantly promotes institutional support and acceptance of
the care situation after 26 weeks. However, it has no influence on subjective burden and social support. The
intervention significantly promotes recreational behavior over the total observation period (see Fig. 4). No
intensity changes are observed with regard to care-related behavior.

Discussion
In the present study, the effect of a legally funded, one-week health program on the well-being of participating
caregiving parents as well as determinant attitudes and behaviors was determined. For this, we used a quasiexperimental design and FE panel regressions.
The initially very low level of well-being is noteworthy. The mean norm score in Germany for women aged
41–60 years is 69.2 points (SD = 18.4) and 64.4 points (SD = 20.9) for those aged 61 years and older. The IG
score is very significantly lower. Indirectly, the instrument can be used to determine the proportion of
individuals with clinically relevant depressive symptoms, which at the start of the intervention is 70 percent in
the IG and even slightly higher in the CG. The norm values are significantly lower, at 18 percent for women
aged 41–60 and 26 percent for those aged 61 and older (Brähler et al. 2007). For participants in the original
SVLFG offer without target group differentiation, the proportion was 50 percent (Hetzel et al. 2016). Even if
generalizability is limited as a result of self-selection, this underlines the need for support and relief services
specifically for caregiving parents.
The positive initial effect is impressive in magnitude and at the same time an expression of the participants'
high need for recreation. This can also be observed in the case of recreational vacations (de Bloom et al.
2013). However, the recovery level quickly returns to the initial level (there already after one week). In the
present intervention, the initial effect is also reduced, but it remains significantly above the initial level until 15
weeks after the event and only returns to the initial level after about 26 weeks.
This trajectory is similar to findings in conceptually similar home care interventions for older persons in need
of care (Hetzel et al. 2016, 2017). Clues to the underlying mechanism of action are provided by the effects of
the secondary outcome measures, which were selected based on stress and behavioral theory. The
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intervention was shown to promote acceptance of the caregiving situation, institutional support, and
recreational behaviors. These are likely to determine well-being. Subjective stress and care-related behavior
did not change. This is likely to be based on the fact that the care situations have existed since birth or for
many years and therefore the care-related support services are likely to be largely optimized. In addition, there
is substantial prior experience.
Regression to the mean is unlikely to fully explain the initial effect and the further course of well-being. This
statistical effect states that individuals with extreme values – in this case, extremely low well-being scores –
will inevitably be closer to the mean again at a later measurement, even without intervention and provided
that chance has an influence on well-being. This is contrasted by the high acceptance ratings of the IG and
the reported subjective benefits at the end of the intervention (not shown here).
The decrease in the initial effect with increasing time can be partially explained. It is possible that
participants have become accustomed to the new higher level of well-being, so that the effect then levels off
again toward the initial level. An example of this is the effect of salary increases on job satisfaction, which
lasts only a short time (Judge et al. 2010). This is related to response shift – the change in the valuation
background for a personally significant concept. For example, subjective well-being might be evaluated
differently after the intervention than before as a result of peer exchange. Indirect measures of change, i.e.,
comparing two measurement time points, would thus be biased. Thus, it could be that there are indeed
successes in subjective well-being but that they are not detectable by response shift in change measurement.
However, methodological approaches to control this phenomenon require larger numbers of cases (Verdam et
al. 2016).
Surprisingly, the level of well-being after about 26 weeks is independent of the external conditions. According
to the theoretical model, a drop below the initial level would have been expected with increasing stress. The
fact that this is not the case is probably due to the fact that the participants learned coping strategies during
the intervention that are particularly effective in the case of increasing stress and thus prevent a drop in wellbeing below the initial level. This is supported by the findings described for the secondary outcome
measures. Empirically, this would require between-analyses. In view of the selection bias and the small
number of cases, this was not done.
Because of the very high initial burden, which indicates a therapeutic need, the reach of a preventive and
selective intervention such as the present one is quite considerable. Qualitative feedback from participants
indicates that participation contributed to an increase in openness to psychological help and that
psychological help was sought in individual cases. This is probably mainly due to the low-threshold
involvement of a psychologist in the weeklong program.
Panel data combined with FE panel regression mitigate the problem of unobserved heterogeneity by using
only the within-variance to estimate causal effects of an event. However, if the within-variance is not
exogenous, these estimators may also be biased. According to Wooldrige (2010), there are three sources of
this. (1) The outcome measure could be affected by time-varying heterogeneity, i.e., well-being could have
changed because of grief due to the death of a close person, for example. A possible intervention effect
would thus be masked. Such effects were controlled for in the model via changes in external conditions as
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well as the summer period – sufficiently so, in our view. (2) Reverse causality could be present if, for example,
higher well-being levels or rising well-being curves lead to a higher probability of participating in the
intervention. As a result, well-being effects would be erroneously identified as intervention effects. The
second before measurement time point adequately controls for selection-on-level, i.e., level differences in
well-being. The reasons described for the omissions of the before-measurement time points are due to
organizational reasons and are likely to be unsystematic. Selection-on-slope, i.e., slope differences, could be
controlled (Rüttenauer and Ludwig 2020) but would have required additional before-measurement time
points. This means that some of the intervention effects could be due to slope differences in well-being-if
rising well-being curves were instrumental in enrolling in the intervention. Although there is no evidence for
this, this possible bias is not controlled for. (3) Finally, measurement error could be present, but we consider
this to be of secondary importance given the use of proven measurement instruments.
It should be emphasized that ATT (average treatment effect on the treated) estimators were determined here.
This means that only the individuals in the IG contributed to the estimator and the results only apply to these
individuals. Individuals who did not participate in the intervention would perhaps show quite different effects
(Brüderl and Ludwig 2015).
Last but not least, the small sample size is limiting. The confidence intervals are relatively large – for
example, the last measurement point of well-being and subjective burden – could be statistically significant
in larger samples – and the model complexity must remain low (no effect heterogeneity, age and cohort
effects). An increase in the number of cases would be desirable, ideally also outside the green sector. For the
described design limitations, a randomized controlled trial would be necessary.
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Figures

Figure 1
Development of well-being in stable external conditions. shown are the coefficients b (filled/unfilled points for
p<0.05/p<0.10) and the 95% confidence interval (dashed line) from the fixed effects panel regression (model
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5 for stable external conditions with ext=0).

Figure 2
Development of well-being for different trajectories of the external conditions. shown are the coefficients b
(filled/unfilled points for p<0.05/p<0.10) from the fixed effects panel regression (model 5 for different
trajectories of the external conditions).
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Figure 3
Development of attitudes under stable external conditions. Shown are the coefficients b (filled/unfilled points
for p<0.05/p<0.10) from the fixed effects panel regression (operationalization as model 5 for stable external
conditions with ext=0). The initial effect was only surveyed for "acceptance care situation". This did not make
sense for the other outcome measures. Therefore, the values from "start of intervention" were used for "end" in
order to be able to evaluate in the time series.
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Figure 4
Development of behavior under stable external conditions. Shown are the coefficients b (filled/unfilled points
for p<0.05/p<0.10) from the fixed effects panel regression (operationalization as model 5 for stable external
conditions with ext=0). The initial effect was only surveyed for "acceptance care situation". This did not make
sense for the other outcome measures. Therefore, the values from "start of intervention" were used for "end" in
order to be able to evaluate in the time series.
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