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Population Providers

Ca. 220 sickness funds

Wage-related contribution
(set by/ per sickness fund)

Social Health
Insurance 87%

Public-private mix,
organised in associations
ambulatory care/ hospitals

Choice of fund

Contracts,
mostly collective

The German system at a glance (May 2008)

Third-party payer
“Risk-structure compensation”

Choice

Risk-related premium

No contracts

Ca. 50 private insurers

Collector of 
resources

Private HI 10%

Strong
delegation

(Federal Joint Committee)
& limited

governmental control



I will focus on three particular
innovative examples:

1. Quality measurement/ management in hospitals
(-> 3 approaches) 2001

2. Disease Management Programs 2002
3. Evaluating cost-effectiveness (“value“)

of drugs 2008
(while I will “forget“ other approaches such as 
minimum volumes for certain procedures, 
hospital quality reports,
mandatory quality management systems …)



Federal Office for Quality Assurance (BQS)
since 2001 mandatory for all ca. 1,700 hospitals, 169 indicators, 
2.8 million cases (17%), with feedback and “structured dialogue“

Inpatient episode

Is the appropriate thing done? 

Is it done correctly?     

With what (short-term) results?

Indication Process Outcome



BQS - Benchmarking with all hospitals

Nat. Institute

Experts

1,708 Hospitals 
in 16 States

project offices
Source: Christof Veit, “The Structured Dialog: 
National Quality Benchmarking in Germany,”
Presentation at AcademyHealth Annual Research Meeting, June 2006.



http://www.bqs-qualitaetsindikatoren.de/



P4R

• Hospitals get € 0.58 ($ 0.9) per documented
case

• If reported cases are <80% of respective
reimbursed cases, payment is cut by € 150 
($ 235) per case up to 100%

• If documentation is handed in late, hospital
is fined € 6,000 ($ 9,400)



Community acquired Pneumonia 
Blood gas analysis within 8 hours
Hospital results in Hamburg 2005
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% of patients who get the necessary blood gas analysis, objective: 100%
each column represents a Hamburg hospital

Source: Christof Veit, “The Structured Dialog: 
National Quality Benchmarking in Germany,”
Presentation at AcademyHealth Annual Research Meeting, June 2006.

The only non-surgical/
non-invasive

indication included



Hip Replacement
Antibiotic Prophylaxis
% of patients who get the necessary prophylaxis, objective: > 95%
each column represents a Hamburg hospital
Hamburg data 2003 - 2005
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Quality problemSource: Christof Veit, “The Structured Dialog: 

National Quality Benchmarking in Germany,”
Presentation at AcademyHealth Annual Research Meeting, June 2006.



Antibiotic Prophylaxis and Wound Infection 
in Hip-Replacement 2001 – 2005
Hamburg Hospitals - 3,500 cases per year
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Source: Christof Veit, “The Structured Dialog: 
National Quality Benchmarking in Germany,”
Presentation at AcademyHealth Annual Research Meeting, June 2006.



Antibiotic Prophylaxis in Hysterectomies 2004–2005
152,000 cases, 97% completeness of data, results by state

2004 2005

Diagrams show percentage of patients receiving prophylaxis per state. Objective: >= 90%

Source: Christof Veit, “The Structured Dialog: National Quality Benchmarking in Germany,”
Presentation at AcademyHealth  Annual Research Meeting, June 2006.



National Results: 
Achievement of Quality Objectives in 2005

21% objectives well achieved

63% objectives substantially achieved

10% results far 
from expected

6% no 
evaluation 
possible

Source: Christof Veit, “The Structured Dialog: National Quality Benchmarking in Germany,”
Presentation at AcademyHealth  Annual Research Meeting, June 2006.



Next phase: public
reporting of 27 

indicators
mandatory from

2008 
(as part of the mandatory
hospital quality reports)



An in-hospital approach:
the HELIOS chain

• A standardized administrative data set is extracted from all 
hospital information systems weekly (containing coded diagnoses
and procedures etc.) and automatically transferred to the company
headquarter

• >700 medical outcome, volume and other indicators/ hospital
• 33 outcome indicators are defined as company goals: 

covering 30 important diseases and procedures
(30% of all inpatient cases)

• Results are distributed monthly to physicians (chairman) and 
CEOs (everybody can see everybody‘s results)

• Intra-chain competion alone already leads to improvement
• Living process: New indicators may be developed by specialty

groups or centrally
Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling



Completely published

www.helios-klinikfuehrer.de



Comparison to US
- methodology
• HELIOS indicators have been developed independently
• However international development necessarily shows

parallels (medicine and goals are the same)
• AHRQ indicators are less numerous and less

differentiated
• As far as there are AHRQ indicators (inpatient quality

indicators - IQI, patient safety indicators - PSI), 
-> mostly to the same diseases as HELIOS indicators

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling



% change in in-hospital mortality Indicator 
US 

Medicare 1998-
2003 (5 yrs.) 

Germany 
HELIOS 2003-
2006 (3 yrs.) 

Pneumonia -15.2% -26.2% 
Myocardial infarction -18.4% -18.1% 
Stroke -12.8% -24.5% 
Cong. heart failure -30.1% -24.2% 
Aortic aneurysm -7.0% -13.3% 
 
Source: Thomas Mansky, Neue Methoden der Qualitätsmessung und des Qualitätsmanagements, in: 
Report Versorgungsforschung Band 1 – Monitoring der gesundheitlichen Versorgung in Deutschland. 
Köln, 2008, p. 149-170; the US data are based on Medicare Payment Advisory Commission (MEDPAC), 
Healthcare spending and the Medicare program. A data book, Washington DC 2005 

Comparison to US
- results



Switzerland

• Switzerland – after a review of available systems – has 
decided to introduce HELIOS quality indicators as a 
Swiss national quality indicator system
– Swiss view: HELIOS compared favourably to AHRQ

• Currently we are in close cooperation for transferring our
system to Switzerland (different coding systems etc.)

• Swiss data is already available at the ministry (BAG)
• Introduction is scheduled for this summer

– Thus, Swiss results will be available for comparison with
HELIOS

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling



• The largest German sickness fund (AOK) together with
HELIOS has developed a new system to derive quality
indicators from routine insurance claim data
– due to availibility of long term data and data from other

sectors (outpatient, drugs …), the approach is much wider
– patient careers can be followed over years (up to lifetime)
– indicators for long term outcome can be measured !

• Complications identifiable by specific readmissions
– e.g. replacement of an endoprothesis due to any reason, any

time after first implantation
– readmission due to deep vein thrombosis
– re-operation after colon resection due to abscess

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling

Extending the scope: QSR 
(quality assurance with routine data)



QSR includes
all hospitals with
at least 4 AOK 
cases with a 

particular tracer
indication

example: 90-day-
mortality after colorectal
cancer surgery in 1,026 
hospitals (top with 95% 
CI; bottom: lower limit

of 95% CI)



QSR: cross-sectional benchmarking
Example HELIOS Klinik Berlin Buch, heart failure

• 1,411 hospitals in 
Germany treat heart
failure patients

• 90-day mortality ratio in 
Berlin-Buch in 2005 was 
0.54, which is on the 8th 
percentile

• Such results have not yet
been available on a 
routine basis in Germany

SMR = standardized mortality ratio;
here SMRs of German hospitals,
ordered by value (1 = German average)

HELIOS Berlin

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling



• HELIOS quality
management processes
for heart diseases were
set up in 2003

• 90-day heart failure
mortality in Buch 
declined well below the
adjusted German average
– 2003 to 2005 is currently

available from AOK
HELIOS
Berlin-Buch

Germany with 95%
confidence interval

% 90-day mortality

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling

QSR: year-by-year vs. average
Example HELIOS Klinik Berlin Buch, heart failure



• Risk adjusted heart
failure mortality in 
Berlin-Buch is not
only lower at 
discharge, 
but can still be
observed after 1 year

% mortality at discharge,
after 30-days, 90-days, 1 year

Thomas Mansky: Improving medical outcome by an industrial type Quality Management and Medical Controlling

HELIOS
Berlin-Buch

Germany with 95%
confidence interval

QSR: quality beyond discharge
Example HELIOS Klinik Berlin Buch, heart failure



Comparison of three approaches
2. Hospital

3. Sickness fund
1. BQS

Data from all hospitals, 
limited to documented

indicators

Indication 1

Indication 2

Indication 3

1 1 1 1 1

2 2 2 2 2

3 3 3 3 3

1 1 1 1

2 2 2 2

3 3 3 3

+ outpatient
+ drugs
+ readmission
+ death

Data from
all its own

patients, but
not others

Data limited to its own insured

Other
hospitals

Other
sickness

funds

Other
providers

4.(?)
German

DRG
Institute
(InEK)

Special documentation

Routine data



Disease Management Programs
(since 2002)

• Compensate sickness funds for chronically ill better
(make them attractive) = reduce faulty incentives to 
attract young & healthy

• Address quality problems by guidelines/ pathways
• Tackle trans-sectoral problems by “integrated“ contracts

for diabetes I/ II, asthma/ COPD, CHD, breast cancer
• = introduce Disease Management Programs

meeting certain minimum criteria and compensate
sickness funds for average expenditure of those enrolling

double incentive for sickness funds:
potentially lower costs + extra compensation!

By end of 2007: 3.8 mn enrolled (5.5% of SHI insured)



DMP diabetes – first results
(age- but not severity-adjusted; not from official

evaluation with post-intervention no control group design)

Diabetics not enrolled in DMP

Stroke (m) Stroke (f) Foot/ leg Foot/ leg
8.1 vs. 11.4 7.2 vs. 11.1    amputations (m) amputations (f)

Source: Ulrich, Marshall & Graf in Diabetes, Stoffwechsel und Herz 2007; 16(6): 407-414



Evaluation of pharmaceuticals

• Federal Joint Committee (FJC; founded 2004) 
has task to group drugs according to equal
effectiveness (-> same reference price)

• may commission an evaluation through its
Institute for Quality and Eficiency in 
Healthcare (IQWiG; founded 2004)

• 2007 reform extended FJC‘s mandate to set
maximum reimbursement price for drugs of 
superior effectiveness; necessitates cost-
effectiveness evaluation through IQWiG



4

Assessment of Total Costs (/patient)

Existing Therapies

1
2

3
5

6

7

Proposed IQWiG methodology (Jan. 2008): 
frontier analysis for the relevant therapeutic area

N

A
ss

es
sm

en
t o

f E
ffe

ct
iv

en
es

s 
(“

Va
lu

e”
)

ht
tp

://
w

w
w

.iq
w

ig
.d

e/
do

w
nl

oa
d/

08
-0

1-
24

_M
et

ho
ds

_o
f

_t
he

_R
el

at
io

n_
of

_B
en

ef
its

_t
o_

C
os

ts
_V

er
si

on
_1

_0
.p

df



Total Cost (/patient)
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Decision zones

(decision taken by Federal Joint Committee)
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Conclusions
• Germany might have been slow with real 

quality innovations, but:
• Legal requirements provide framework for

uniform approaches, providing benchmarking
opportunities (too little used, however)

• Recently, IT improvements, better coding
(DRGs!) and data availability have brought
true innovative approches (unfortunately
usually not published internationally)



This presentation and more material can
be found on the following websites:

http://mig.tu-berlin.de

www.observatory.dk
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